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Background. Depression, as the most common psychological problem in hemodialysis patients, can be alleviated by spiri-
tual care and belief in God’s mercy and power.

Objectives. The aim of this study was “evaluation of the effect of spiritual care based on the Sound Heart Model on depression in
hemodialysis patients”.

Material and methods. This clinical trial study was conducted in 2018 on hemodialysis patients at the Kamkar hospital in Qom. Sam-
pling was done in an accessible form and according to inclusion criteria. Due to the patients’ self-care ability, spiritual care was provided
in the supportive-educational system by 12 individual educational sessions, 45—35 minutes long, for patients and families, based on the
Sound Heart Algorithm after donating educational booklet. The Goldberg Depression Questionnaire was completed by both control
and intervention groups before and after the intervention.

Results. There was no significant difference in mean scores of depression between the intervention and control groups before inter-
vention (p = 0.604). After the intervention, the difference was significant (p = 0.000). There was no statistically significant difference in
mean scores of depression in the control group before and after the intervention (p = 0.259), while this difference was significant in
the intervention group (p < 0.001).

Conclusions. The Sound Heart Model, with a holistic, community-based approach by creating courage in the face of disease crises,
hope, optimism, positive thinking, development of the family’s and patient’s relationship with God, self, people and nature, was able
to reduce depression in hemodialysis patients, and thus the use of its strategy is recommended.
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Background

Irreversible destruction of more than 80% of kidney neph-
rons threatens one’s life during chronic renal failure (CRF) [1],
with a prevalence of 242 cases per million people worldwide
and an annual growth rate of 8% [2]. The prevalence of CRF
in Iran is 357 cases per million people [3], which is expected
to reach 95,000 cases by the year 2021 [4]. CRF requires renal
replacement therapy (renal transplantation, hemodialysis and
peritoneal dialysis) to increase the life expectancy of patients
[5]. However, it is a major health problem worldwide [6]. In ad-
dition to numerous physiological problems, it causes mental
distress [7] that endangers patients’ mental health [8]. Hemodi-
alysis patients have to endure the distresses of treatment. They
are at risk for impaired mental-social-spiritual health over the
extended period of the illness [9]. Most patients can not deal
well with stress and experience anxiety, depression, disruption
of social relationships and isolation [10].

Depression is one of the most common and most important
psychiatric disorders. It should be considered as a risk factor for

patients’ mortality due to its affect on the course of disease and
treatment process [11]. Depression causes: decrease in energy
and interest, change in activity level, impaired cognitive and
speech abilities, concentration disorders, impaired biological
rhythms (fatigue and insomnia), decreased libido, diarrhea,
constipation, anorexia, guilt, thoughts of death and suicide [12].
Failure in diagnosis and treatment of depression leads to con-
sequences such as: changes in nutrition status, immune system
dysfunction, failure to adhere to treatment regimen, increased
severity of illness and eventually discontinuation of treatment
or even suicide [13]. It also increases treatment costs and care
almost two-fold [14].

Studies have reported a 20-30% prevalence of depression in
renal patients [15—18]. This rate has been reported in studies out-
side Iran by: Bossola et al. 20-70% [19], Cukor et al. 30—30% [20],
Aghanwa and Morakinyo 35% [21], Takaki et al. 61% [22], Diefen-
thaeler et al. 55-33%, all of them are associated with increased
suffering of patients and decreased acceptance of the disease
[23]. The incidence of depression in hemodialysis patients in Iran
was reported by: Ahmadzadeh and Mehdi 50% [24], Mahmoudi
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et al. 93% [25], Malahadi et al. 60.5% [26], Salehi 50% [27], which
is higher than the rate of depression in dialysis patients in other
countries due to prolonged hospitalization and high mortality rate
[28-30]. Unfortunately, in spite of its high prevalence, in most pa-
tients, depression is not diagnosed and remains untreated, thus
leading to increased mortality, hospitalization and rejection of
treatment [31], intolerance of activity, impaired self-esteem, self-
care impairment [32], dependene on job duties, disappointment
and decline in patients' social activities [33].

Depression is one of the major causes of "patients' unwill-
ingness to participate in the treatment process", which results
in increased medical problems, health risks and premature
death [34]. Hemodialysis patients require many medications
and often cannot afford to pay for new medicines. The finan-
cial problems of hemodialysis patients in Iran have made them
reluctant to use other drugs. Iranian researchers have found
that depression in hemodialysis patients cannot be treated with
medication interventions alone [35-38]. Non-pharmacological
interventions as complementary medicine can be used, such as
mental imagery [39], Hat yoga exercises [4], prayer [40], Dosha
[41], progressive muscle relaxation [42], electrical skin stimula-
tion [43] and laughter therapy [44].

A group of researchers have used indigenous models,
such as: Multidimensional Mental Health Care Model [45],
Family-centered Empowerment Model [46], Continuing Care
Model [47], Perceived Disease Intervention [48, 49], Cognitive-
-Behavioral Group Therapy [50]. While the spiritual dimension
of health has been neglected by most scholars, they have ne-
glected the impact of spirituality and spiritual health on other
aspects of health [51]. Only Aghajani et al. have used spiritual
counseling based on the Richard Berger’s strategy [52].

In recent decades, international scholars have focused on
the importance of spiritual health and the role of spiritual be-
liefs in alleviating patients’ suffering. Considering the necessity
of "community-oriented" and holistic care, Asadzandi "designed
and validated the Sound Heart Model (SHM), a spiritual care
based on religious spirituality [53]. She described the spiritu-
al health education algorithm in the Islamic religious spiritual
health training model for patients [54]. This model, based on
the Islamic perspective, introduces belief in the soul and the un-
seen world as the first condition of faith (sura Bagarah/verse 2)
[55] and faith and good deeds (sura haqgah/verse 16) as a fac-
tor in attaining spiritual health (sound heart) [56]. It introduces
the illness and problems of life as a divine test that can be toler-
ated by faith in God’s mercy [57] and introduces spirituality as
an important factor in coping with life stressors and to sooth
anxiety and depression [58]. Given that people with spiritual
health (sound heart) are immune from future fears and anxiet-
ies and regrets about losing blessings, they live in the present
time, with patience and "thankfulness" [59].

Objectives
The aim of this study was evaluation of the effect of spiritual

care based on the Sound Heart Model, as an independent variable,
on depression in hemodialysis patients, as a dependent variable.

Material and methods

Study design

This randomized, educational clinical trial with a control
group was conducted in the hemodialysis center of Qom Kam-
kar hospital in 2018.

Participants

Sampling was done in an accessible form and according to
the inclusion criteria: adult patients over 18 years of age, able to

read and write Persian, able to communicate, without chronic
mental illness and use of psychotropic drugs, with at least one
year of dialysis experience, at least twice a week dialysis, with-
out a history of attending spiritual meetings or spiritual health
training courses. Exclusion criteria included: severe physical or
mental crisis, life-threatening illness in addition to CRF, unwill-
ingness to continue research, transfer to another hemodialysis
center, candidate for kidney transplant surgery.

Setting

After explaining the method of study and obtaining in-
formed written consent, the samples were randomly divided
into intervention and control groups. The minimum sample size
was estimated to be at least 45 in each subgroup to compare
depression in the intervention and control groups. This was
achieved by using G Power software with a significance level
of 0.05, test power of at least 0.80 and effect size of 0.6 [60].
With a 20% chance of falling, 9 patients were added to each
group. The sample size in each subgroup was 54 patients. In the
control group, 7 patients were excluded because of incomplete
information and transfer to another hemodialysis center. At the
end of the study in the control group, the sample size was 47
patients. However, the sample size of the intervention group re-
mained the same at 54 individuals, and no one withdrew.
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Due to the patients’ self-care ability, spiritual care was pro-
vided in the supportive-educational system, in spiritual counsel-
ing sessions, for intervention group, on a separate floor from
the control group. 12 individual educational sessions, 35-55
minutes long, were conducted for the patients and families
based on the Sound Heart Model [54] after donating education
booklet [61]. The Goldberg Depression Questionnaire was com-
pleted by both the control and intervention groups before and
at the end of the intervention, which lasted for 5 months.

Measurement tools

The Goldberg Depression Questionnaire (GDS) is very use-
ful for the rapid assessment and screening of depression. This
questionnaire has 18 items. The answers in the Likert range are
as follows: very high (5), high (4), moderate (3), low (2), very
low (1) and never (0). Depressive disorder or its probability in
individuals, is evaluated according to the score obtained from
the questionnaire as follows: healthy person (0-9), probability
of depression (10-17), borderline depression (18-21), mild de-
pression to moderate (22—35), moderate to severe depression
(36-53), very severe depression (more than 54). Rahimi et al.
reported the good reliability of this tool, with a Cronbach’s al-
pha coefficient of 0.88, and the concurrent validity of this ques-
tionnaire using the Goldberg Anxiety Scale was confirmed [62].

Statistical methods

The independent t-Test was used to compare the degree of
depression between the intervention and control groups. The
paired t-Test was used to compare the level of depression be-
fore and after the intervention in each group (intervention and
control). The significance level for all tests was 0.05. Calcula-
tions were performed using SPSS software version 24.

Ethical consideration

This research was approved by the Spiritual Health Research
Center of the Qom University of Medical Sciences under ethi-
cal code: IR.MUQ.REC.1397.83 and Clinical Trial System Code:
IRCT20181103041532N1.



| Z. Nasrollahi et al. ¢ Spiritual care on depression in hemodialysis patients

Results

Table 1. Comparison of the mean (standard error) of depres-
sion scores before and after the intervention in the control and
intervention groups

Time Intervention group Control group Indepen-
(n=54) (n=47) dent
Mean (standard Mean (standard t-Test
error) error)

Before | 51.46 (2.360) 49.64 (2.568) p=0.604

After 24.25(1.212) 47.10 (1.212) p =0.000

Paired | p<0.001 p=0.259

t-Test

Table 1 shows that there was no significant difference in
mean scores of depression between the intervention and con-
trol groups before intervention (p = 0.604), but after interven-
tion, the difference was significant (p = 0.000). There was no sta-
tistically significant difference in mean scores of depression in
the control group before and after the intervention (p = 0.259),
while this difference was significant in the intervention group
(p <0.001).
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Figure 1. Comparison of depression scores before and after inter-
vention in case and control groups

Discussion

Since chronic patients suffer from the loss of their health
and fear of the future and death anxiety, the first step in spiri-
tual care/counseling is paying attention to the patient’s spiritual
distress [63]. By changing the patient’s perception of the disease
through the spiritual skills of faith therapy (trusting and delegat-
ing things to God, paying attention to the infinite power and
grace of God) [56], the perceived threat can be transformed into
the courage to face the disease crisis. The spiritual counselor,
“with the help of changing the patient’s attitude toward the dis-
ease”, introduces the disease as a challenge “which can be man-
aged with the help of God” [64]. This part of the findings of the
SHM is consistent with the self-regulation theory of Leventhal
et al. [65] and the educational intervention for understanding
iliness [66]. They believe that each patient has a unique under-
standing of the disease that affects his or her health outcomes.
Educational intervention affects health behaviors, functional
outcomes and mental adjustment, and it also prevents negative
consequences: doubt about the necessity of medication use,
worry about the disease [67, 68].

Spiritual counseling sessions are conducted with “Logical
Thinking Skills Training”, focusing on the positive aspects of the
disease on the basis of dualism and the development of opti-
mism and hope and positive thinking in patients in light of their
spirituality and beliefs, including: paying attention to the good
consequences of any disaster [69]. This part of spiritual counsel-
ing is consistent with Freire’s cognitive-behavioral group thera-

py intervention, which believes that our emotions are triggered
by our thoughts and teaches one how to analyze thoughts, how
to use problematic thinking, how to change wrong thinking pat-
terns, along with self-punishment and self-reward training, logi-
cal analysis and fantasy training [70, 71].

Achieving spiritual health (sound heart) requires developing
relationships with self, people and nature in the light of a relation-
ship with God. Self-awareness and spiritual care guideline train-
ing and a patient’s relationship with family members, relatives
and friends is strengthened to gain emotional and social support,
and the patient is encouraged to use the beauties of nature [72],
which is consistent with the findings of Szeto et al., which have
shown that social support is an independent factor affecting the
survival of patients undergoing hemodialysis [73], and participat-
ing in a peer support group improves the mental health of these
patients [74]. Social support, which includes: Emotional support
(loving the patient, accepting the patient), Information support
(giving information to people in times of physical and mental
stress), Instrumental support (money, goods, services) [75], had
a significant relationship with depression in hemodialysis pa-
tients. In Iran, the most favorable social support was emotional
support (64%), and the most undesirable social support was in-
strumental support (72%) [76].

From an Islamic perspective, health is a divine gift, and pa-
tients need to try hard to improve their health. They should take
care of themselves with sufficient motivation and commitment.
Thus, in the counseling sessions of this study, the motivation
for self-care was strengthened by telling stories and getting help
from someone or something that gave meaning to the patient's
life. Problem-solving skills and lifestyle modification techniques
were also taught to strengthen patients' sense of commitment
[77], which are in line with the latest psychological treatments
(Acceptance and Commitment Based Therapy) [78, 79].

Acceptance and Commitment Therapy (ACT) is a cognitive-
-behavioral therapy that uses acceptance and mindfulness strate-
gies [80]. The ACT approach is based on this point of view that
humans seek to release or change their unwanted feelings and
thoughts, but this action, exacerbates their discomfort in a para-
doxical way [81]. ACT recommend six strategies for psychologi-
cal flexibility of patients included: 1 — Cognitive defusion (meth-
ods to reduce the tendency to reify thoughts, emotions and
memories), 2 — Acceptance of emotions and thoughts (allowing
unwanted private experiences to come and go without strug-
gling with them), 3 — Contact with the present moment (aware-
ness of the here and now, communicating with the present time
rather than looking at the past or future), 4 — The observing self
(accessing a transcendent sense of self), 5 — Values (discovering
what is most important and being explicit in expressing values),
6 — Committed action (setting goals according to values and car-
rying them out responsibly) [82].

The Sound Heart Model emphasizes: home care, family par-
ticipation in the treatment and care plan, family-centered and
patient-centered care, providing spiritual care by the treatment
team (physician, nurse, clergyman, psychologist, social worker,
physiotherapist, nutritionist) [83]. The Model recommends spiri-
tual skills according to the patient’s own interests and self-care
abilities and implements spiritual care based on a problem-solving
approach [84]. It is also in line with Flahie’s "Multidimensional
Mental Health Care Model" [45].

Unlike the Family-centered Empowerment Model, the
Sound Heart Model does not seek to create a perceived threat
in the patient [46]; it seeks to alleviate the patient’s perceived
threat and create a sense of courage to deal with the crisis
through spirituality and the patient’s faith.

Limitations of the study
It should be noted that this research had limitations, such

as lack of control confounder variables and lack of follow-up in
the long term.
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Conclusions to reduce depression in hemodialysis patients, so the use of its
strategy is recommended for chronically ill patients.

The Sound Heart Model, with a holistic, community-based Acknowledgments. The research team expresses its sincere
approach by creating: courage in the face of disease crises, hope,  appreciation to the Spiritual Health Research Center of the Qom
optimism, positive thinking, development of the family’s and pa- University of Medical Sciences and the respected staff of the dial-
tient’s relationship with God, self, people and nature, was able  ysis unit of Kamkar Hospital, as well as the participating patients.

Source of funding: The study was carried out with the financial assistance of the Spiritual Health Research Center of the Qom University of
Medical Sciences.
Conflicts of interest: The authors declare no conflicts of interest.

References

1. Kasper DL, Braunwald E, Fausi AC, et al. Harrison’s principles of internal medicine. 18th ed. New York: McGraw-Hill Companies; 2018.

2. Odden MC, Whooley MA, Shlipak MG. Depression, stress and quality of life in persons with chronic kidney disease: the Heart and Soul
Study. Nephron Clin Pract 2006; 103(1): 1-7.

3. Tayyebi A, Shasti S, Ebadi A, et al. The relationship between blood pressure and dialysis adequacy in dialysis patients. [/CCN 2012; 5(1):
49-52.

4. Tayyebi A, Babahaji M, Sadeghi Shermeh M, et al. Effect of Hatha yoga exercise on dialysis adequacy. IJCCN 2012; 4(4): 183-190.

5. Castro T, Fink MCD, Figueiredo M, et al. Polyomavirus BK and JC in individuals with chronic kidney failure, kidney transplantation, and
healthy controls. J Clin Virol 2017; 89: 5-9.

6. Murtagh FE, Addington-Hall JM, Edmonds PM, et al. Symptoms in advanced renal disease: a cross-sectional survey of symptom preva-
lence in stage 5 chronic kidney disease managed without dialysis. J Palliat Med 2007; 10(6): 1266—1276.

7. GargAX, Suri RS, Eggers P, et al. Patients receiving frequent hemodialysis have better health-related quality of life compared to patients
receiving conventional hemodialysis. Kidney Int 2017; 91(3): 746—754.

8. Rivara MB, Yeung CK, Robinson-Cohen C, et al. Effect of cenzyme Q10 on biomarkers of oxidative stress and cardiac function in hemo-
dialysis patients: the CoQ10 biomarker trial. AJKD 2017; 69(3): 389-399.

9. Tagay S, Kribben A, Hohenstein A, et al. Posttraumatic stress disorder in hemodialysis patients. AJKD 2007; 50(4): 594-601.

10. Baraz SH, Mohammadi E, Broumand B. The effect of self-care educational program on decreasing the problems and improving the
quality of life of dialysis patients. Hayat 2006; 11(1, 2): 51-62.

11. Weisbord SD, Fried LF, Arnold RM, et al. Prevalence, severity, and importance of physical and emotional symptoms in chronic hemodi-
alysis patients. J Am Soc Nephrol 2005; 16(8): 2487-2494.

12. Kaplan H, Sadouk BJ. Synopsis of psychiatry. Tehran: Arjmand Pub; 2019: 449-450.

13. Mahmoudi S, Salehnegad G, Nazaryan S, et al. A comparison study of depression between hemodialysis patients and renal transplant
recipients. Nurs Res 2010; 5(18): 73-80.

14. Tavallaii SA, Ebrahimnia M, Shamspour N, et al. Effect of depression on health care utilization in patients with end- stage renal disease
treated with hemodialysis. Eur J Intern Med 2009; 20(4): 411-414.

15. Watnick S, Wang PL, Demadura T, et al. Validation of two depression screening tools in dialysis patients. AJKD 2005; 46(5): 919-924.

16. Cukor D, Coplan J, Brown C, et al. Anxiety disorders in adults treated by hemodialysis: a single-center study. AJKD 2008; 52(1): 128-136.

17. Hedayati SS, Bosworth HB, Kuchibhatla M, et al. The predictive value of self-report scales compared with physician diagnosis of depres-
sion in hemodialysis patients. Kidney Int 2006; 69(9): 1662—-1668.

18. Jabber BL, Lee Y, Collins AJ, et al. Effect of daily hemodialysis on depressive symptoms and post dialysis recovery time: interim re-
port from the FREEDOM (following rehabilitation, economics and everyday-dialysis outcome measurements) study. AJKD 2010; 56(3):
53-59.

19. Bossola M, Ciciarelli C, Conte GL, et al. Correlates of symptoms of depression and anxiety in chronic hemodialysis patients. Gen Hosp
Psychiat 2010; 32(2): 125-131.

20. Cukor D, CoplanJ, Brown C, et al. Anxiety disorders in adults treated by hemodialysis: a single-center study. AJKD 2008; 52(1): 128-136.

21. Aghanwa H, Morakinyo O. Psychiatric complications of hemodialysis at a kidney center in Nigeria. J Psychosom Res 1997; 42(5): 445—
—451.

22. TakakiJ, Nishi T, Shimoyama H, et al. Possible interactive effects of demographic factors and stress coping mechanisms on depression
and anxiety in maintenance hemodialysis patients. J Psychosom Res 2005; 58(3): 217-223.

23. Diefenthaeler EC, Wagner MB, Poli-de-Figueiredo CE, et al. Is depression a risk factor for mortality in chronic hemodialysis Patients?
Rev Bras Psiquiatr 2008; 30(2): 99-103.

24. Ahmadzadeh GH, Mehdi M. The prevalence of depression, anxiety and psychosis among hemodialysis patients in Nour and Asghar
hospitals in Isfahan. JUMS 2012; 29(162): 1280-1288.

25. Mahmoudi S, Salehnegad G, Nazaryan S, et al. A comparison study of depression between hemodialysis patients and renal transplant
recipients. Nurs Res 2010; 5(18): 73-80.

26. Mollahadi M, Tayyebi A, Ebadi A, et al. [Comparison between anxiety, depression and stress in hemodialysis and kidney transplantation
patients]. IJCCN 2009; 2(4): 153—-156 (in Persian).

27. Salehi M. Prevalence of depression in hemodialysis patients of Shahid Hashemi Nejad hospital. Iranian J Psychiatr Clin Psychol 2003;
3(8): 20-25.

28. Hedayati SS, Minhajuddin AT, Afshar M, et al. Association between major depressive episodes in patients with chronic kidney disease
and initiation of dialysis, hospitalization, or death. JAMA 2010; 303(19): 1946-1953.

29. Chilcot J, Davenport A, Wellsted D, et al. An association between depressive symptoms and survival in incident dialysis patients.
Nephrol Dial Transpl 2011; 26(5): 1628-1634.

30. McKercher CM, Venn AJ, Blizzard L, et al. Psychosocial factors in adults with chronic kidney disease: characteristics of pilot participants
in the Tasmanian Chronic Kidney Disease study. BMC Nephrol 2013; 14: 83.

31. Lopes AA, Albert JM, Young EW, et al. Screening for depression in hemodialysis patients: associations with diagnosis, treatment, and
outcomes in the DOPPS. Kidney Int 2004; 66(5): 2047-2053.

32. Dunderdale K, Thompson DR, Miles JN, et al. Quality-of-life measurement in chronic heart failure: do we take account of the patient
perspective? Eur J Heart Fail 2005; 7(4): 572-582.

5
=
o
(o]
-
o
o
~
2
=
S
Q
o
Q
S
©
o
>
1S
©
£
o
o
o
)
£
=
S
9]
=
=
£
(©
.




Z. Nasrollahi et al. ¢ Spiritual care on depression in hemodialysis patients m

33.

34,

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.
55.

56.

57.

58.

59.
60.

61.
62.

63.

64.

65.

66.

67.

68.

69.

70.
71.

Gilbar O, Or-Han K, Plivazky N. Mental adjustment, coping strategies, and psychological distress among end-stage renal disease pa-
tients. J Psychosom Res 2005; 58(6): 471-476.

Afshar R, Ghaedi G, Sanavi S, et al. Depression and related factors in patients undergoing conventional maintenance hemodialysis.
Daneshvar Med 2010; 17(88): 59-66.

Rahimipour M, Shahgholian N, Yazdani M. Effect of hope therapy on depression, anxiety, and stress among the patients undergoing
hemodialysis. Iran J Nurs Midwifery Res 2015; 20(6): 694-699.

Huertas-Vieco MP, Perez-Garcia R, Albalate M, et al. Psychosocial factors and adherence to drug treatment in patients on chronic hae-
modialysis. J Nephrol 2014; 34(6): 737-742.

Hossein Rezaei H, Abbaszadeh A. [Assessment of application nursing method for pain relive in medical-surgical depended ward on Ker-
man University of medical sciences]. Int J Med Lab 2002; 10(3): 16-21 (in Persian).

Tayebi A, Kasra Dehkordi A, Ebadi A, et al. The effect of aromatherapy with lavender essential oil on depression, anxiety and stress in
hemodialysis patients: a clinical trial. EBCJ 2015; 5(2): 65-74.

Ali Far E, Nokani M. [Effectiveness of guided visualization and mental imagery in decreasing the symptoms of depression and increasing
hopefulness among hemodialysis patients]. Andishe va Raftar 2013; 7(27): 81-90 (in Persian).

Bathaei S, Asayesh H, Razavian F, et al. Relationship between resorting to pray and depression in Muslim hemodialysis patients. Com-
plementary Med 2015; 5(2): 1167-1178.

Shirazi M, Koohkan AH, Khosravani E. Effectiveness of psychological rehabilitation, using Dohsa-Hou, on hemodialysis patients’ depres-
sion, anxiety, and stress in Zahdan city. JBUMS 2016; 23(2): 130-140.

Basiri Moghadam M, Madadkar Dehkordi S, Mohammadpour A, et al. Effect of progressive muscle relaxation technique on fatigue in
patients undergoing hemodialysis. PCNM 2013; 3(2): 24-32.

Hadadian F, Ghorbani A, Falah H, et al. Cutaneous electrical stimulation of acupuncture points on fatigue in IN hemodialysis patients.
JKUMS 2011; 15(3): 165-172.

Sharifi L, Fallahi Khoshknab M, Rahgoi A, et al. Impact of laughter therapy on fatigue and depression in patients undergoing hemodi-
alysis in Sowmehsara and Fouman in 2017. J Commun Health 2019; 13(2): 65-73.

Fallahi Khoshknab M. Design and evaluation of multidimensional psychiatric rehabilitation nursing model in the care of schizophrenic
patients. JML 2002; 10(3): 39-46.

Salar A, Kerman Saravi F, Navidian A, et al. The effect of a family-centered empowerment model on quality of life in dialysis patients.
Payesh 2018; 17(2): 179-190.

Hojat M, Karimyar Jahromi M, Karami Z. Effect of continuous care model on sleep quality and dialysis adequacy of hemodialysis pa-
tients: a clinical trial study. Medsurg Nurs 2015; 4(1): 31-38.

Tabiban S, Soleimani MA, Bakhshande H, et al. Effect of an illness perception-based intervention on hemodialysis patients’ hope:
a clinical trial study. Hayat 2017; 23(3): 266—276.

Seyyedrasoly A, Parvan K, Rahmani A, et al. Effect of illness perception promoting intervention on quality of life of hemodialysis pa-
tients: a clinical trial. PCNM 2014; 3(2): 1-12.

Ahmadvand A, Saeer R, Sepehrmanesh Z, et al. The effect of cognitive-behavioral group therapy on anxiety and depression in hemodi-
alysis patients in Kashan. Qom Univ 2014; 1(6): 35-39.

Asadzandi M. Effect of spiritual health (Sound Heart) on the other dimensions of health at different levels of prevention. Clin J Nurs
Care Pract 2018; 2(1): 18-24.

Aghajani M, Afazel M, Morasai F. The effect of spirituality counseling on anxiety and depression hemodialysis patients. EBCJ 2013; 3(9):
20-28.

Asadzandi M. Sound Heart: Spiritual nursing care model from religious viewpoint. JORH 2017; 56(6): 2063—2075, doi: 10.1007/s10943-
015-0038-1.

Asadzandi M. An Islamic religious spiritual health training model for patients. JORH 2018; 59: 173-187, doi: 10.1007/s10943-018-0709-9.
Asadzandi M. Heart in Quran and medicine. Close connection of soul with physiological heart. Am J Card Cardiovas Disc 2019; 2(2):
01-04.

Abolghasemi H, Asadzandi M. Reinforcing faith, the main care and method of maintaining and improving the spiritual health of pa-
tients and clients. IJHP 2018; 1(1): 39-49.

Saeidi Taheri Z, Asadzandi M, Ebadi A. The effect of spiritual care based on Gable Salim model on the sleep quality of the patients with
coronary artery disease. IJCCN 2014; 7(2): 94-103.

Asadi M, Asadzandi M, Ebadi A. Effects of spiritual care based on Gable Salim nursing model in reducing anxiety of patients undergoing
CABG surgery. [/JCCN 2014; 6(4): 142-151.

Asadzandi M. Characteristics of sound heart owners as Islamic spiritual health indicators. JOMHR 2019; 4(1): 1-4.

Faul F, Erdfelder E, Buchner L. G*Power 3: a flexible statistical power analysis program for the social, behavioral, and biomedical sci-
ences. Behav Res Methods 2007; 39(2): 175-191.

Asadzandi M. Guide book of spiritual care for patients. Tehran: Publications of the Iranian Academy of Medical Sciences; 2018.
Rahimian Boogar E, Asgharnezhad Farid AA, Abas R. The relationship between attachment style and mental health in earthquake-
stricken adults in Bam. Psychol Res 2008; 21(5): 27-40.

Akbarpour Mazandarani H, Asadzandi M, Saffari M, et al. Effect of spiritual care based on Sound-Heart Consulting Model (SHCM) on
spiritual health of hemodialysis patients. [/CCN 2017; 10(4): 1-6.

Mazandarani H, Asadzandi M, Saffari M, et al. The effect of spiritual care based on Sound Heart Model on quality of life in hemodialysis
patients. J Psychiatry Behav Health Forecast 2018; 1(1): 1006.

Leventhal H, Phillips L, Burns E. The common-sense model of self-regulation (CSM): a dynamic framework for understanding illness
self-management. J Behav Med 2016; 39: 935-946, doi: 10.1007/s10865-016- 9782-2.

Knowles S, Swan L, Salzberg M, et al. Exploring the relationships between health status, iliness perceptions, coping strategies and psy-
chological morbidity in a chronic kidney disease cohort. Am J Med Sci 2014; 348(4): 271-276.

Hagger MS, Orbell S. A meta-analytic review of the common-sense model of illness representations. Psychol Health 2003; 18(2):
141-184.

Horne R, Weinman J. Self-regulation and self-management in asthma: exploring the role of illness perceptions and treatment beliefs in
explaining non-adherence to preventer medication. Psychol Health 2002; 17(1): 17-32.

Edraki M, Noeezad Z, Bahrami R, et al. Effect of spiritual care based on “Ghalbe Salim” model on anxiety among mothers with prema-
ture newborns admitted to neonatal intensive care units. [JN 2019; 10(1): 50-57, doi: 10.22038/ijn.2018.31210.1428.

Ferri M. Cognitive therapy in groups: guild lines and resources for practice. New York: John Wiley & Sons; 2007.

Ahmadvand A, Saeir R, Sepehrmanesh Z, et al. The effect of cognitive-behavioral group therapy on anxiety and depression in hemodi-
alysis patients in Kashan. Qom Univ Med Sci J 2012; 6(1): 35-39.

s
3
o
o~
o
o
[=]
~N
2
k]
>
[
o
()
S
(T
(9]
z
©
E
S
[-%
3
(V]
£
=
e
(7]
s
=
£
(T
(¥




m Z. Nasrollahi et al. ¢ Spiritual care on depression in hemodialysis patients

5
=
o
(o]
-
o
o
~
2
=
S
Q
o
Q
S
©
o
>
1S
©
£
o
o
o
)
£
=
S
9]
=
=
£
(©
.

72.

73.

74.

75.

76.
77.

Babamohamadi H, Kadkhodaei-Elyaderani H, Ebrahimian A. et al. The effect of spiritual care based on the Sound Heart Model on the
spiritual health of patients with acute myocardial infarction. J Relig Health 2020, doi: 10.1007/s10943-020-01003-w.

Szeto CC, Chow KM, Kwan BC, et al. The impact of social support on the survival of Chinese peritoneal dialysis patients. Perit Dial Int
2008; 28(3): 252-258.

Malek Khahi A, Jadid Milani M, Amiri P. The effect of peer support group on mental health of patients undergoing hemodialysis. UN
2016; 28(96): 40-49.

Schaffer MA. Social support. In: Peterson SJ, Bredow TS. Middle range theories. Philadelphia: Lippincott; 2006: 179-202.

Salehi K, Mahmodifar Y. Relationship between social support and depression, anxiety in hemodialysis patients. UNR 2014; 9(1): 33-39.
Akhtari A, Ranjkesh F, Asadzandi A, et al. The impact of spiritual counseling on domestic violence in pregnant women: a clinical trial.
J Urmia Nurs Midwifery Fac 2019; 17(5): 410-420.

78. Dehghani Y. The effectiveness of acceptance and commitment group therapy on depression and quality of life in women with dialysis
patients. J Clin Psychol 2016; 8(31): 1-9.

79. Hayes SC, Strosahl KD. A practical guide to acceptance and commitment therapy. New York: Springer; 2010.

80. Hayes SC, Luoma JB, Bond FW, et al. Acceptance and commitment therapy: model, processes and outcomes. Behav Res Ther 2006;
44(1): 1-25.

81. Ossman WA, Wilson KG, Storaasli RD, et al. A preliminary investigation of the use of acceptance and commitment therapy in group
treatment for social phobia. Int J Psychol Ther 2006; 6: 397-416.

82. Hayes S. Acceptance and commitment therapy, relational frame theory, and the third wave of behavioral and cognitive therapies.
Behav Ther 2016; 47(6): 869-885.

83. Asadzandi M. Designing Interprofessional Spiritual Health Care Education Program for Students of Health Sciences. JNPHC 2018; 1(1):
1-7.

84. Asadzandi M, Eskandari AR, Khadem Olhosseini SM, et al. Designing and validation religious evidence-based guidelines of Sound Heart
pastoral care model for hospitalized patients. J Med Sci 2017; 1(1): 1-6.

Tables: 1

Figures: 1

References: 84

Received: 10.04.2020
Reviewed: 21.04.2020
Accepted: 28.05.2020

Address for correspondence:

Minoo Asadzandi, MD, PhD

South Sheikh Baha’i, Nosrati Alley
Bagiyatallah University of Medical Sciences
Tehran, Vanak Square

P.O. Box: 19575-174.

Tehran

Iran

Tel.: 091 23769064
E-mail: zandi498 @yahoo.com



