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hemodialysis therapy should be supported with high motivation. The “Keyword:
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and motivation to improve the quality of life of patients. This studyisan D¢ty lifestyle;
. . . ) . ) ) hemodialysis; motivation;
experimental quasi-research with a 2x2 factorial design involving a patient’s quality of life

sample of 30 chronic kidney disease patients undergoing hemodialysis
therapy at Rumah Sakit Khusus Ginjal Rasyida Medan, North Sumatra,
Indonesia. Through the analysis of multiple linear regression analysis, the
results showed a significant influence between the provision of healthy
lifestyle modules on improving quality of life. Other findings suggest
differences in quality of life between patients with high motivation levels
and low-motivated patients. This study proposes further studies to
examine the effectiveness of modules and improve quality of life against
different patient cultural backgrounds.
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INTRODUCTION

Lifestyle is one of the important internal factors that can affect health. Lifestyle refers to
how a person behaves in their life, including the choice of residence and the pattern of behavior
of the individual himself, and sociocultural factors and individual characteristics strongly
influence this condition. Negative lifestyles such as smoking, alcohol consumption, inadequate
activity, and rest will trigger the onset of various modern chronic diseases, and one of them is
chronic kidney disease (Ratnawati, 2014).

Many evidence suggests that changing an individual’s lifestyle towards a healthy lifestyle,
both on a small scale and in society more broadly, can drastically reduce the incidence rate of
modern chronic diseases and vice versa. Changing one’s lifestyle or habits means having to
change one’s perspective and change one’s paradigm.

The worldwide incidence of kidney disease globally is more than 500 million people and
who have to live a life dependent on hemodialysis is 1.5 million people. In the United States, the
incidence and prevalence of kidney disease increased by 50% in 2014. Data shows that 200,000
Americans undergo hemodialysis due to chronic kidney disorders every year, meaning 1,140 in
one million Americans are dialysis patients (Widyastuti, Butar-Butar, & Bebasari, 2014).

According to Yayasan Peduli Ginjal, in 2014, there are currently 40,000 patients with chronic
kidney disease in Indonesia. Of these, only about 3,000 patients can enjoy hemodialysis services,
and the rest can only give up their lives due to various factors and, most importantly, economic
factors. In undergoing hemodialysis therapy, the patient desires to improve his quality of life to
take the patient’s self-motivation because motivation is the key to success in undergoing
treatment.

A common complication in hemodialysis patients is weight gain between two hemodialysis
times (Interdialysis Weight Gain or IDWG) caused by the inability to function renal excretion.
According to Hwang, Wang, & Chien (2007), weight gain between two dialysis times is also
influenced by several factors, namely: environment, nutrition, behavior, physiological and
psychological.

Weight gain of zero milligrams is not possible. Kimmel et al. (2000) explained that the ideal
weight gain between two hemodialysis times is 1.5 kg. The addition of IDWG values that are
too high will be able to cause negative effects on the patient’s condition, including hypotension,
muscle cramps, hypertension, shortness of breath, nausea, and vomiting, and others (Brunner &
Suddarth, 2005).

Kalantar-Zadeh & Aronoff (2009) found that 86% of patients undergoing hemodialysis had
an interdialytic weight of more than 1.5 kg. In addition, data obtained that patients who have an
interdialytic weight between 1.5-2.0 kg have a potential 25% the increased risk of death, and
patients who have an interdialytic weight of more than 4.0 kg potentially 28% increase to the
risk of death. At the same time, patients who have an interdialytic weight below 1.5 kg have a
potential 26%-33% reduced risk of death. The onset of negative effects of weight gain between
dialysis times will affect the quality of life of chronic renal failure patients until the onset of death,
as revealed by the researchers above.

Quality of life is often interpreted as a component of happiness and satisfaction in life.
However, understanding the quality of life often means different in each person because it has
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many factors that affect finance, safety, or health. Therefore, health-related quality of life term
is used in health (Fayers & Machin, 2013).

Disease prevention activities, quality of life is used as an aspect to describe health conditions.
Quality of life is a level that describes the superiority of an individual that can be judged from
their life. The individual’s quality of life can usually be assessed from physical, psychological,
social, and environmental relationships (Larasati, 2012).

Aspects of quality of life can be seen from the structure of the four domains of the World
Health Organization Quality of Life Questionnaire-Short Version (WHOQOL-BREF, 1996),
namely: (1) Physical health, which is good condition, means free from pain in the whole body
and other parts. These aspects include daily activities, dependence on restorative materials and
medical aids, energy and fatigue, mobility, pain and discomfort, sleep and rest, and work capacity;
(2) Psychologically, it is related to the individual’s mental state. The psychological aspect is also
related to the physical aspect, where the individual can perform an activity well when the
individual is mentally healthy. These aspects include body image and appearance, negative
feelings, positive feelings, self-esteem, individual confidence, thinking, learning, memory, and
concentration; (3) A social relationship, i.e., a relationship between two or more individuals in
which the individual’s behavior will influence, change or improve the behavior of another
individual. These aspects include personal relationships, social support, and sexual activity; and
(4) Environment, which is the residence of individuals, including the circumstances, the
availability of a place to live to do all life activities, facilities, and infrastructure that can support
life. These aspects include financial resources, freedom of physical safety and security, health
and social: accessibility and quality of the home environment, opportunities to acquire new
information and skills, participation and opportunities for recreational activities, physical
environment, and transportation.

Anees, Hameed, Mumtaz, Ibrahim, & Saeed Khan (2011) revealed that the quality of life of
89 kidney disease patients undergoing hemodialysis is at a low level for the domain of physical
health, the psychological domain, while for the domain of social and environmental relations is
at a moderate level.

The change in the quality of life and the improvement of IDWG are inseparable from the
lifestyle lived by hemodialysis patients themselves. Low awareness in implementing a healthy
lifestyle among patients undergoing hemodialysis therapy is also a trigger for the above factors.

An increase in IDWG exceeding the tolerance limit will impact various forms of
complications and ultimately affect the quality of life of each patient undergoing dialysis therapy;
medical officers and paramedics have anticipated this in the unit by educating in every shift of
hemodialysis services.

However, the reality is that the improvement in the patient’s quality of life has not met the
real expectations. From the interviews we conducted on these patients, there was a low
motivation and awareness to implement a healthy lifestyle in their lives, among others:
uncontrolled eating habits, improper fluid restriction patterns, insufficient sleep and rest
patterns, lack of physical activity, improper coping ability, family support, social and
environmental relationships.

Studies focusing on the quality of life of chronic renal failure patients have been conducted
several times. The study tried to review the picture of the quality of life (Nurmanita, Rosita,
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Nutjayanti, 2020; Supriyadi, Wagiyo, & Widowati, 2011), level of knowledge (Sari, 2018; Aminah,
2012), and lifestyle history (Prakosa, 2011, Diyono & Indriati, 2017). Some of them try to see
the effects of gender (Ipo, Aryani, & Suri, 2016), partner support (Zurmel, Bayhakki, & Utami,
2015), family support (Maulida, Fadilah, & Yulianto, 2019) as well as self-efficacy (Wakhid, Linda
Wijayanti, & Liyanovitasari, 2018) on the quality of life of patients. Some of them also offer
interventions such as kidney diet therapy (Kurniawati & Asikin, 2018), psychological
intervention (Widayati & Lestari, 2015), as well as efficacy training from (Sulistyaningsih, 2012).

However, studies to improve healthy lifestyles in chronic renal failure patients by
administering healthy lifestyle modules have never been conducted. In fact, through the
provision of the module, a patient can train himself independently to improve his quality of life.
This study aims to identify the effect of healthy lifestyle modules to improve patients’ quality of
life with chronic renal failure.

RESEARCH METHOD

This study uses a quantitative approach with a quasi-experimental research type with a 2x2
factorial design. This design will be compared to the improved quality of life of the patients who
undergo hemodialysis therapy to provide a healthy lifestyle module reviewed from the patient’s
motivation. The patient’s motivation is distinguished by high motivation and low motivation.
Provision of healthy lifestyle module as a free variable, during High motivation and low
motivation as moderator variable and improvement of patient quality of life as a bound variable.
The research design can be seen in Table 1 as follows:

Table 1 The 2x2 Experimental Factorial Design

Motivation (M) Experimental Group (EG) Control Group (CG)

High (M1) QL1.M1 QL2.M1

Low (M2) QL1.M2 QL2.M2
Description:

The scheme of research design is as follows:

(EG) 01 ——> X —_— 0z
(CG) M1 0z

The subjects in this study were 30 chronic renal failure patients who underwent hemodialysis
therapy at Rumah Sakit Khusus Ginjal Rasyida Medan, North Sumatra, Indonesia selected
through purposive sampling techniques with the following criteria:

a.  Subject age 20 - 55 years.

The subject has undergone hemodialysis therapy for more than one year.
Conscious and able to communicate well.

Able to read well

Willing to be the subject of research by filling out informed consent

o a0 T
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The subjects of this study were divided into two groups, namely the treatment group or
experimental group of 15 people and the control group of 15 people. The researchers conducted
a pretest test on the subject with the help of the executive staff in the hemodialysis unit of Rumah
Sakit Khusus Ginjal Rasyida Medan, North Sumatera, Indonesia which had previously been
explained the procedure of implementation of the pretest. Pretest data from each subject are
recorded in the data table.

This study was conducted following the schedule determined by sharing a motivational
questionnaire as many as 15 statements that the study subjects must answer. The results of the
motivation test are divided into two high and low categories when the score is 15-44 classified
in the low category, and the score is 45-60 with the high category.

After the group’s division was determined, all subjects of the experimental group were given
the provision of healthy lifestyle modules to the research subjects of the experimental group with
the evaluation of eight meetings. Nevertheless, before the module is given, the researcher gives
information about using the module, and the researcher emphasizes that the honesty of the
subject in checklist each item in the module should be by the activities that the subject does in
behaving a healthy lifestyle while at home. In addition, researchers also gave examples (role play)
to the subject on using models or selecting each item that corresponds to what is done in a
healthy lifestyle. After eight meetings after the subject underwent 4 dialysis cycles (1 month after
the intervention), post-test data retrieval was conducted after eight meetings. All of that data is
recorded in a pre-prepared data table.

There are two instruments in this study: motivation test instruments totaling 15 points, and
quality of life test instruments 26 question points. Before the instrument is used to obtain data,
a test is first conducted. This test is intended to look at the validity of the instrument and the
reliability of the instrument.

Researchers conduct pre-research observations in advance to determine the environment
and condition of the subject to be studied, including to know the number of subjects to be
studied. Researchers conducted motivational tests on all subjects that met the inclusion criteria
in this study. After the test, the motivational results were obtained; researchers divided the
subjects based on a predetermined range of motivation values (high and low). The researchers
placed both high and low categories on both of each group in the experimental group and control
group. In the experimental group (consisting of high and low motivation), researchers provided
interventions in healthy lifestyle modules, while in the control group (consisting of high and low
motivation) did not get interventions. Then, the results are entered into the data table to analyze
the data further and prepare the research report.

Researchers used a data collection tool that is a healthy lifestyle module, motivation, and
quality of life test questionnaire (WHOQOL-Breff). This WHOQOL-BREF instrument has
been developed collaboratively in various parts of the world. The instrument consists of 26
question items where two questions about the quality of life in general and 24 other questions
cover four domains. The four domains are:

a.  Physical health, in item number 3, 4, 10, 15, 16, 17 and 18

b. Psychological in item number 5, 6, 7, 11, 19 and 26

c. Social relations in item number 20, 21, and 22

d. Environment in item number 8, 9, 12, 13, 14, 23, 24 and 25.
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This healthy lifestyle module instrument researchers designed themselves and modified
researchers based on various sources (references) that researchers get. The scoring is 3 for good,
2 for medium, and 1 for bad, and a checklist (\/) in the column.

After the pretest data is obtained (the result of motivation and quality of life measurement),
the next step is to determine the experimental and control groups. Furthermore, providing
interventions is in the form of giving healthy lifestyle modules to the experimental group.
Researchers conducted observations in both groups, and observations aimed to continuously
monitor the subject’s condition in general both in terms of adequacy of the number and general
condition of the subject. After eight meetings after the subject underwent 4 dialysis cycles (1
month after the intervention), post-test data retrieval was conducted after eight meetings. All of
that data is recorded in a pre-prepared data table.

The data obtained is analyzed using multiple linear regression analysis. Data analysis is done
by looking at the number of checklist marks (\/) in each column. The number of checklists
multiplied by the frequency in each column. The ratings are defined based on the gradation in
which the value of score category multiplies the number of statement items in each section that

is the determination of each category.

RESULT

The respondent consisted of 23 men (71.9%) and nine women (28.1%), and the majority
was 50-55 years old as many as 17 people (53.1%) while the lowest respondent age category 20-
25 years as much as one person (3.1%). In full, the respondent’s age can be seen in Table 2

below:

Table 1 Characteristics of Sample

Age f %%
20-25 1 31
26-31 - -

3237 3 9.4
3843 8 25
44-49 3 9.4
50-55 17 53,1
Total 32 100

The healthy lifestyle module used in this study was designed in the form of a book. This
research instrument contains several sections containing forms of healthy lifestyle arrangement.
The instrument consists of (1) diet with a balanced menu; 2) drinking patterns; 3) regular and
measurable exercise; 4) no smoking; 5) do not drink alcoholic beverages; 6) rest well; 7) get
enough sleep; 8) stress control; 9) IDWG; 10) quality of life; 11) social relations; 12) leisure time;
and 13) final evaluation.

Levene’s test (homogeneity test) with F-test, meaning that if the variant is the same, then
the t-test uses the equal output variances assumed, and if different variants use output, equal
variances are not assumed.
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The study results consisted of descriptive statistics such as frequency, mean and standard
deviations, assumptions test results, and hypotheses test results, which were then analyzed
critically presented in a sequential or integrated manner. The explanation of the results section
contains the results of data analysis. If the research is qualitative, the research findings can be
conveyed in patterns, themes, tendencies, and motives that emerge from the data.

The above output shows an interaction between healthy lifestyle modules and motivation
where the value (F = 0.285; p < 0.05). This result is reinforced by the image below where it
shows the existence of a pattern of line intersections. In the high-motivation group, the quality
of life improved higher than in the low-motivation group.

100

Estimated Marginal Means

T T T T T T T T
29 32 33 34 35 36 37 39

Figure 1 Improved quality of life-based on time and motivation level
60
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40
30
20

10

1 2 3 - 5 6 7 8 9 10 11 12 13 14 15 16

=== Motivation EG === Motivation CG

Figure 2 Comparison of results based on high and low motivation levels in the experimental group and
control group on improving quality of life
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Figure 3 Comparison of results based on the quality of life pretest in the experimental and control group
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Figure 4 Comparison of results based on Post-test Quality of Life Improvement in Experiment group
and Control Group

The image above shows that the experimental group has improved a healthy lifestyle outside
the hemodialysis schedule from pretest to post-test, while the control group has a healthy lifestyle
beyond a more hemodialysis schedule than the experimental group. The high-motivation
experimental group improved quality of life better than the low-motivation group.
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Figure 5 Observation of Healthy Lifestyle Module On Improving Quality of Life
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Figure 6 Quality of Life

From the output obtained, the significance value (Asym. Sig 2-tailed) is < 0,001. Testing
criteria, Ho is accepted if the > 0.05, Hy is rejected if < 0.05 then the significance value of 0.000
is less than 0.05 Ho is rejected, so it is concluded because of the significance (0.000 < 0.05) then
Hp is rejected, meaning there is a difference between before and after being given a healthy
lifestyle module towards improving quality of life.

DISCUSSION

The effect of the provision of healthy lifestyle modules on improving quality of life in
chronic renal failure patients undergoing hemodialysis therapy is in line with research that has
been conducted based on each domain of quality of life. Rahman, Rudiansyah, & Triawanti
(2013) stated that the quality of life of the respondent’s physical health domain is in the moderate
category (47.8%) and low category (43.2%) while the good category is only (9.0%). Changes in
physical health result in the limited activity of each chronic renal failure patient. The feeling of
helplessness causes this limitation. These changes are also closely related to pain and anxiety,
dependence on medical care, energy and fatigue, mobility, sleep and rest, daily life activities, and
work capacity.

Zurmeli, Bayhakki, & Utami (2015) stated that of the 54 respondents studied, 54% of them
had poor quality of life, including physical health, physiological state, level of independence,
social relations (social support), personal beliefs, and socioeconomic status. Social relationships
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are reciprocal relationships between individuals, mutually influencing and based on awareness to
help each other. Every individual must have a social relationship because a person was created
as a social being that will not be separated from social interaction or social contact with
individuals or groups. Healthy interpersonal relationships occur if the individuals involved feel
close to each other while personal identity is retained. Poor social relationships will have
implications for lifestyle forms that will ultimately impact the quality of life. The proper
intervention of the social domain is better, especially in irreversible disease conditions should
get very serious attention, and if this is not handled appropriately and quickly, then the
implications are more and more. This finding is in line with the research conducted by Lestari &
Nurmala (2015) obtained that patients who have high motivation have a seven times chance to
comply in undergoing hemodialysis compared to patients who have low motivation. Maslakha
&Santy (2014) explained that of the 59 respondents studied, (50.8%) respondents in the category
of non-compliance. Compliance in question is the patient’s behavior in implementing the
provisions made by health professionals in terms of treatment of hemodialysis therapy.

Comparing the research done with the results of this study, we can conclude that changes
in lifestyle behavior can be controlled by forming a behavior arrangement and the provision of
healthy lifestyle modules in this study. Significantly the results of behavioral changes were seen
in the post-test results performed after the intervention was administered.

CONCLUSION

This study shows the interaction between healthy lifestyle modules and motivation in
improving quality of life in chronic renal failure patients undergoing hemodialysis therapy in
hemodialysis units. Recommendations of further research are by looking at the role of family
support to the effectiveness of modules, motivation, culture, and customs to improve patients’
quality of life.
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