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Abstract

Objective: Describe the level of hope and religiosity of patients with 
chronic renal disease through the Herth Hope Scale and Duke Religio-
sity Scale and analyze how they correlate.

Method: Exploratory, cross-sectional study conducted with 62 pa-
tients. The Spearman correlation coefficient was used to assess the 
relationship between the scales.

Results: Hope obtained a mean score of 39 points and intrinsic reli-
giosity, 13.14. Among the scales, statistically significant correlation was 
found between the items "optimism" with attendance to the religious 
temple (p = 0.016), beliefs and my way of living (p = 0.008) and effort 
to live up to the religion (p =0.008); "strength" with effort to live up 
to the religion (p = 0.043); "ability to give and receive affection" with 
attendance to the religious temple (0.050), my religious beliefs are 
what really lie behind my whole approach to life (p = 0.014) and I try 
hard to carry my religion over into my life (p = 0.032).

Conclusion: Religiosity is a positive tool for coping with the health-
disease process.
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Failure.Introduction
Chronic kidney disease is considered a public health problem in Bra-
zil, in view of the high morbidity and mortality, and the high cost 
involved in the treatment [1]. There is a growing number of CKD 
patients undergoing dialysis. In 2010, there were 49,077 patients 
with chronic renal failure, and in 2014 the number increased to 
112,004 [2]. 
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Thus, the exponential increase of the disease and 
the impact in the spheres of personal and professio-
nal life of the individual, as well as complex thera-
peutic regimens and significant changes in activities 
of daily living turn feelings of hopelessness expected 
among patients with this disease.

Thus, patients commonly develop mechanisms or 
behaviors to cope with the illness and/or the dialy-
sis, and these are important to their bio-psycho-
spiritual well-being. Increased religiosity is one of 
such mechanisms that enable the search for mea-
ning to deal with life and that reduce the feeling of 
hopelessness; positively impacting on better days, 
since this clinical condition represents an extremely 
challenging situation [3].

Religiosity contributes to coping with adverse 
health situations by assigning meanings to the re-
formulation of the understanding of the life length, 
and is a resource for changes in health and suffering 
[4].

A coping strategy that is intrinsically related to 
religion is hope, since it drives the individual to act, 
move and achieve goals and accomplish the objec-
tives of the prescribed treatment. The lack of hope 
can leave the individual without perspective, just 
waiting to passively die. Although hope does not 
have the power of healing, it imparts encourage-
ment to the patient to continue to fight and pursue 
clinical improvements [5].

Hope and religiosity are the focus of researches 
on health and tools for their evaluation have been 
developed. A research carried out in the Cinahl, 
PubMed and Scopus databases to identify instru-
ments to measure hope and religiosity in patients 
with chronic diseases found the scales Herth Hope 
Index (HHI), Hert Hope Scale (HHS); and the Brief 
Multidimensional Measure of Religiousness/Spiri-
tuality, World Health Organization Quality of Life 
Instrument - Spirituality, religion and personal be-
liefs (WHOQOL- SRPB), Attitude Toward Christianity 
Scale, Age Universal Religious Orientation, Intrinsic 
Religious Motivation Scale, Christian Religious Inter-

nalization Scale, Spiritual Well-Being, The Behavio-
ral Religiosity Scale and the Duke Religiosity Scale 
(DUREL).

The Herth Hope Scale has North American origin 
and has as objective to quantify the life expectancy 
of the patient. It has rapid application and it is easy 
to understand and had cross-cultural adaptation and 
validation for the Brazilian Portuguese [6], showing 
good reliability with Cronbach's alpha (0.72) in pa-
tients undergoing chronic renal dialysis [7].

In turn, the Duke Religiosity Scale (DUREL) has 
been adapted and validated [8]and has good re-
liability measures with Cronbach's alpha of 0.88; 
and Spearman correlation coefficients between the 
domains of organizational (OR) and non-organiza-
tional (NOR) religiosity [9]. 

In Brazil, hope andreligiousity have been studied in 
patients undergoing hemodialysis [7, 10-11]. Howe-
ver, these did not show the correlation between 
the HHS and DUREL scales, and it was this gap that 
motivated the present study, assuming that religion 
is a coping mechanism for improvement of hope. 

Given the above, the objectives of this study 
were to describe the level of hope and religiosity 
of adult patients with chronic renal disease through 
HHS and DUREL scales, and analyze how these are 
correlated. 

Method
This is a descriptive, exploratory and cross-sectional 
studyheld in a Renal Replacement Therapy Unit in 
the state of Paraíba-PB, Brazil, from June to July 
2015. 

Based on a total population of 75 people regis-
tered and followed in the unit, 62 patients were 
included in the study. The Inclusion criteria were: 
age above 18 years, be registered and accompanied 
by the nephrology unit, present cognitive ability to 
respond to the instrument and be undergoing he-
modialysis for at least six months. Exclusion crite-
ria were: present difficulties in understanding, and 
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unstable clinical status and/or hemodynamics. Ba-
sed on these, 13 patients were excluded, one for 
having listening impairment; seven for being under 
treatment for less than six months; two for being 
hemodynamically unstable and three because they 
refused the participation.

Data was collected through interviews during 
hemodialysis sessions. To this end, questionnaires 
were used. These had questions covering sociode-
mographic characteristics (age, sex, level of educa-
tion, marital status, income, religion); clinical con-
ditions (dialysis time); Hope Herth Scale (HHS) and 
Duke Religiosity Scale (DUREL). 

The HHS is composed of the 12 Likert-type items 
with four points. The total score ranges from 12 
to 48, and the higher the score the higher level 
of hope [6]. Studies show that, based on patients 
with various medical conditions, the median was 
36 points [12-13].

The Duke Religiosity scale (DUREL) has five items 
that capture three of the religious dimensions that 
are most related to health outcomes: organizational 
(OR), non-organizational (NOR) and intrinsic religio-
sity (IR). The first dimension (item 1) is related to 
Organizational Religiosity (OR), which involves the 
frequency of attendance to religious gatherings 
such as church services, worship, ceremonies and 
groups of study or prayer. The second dimension 
(item 2) deals with the Non-organizational Religio-
sity (NOR), i.e., the religiosity related to the more 
introspective activities, such as prayer, meditation, 
reading religious texts, listen to or watch religious 
programs on TV or radio. In the first two dimen-
sions, the scores can range from 1 to 6. The third 
dimension consists in religiosity in itself, so called 
Intrinsic Religiosity (IR), addressing the items 3 to 5. 
The scores of this dimension range from 3 to 15. 

In the analysis of results of the DUREL, scores 
on all three dimensions (OR, NOR and IR) must be 
analyzed separately, and their scores must not be 
summed for a total score. On this scale, the respon-
se options of the last three items are in a Likert-type 

scale, derived from the scale of 10 items of the 
intrinsic religiosity of Hoge [8].

For the analysis of religiosity scale, a reversal of 
the scores of all items was performed with the aim 
of achieving a positive convergence between the 
scales, since the higher the religiosity, the greater is 
expected to be the hope. 

Data were analyzed using descriptive statistics 
using the SPSS statistical package version 20.0. 
Measures of central tendency (average, minimum 
and maximum) and spread (standard deviation) 
were calculated, and the Spearman correlation coe-
fficient was used to assess the relationship between 
the HHS and DUREL. 

The study met the ethical standards of national 
and international studies. 

Results 
The time of dialysis was 5.2 years in average. Most 
patients were male (51.6%), Catholic (72.6%), aged 
between 41 and 60 years (mean = 50 years). Among 
them, 46.8% reported to be white, with a mean of 
7.6 years of schooling (range 0-19 years), in situation 
of active labor (51.6%), earning up to one minimum 
wage (88.7%). Regarding marital status, 53.2% had 
a partner; and less than half (45.2%) had a compa-
nion during hemodialysis sessions. 

An average score of 39 points for HHS was ob-
served. The variation of the total score achieved was 
32-46. In relation to the variation of scores in the 
items, none of the patients "completely disagreed" 
the statements of items: 1 (I am optimistic about 
life), 4 (I can see possibilities in the midst of diffi-
culties), 5 (I have a faith that comforts me), 7 (I can 
remember happy and pleasant times) and 12 (I feel 
my life has value and usefulness) (Table 1).

As for the assessment of the items, those who 
had lower average scores were the item 2 (I have 
short and/or long range plans) with a mean value 
of 2.81 (± 0.99) and the item 10 (I have a sense of 
direction) with a value of 2.84 (± 0.71). 
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Table 1.  Description of the measures of central ten-
dency and spread of responses of patients 
of a Renal Replacement Therapy Unit (n = 
62) to the Herth Hope Scale . Patos, Paraí-
ba, Brazil. 2015.

Variables Mean
Standard 
deviation

1 I have a positive outlook toward life 3.06 72

2 I have short and/or long range plans 2.81 0.99

3 I feel all alone 3.27 0.87

4 I can see possibilities in the midst of 
difficulties

3.03 0.40

5 I have a faith that gives me comfort 3.61 0.52

6 I feel scared about my future 3.06 0.81

7 I can recall happy/joyful times 3.39 0.55

8 I have deep inner strength 3.31 0.76

9 I am able to give and receive caring/
love

3.56 0.62

10 I have a sense of direction 2.84 0.71

11 I believe that each day has potential 3.53 0.59

12 I feel my life has value and worth 3.50 0.54

Total Hope 39 3.42

Table 2.  Description of the measures of central ten-
dency and spread of responses of patients 
of a Renal Replacement Therapy Unit (n = 
62) to the Duke Religiosity Scale. Patos, Pa-
raíba, Brazil. 2015

Variables Mean Standard 
deviation

1 How often you go to a church, 
temple or other religious meeting 3.82 1.41

2 How often do you spend your time 
with individual religious activities 

4.61 1.58

3 In my life, I experience the presence 
of God (or the Holy Spirit). 

4.87 0.34

4 My religious beliefs are what really 
lie behind my whole approach to life

4.18 0.78

5 I try hard to carry my religion over 
into all my other dealings in life.

4.10 0.88

Domains 

Intrinsic religiosity 13.14 1.42

In contrast, the items with higher scores were the 
item 5 (I have a faith that gives me comfort), with 
a total average score of 3.61 (± 0.52) and item 9 
(I am able to give and receive caring/love), with a 
mean value of 3.56 (± 0.62). 

Regarding religion, the item with the highest sco-
re was "I feel the presence of God or the Holy Spirit 
in my life", with an average score of 4.87 (± 0.33); 
followed by "How often do you spend your time 
with individual religious activities" with a score of 
4.61 ± 1.58. Still, it was observed that the item: 
"My religious beliefs are behind my whole way of 
life" had an average score of 4.18 (± 0.78) (Table 2).

In this study, the minimum score was 1 and maxi-
mum score was 6, with the first dimension showing 
an average of 3.82 (± 1.41), the second dimension, 
a mean of 4.61 (± 1.58) and the third dimension, 
the minimum score was nine and the maximum was 
fifteen, with an average of 13.14 (± 1.42). The di-
mension with the highest score was non-organiza-
tional religiosity. This behavior was observed due to 
the practice of religious activities in private, because 
of the physical limitations imposed by the disease, 
making it difficult to the person participate in com-
munity events.

The Spearman correlation test was used to check 
the relationship between the scales of religiosity and 
hope and some items were significantly correlated. 
Item 1 of the Duke Religiosity Scale (How often 
do you go to a church, temple or other religious 
meeting) showed a statistically significant correla-
tion with the items: optimism (p = 0.016) and the 
ability to give and receive affection (p = 0,05) of the 
Herth Scale (Table 3).

Item 4 of the DUREL scale (My religious beliefs 
are what really lie behind my whole approach to life) 
showed a statistically significant correlation with the 
items: optimism (p = 0.008), ability to give and re-
ceive affection (p = 0.014) and destiny (p = 0.006) 
of the HHS (Table 3). 

The last item on the DUREL scale that showed a 
statistically significant correlation was (I try hard to 
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Table 3.  Correlation between the items of the Hert Hope Scale and Duke Religiosity Scale as responded 
by patients assisted in a Renal Replacement Therapy Unit (n = 62). Patos, Paraíba, Brazil. 2015.

Hert Hope Scale Duke Religiosity Scale

Items 

Frequency of 
attendance to 
the religious 

temple

Individual 
activities

Presence of 
God

Beliefs rule the 
way of life

Effort to live 
up to the 
religion

Optimism
Pearson's coefficient 0.305* 0.152 0.041 0.333 0.340*

P-value (0.016) (0.239) 0.753 (0.008) (0,007)

Plans in short and 
long term

Pearson's coefficient 0.129 -0.124 -0.027 0.093 0.196

P-value (0.317) (0.338) 0.836 0.474 0.128

Social living 
Pearson's coefficient 0.155 -0.105 0.137 0.052 0.064

P-value (0.231) (0.418) (0.288) (0.686) (0.619)

Possibilities in the 
midst of difficulties

Pearson's coefficient 0.056 -0.084 0.029 0.105 0.039

P-value (0.664) (0.519) (0.820) (0.417) (0.763)

Comfort by faith
Pearson's coefficient 0.058 0.183 0.193 0.037 0.087

P-value (0.657) (0.154) (0.132) (0.773) (0.501)

Boldness
Pearson's coefficient 0.093 0.065 -0.006 0.097 0.019

P-value (0.471) (0.616) (0.964) (0.452) (0.883)

Memory of 
happy times

Pearson's coefficient 0.132 -0.125 -0.074 -0.042 0.108

P-value (0.308) (0.335) (0.568) (0.746) (0.405)

Strength
Pearson's coefficient 0.127 -0.246 0.095 0.127 0.258*

P-value (0.325) (0.054) (0.460) (0.327) (0.043)

Ability to give and 
receive affection

Pearson's coefficient 0.251* 0.238 0.076 0.312* 0,273*

P-value (0.050) (0.063) (0.558) (0.014)  (0.032)

Destiny
Pearson's coefficient 0.188 -0.218 0.095 0.347* 0.382*

P-value (0.144) (0.089) (0.462) (0.006) (0.002)

The worth of every 
single day

Pearson's coefficient 0.142 0.008 0.138 0.207 0.217

P-value (0.271) (0.954) (0.283) (0.106) (0.090)

Life is synonymous
with value and worth

Pearson's coefficient 0.153 0.102 0.146 0.150 0.202

P-value (0.235) (0.431) (0.256) (0.244) (0.115)

* Statistical significance at p <0.05 on the assumption that the study group constituted a random sample out of a 
population with similar characteristics.

carry my religion over into all my other dealings in 
life) with the items: optimism (p = 0.007), strength 
(p = 0.04) ability to give and receive affection (p = 
0.03) and destiny (p = 0.002) of the HHS (Table 3).

Discussion
Based on the results found in this study, it is obser-
ved that patients with chronic renal disease have 
good levels of hope, and this might lead them to 
travel long distances in search of treatment for their 
illness; to submit to the relentless invasive procedu-
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res; to change their lifestyle, routine and attach to 
the treatment, despite being weakened.

Thus, keep the hope while facing the disease is 
a hard, continuous and important process because 
it stimulates patients with chronic renal failure and 
their social support network to seek new solutions 
or the acceptance of the new condition imposed by 
the disease. Religiosity, when positively experienced, 
is a supportive aid and imparts strength to face the 
difficulties in daily life related to their spiritual beliefs 
[14].

In this sense, these aspects become essential 
when it comes to reality of the northeastern hin-
terlands. Nephrologists and nurses witness spiritual 
and religious practices during hemodialysis, in which 
patients perform deep moments of prayer, always 
seeking divine protection for the condition they are 
going through. In this environment, it is common 
for patients to take sacred objects such as the Bi-
ble, rosaries, prayer books, pictures or medals with 
images of saints, which are considered symbols of 
faith that generate spiritual comfort and maintain 
the sense of hope [15].

Studies show that patients with chronic renal 
disease develop signs and symptoms such as fa-
tigue, asthenia, rash, headache, hypertension, hy-
potension, cramps, malaise, nausea and vomiting 
[16-17]; restricting the free time and the physi-
cal and psychological disposition of the patient, 
which prevents participation and attendance for 
prolonged times of celebration. These symptoms 
are consequence to the limitations imposed by 
kidney disease, as well as the consequences of 
hemodialysis. 

Still, it is notable that kidney patients, most of-
ten, are abandoned by their families due to seve-
ral hours required for hemodialysis sessions. This 
abandonment creates negative feelings and frustra-
tions, conflicts and fears related to the treatment. 
These, in turn, are overcome with the support of 
faith and religious practices [18]. Therefore, unlike 
other diseases, practices and religious attitudes are 

more often practiced in private than in community 
meetings, in the temple or the church.

As regards the assessment of hope in patients 
with chronic renal failure undergoing hemodialysis, 
a study conducted in a Replacement Therapy unit in 
São Paulo reported a score variation pattern similar 
to the present study, where the lowest averages 
were in items 2 and 10, and the items with higher 
scores were the items 5 and 12 [10]. However, there 
was a higher level of hope in patients with chronic 
renal disease in the northeastern hinterlands when 
compared to other studies conducted in São Paulo. 
One of such studies included 50 elderly aged bet-
ween 67 to 73 years with an average of HHS of 
36.20 (± 2.90) [10]; and the other was carried out 
with 127 patients aged between 23 and 89 years 
and the average was 38.06 (± 4.32) [7].

In the meantime, patients with chronic renal di-
sease did not seem to have short and long term 
plans, and "do not know where they want to go, 
i.e., don not have sense of direction". Studies show 
that these behaviors are directly related to the lack 
of will to live and lack of patience [19]; when these 
feelings are manifested, they trigger revolt, in which 
people begin to fail to believe in the only possibility 
of curative therapy beyond faith: the transplanta-
tion. It does not matter how unpredictable is the 
success, there is always a search for survival without 
the need for dialysis, because the suffering that this 
therapy incurs results in losses in many aspects of 
living. The hope of healing through transplantation 
emerges as a dream of restart [20]. 

It appears that the hemodialysis is inevitable, una-
voidable and brings direct changes in lifestyle, in its 
objectives, in family, work, income and body image 
[21]. Thus, chronic patients can not lose hope, and 
for this they stick to their faith and/or their religion 
to redirect their days in search of better quality of 
life.

In this sense, religion is a belief system full of 
rituals and symbols that can help the individual to 
approach and establish contact with the sacred en-
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tity and consequently produce committed and orga-
nized practices from the community life [11]. At this 
point, it is observed that religiosity triggers a new 
meaning of the search process for ways hitherto ex-
perienced, leaning and/or finding comfort through 
the sacred.

Religiosity in patients with chronic renal failure is 
marked by many attitudes and practices that are di-
fferent of those practiced by healthy people. There-
fore, non-organizational religiosity is best experien-
ced than the organizational and intrinsic, as patients 
dedicate more time with private prayers, and consi-
der themselves more religious than what they were 
before. Still, they start to understand the conflicts 
and tragedies based on experiences of faith, live 
moments of religious conversion, mystical experien-
ce and transcendence. They gain more knowledge 
on dogmas and doctrines, generating satisfaction 
with life and getting a personal meaning for it [22].

A study conducted with patients with chronic 
renal disease in the state of Paraiba [11] in relation 
to the religious attitude adopted in face of the he-
modialysis treatment found that the individuals who 
searched for religious knowledge showed better 
quality of life levels in the psychological (r = 0.21, p 
<0.05] and social relationship (r = 0.25, p <0.05) do-
mains. With regard to religious sentiments adopted 
in face of the religious attitude, the domains level 
of autonomy (r = 0.22, p <0.05), the field of social 
relations (r = 0.22, p <0, 05) and the environmental 
area (r = 0.23, p <0.05) were correlated.

It is noticed that religiosity in patients with chronic 
renal failure is a emotional (self-knowledge), instru-
mental (skills/abilities) and informative (knowledge) 
support in seeking to achieve a better perspective 
for the future.

Patients with chronic renal failure were asked 
about the role of religion in their lives in a stu-
dy conducted in São Paulo, and 63.1% of patients 
believed that religion was very important for their 
recovery, and 55.8% said that religion is something 
necessary for their lives [23].

It is also noted in the present study that religion 
is a mechanism for solving problems as brings relief, 
comfort and consolation; and search for meaning to 
relevant problems of existence, intimacy (I am able 
to give and receive caring/love), understanding of 
the self and of the sacred, providing release [11]. 

Regarding the participation of religious rituals, it 
is observed that these favor the contact with others. 
Thus, the involvement in their religious activities 
contributes to assume roles and functions, provi-
ding optimism, making it capable of contributing to 
others through reception and sharing of affection 
and love. Thus, when patients attend assiduously 
religious temples to express or manifest one's reli-
gion, there are better levels of functional autonomy 
(r = 0.28, p <0.01) and social relationships (r = 0.22, 
p <0.05) [11].

The Religiosity is also a coping mechanism for 
stressful situations in life, because it facilitates pro-
blem solving. In this sense, religious coping is a 
kind of personal confrontation that uses the sacred 
as the source for solving problems, which may be 
positive or negative. In this study we showed that 
patients with chronic renal failure present a positive 
coping related to good levels of hope and religiosity 
through a system of religious beliefs and practices. 

Religious coping is a mediator in the health-di-
sease process due to the development of cognitive 
schemes that may increase the personal resources 
of hope, by the increased sense of control and 
self-esteem. This mechanism allows them to assign 
meaning to stressful events (I have a sense of di-
rection, I am optimistic about life, I feel strong) in 
search for better days and health. 

A study with renal patients in the south of Mi-
nas Gerais found that positive religious coping was 
strongly associated with the time of treatment (p = 
0.021) and to the importance that individuals give 
to religion/spirituality in their lives (p = 0.006) [24].

We cannot conceive that the absence of hope 
and religiosity leads to disease, but it is understan-
dable that these may constitute a protective factor 
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or a coping aid in the face of daily adversity. It is 
not necessary nor sufficient for the psychological 
well-being, but it can lead to a worldview able to 
help the individual discover the meanings of life.

Study limitations 
The main limitation of this study is that it was held 
in a unique setting, in addition to the cross-sectional 
design, which cannot establish a temporal relation-
ship with the variables. Thus, further studies must 
be conducted in order to identify variables involved 
with hope and religion to face the health-disease 
process. 

Contributions to the field of nursing 
In this sense, the evaluation of hope in patients with 
chronic renal failure and their religiosity becomes 
essential for planning and setting goals to be achie-
ved through nursing interventions. This will improve 
the coping and reduce the impact of the disease, 
resulting in better adherence to treatment. 

Conclusion 
This study made possible the measurement of hope 
and religiosity in patients with chronic renal disease 
in Paraíba hinterlands. The sample showed a high 
score of hope and religiosity, and a positive corre-
lation of moderate magnitude between the two 
scales.

Professionals that provide assistance to patients 
with chronic renal failure undergoing dialysis should 
be sensitive to consider hope and religiosity at the 
moment of providing care as a tool to address the 
health-disease process. 
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