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تقييم جودة الحياة لمرضى الغسيل الكلوي في العراق  
  

صفاء الدين الحاجم

  

: تتطلب أمراض الكلى المزمنة علاجاً بالاستعاضة الكلوية مدى الحياة، وما هو منالخلاصة
شأنه أن يؤثر تأثيراً بالغاً على جودة حياة المرضى.وتمثل الغرض من هذه الدراسة
المقطعية في تقييم جودة الحياة بالنسبة لمرضى الغسيل الكلوي، والعوامل التي تؤثر
عليها، في وحدة غسيل الكلى بمستشفى البصرة العام. وشملت الدراسة ما مجموعة 104 أشخاص
يعانون من مرض كلوي في مراحله الأخيرة ويتلقون غسيلاً كلوياً. وجمعت البيانات
باستخدام استبيان منظمة الصحة العالمية لجودة الحياة. وتم تجميع بيانات
اجتماعية-سكانية وسريرية. ومن المرضى البالغ عددهم 104 مرضى، جاء 57 % من الذكور، و73
% في الفئة العمرية الأكبر من 45 سنة، و87 % من وضع اجتماعي اقتصادي متوسط أو منخفض،
و70 % سبق لهم تلقي غسيلاً للكلى لأكثر من سنة، و74 % تلقوا قسطرة وريدية لعلاج
الناسور الشرياني الوريدي، و34 % كانوا مصابين بداء السكري، و48 % كانوا مصابين
بفيروس الالتهاب الكبدي. وتبين تأثر جميع مجالات جودة الحياة (الصحة البدنية والنفسية
والعلاقات الاجتماعية والبيئة)؛ كما تأثر المجال البدني تأثراً بالغاً. وارتبطت عوامل
تقدم العمر وانخفاض الوضع الاجتماعي والاقتصادي وطول فترة العلاج بغسيل الكلى
والقسطرة الوريدية المركزية والإصابة بالسكري والإصابة بالالتهاب الكبدي ارتباطاً
p) ذا دلالة بانخفاض جودة الحياة

  

ABSTRACT Chronic kidney disease requires life-long renal replacement therapy, which can
greatly impair the quality of life (QOL) of patients. This cross-sectional study aimed to assess
the QOL of patients on haemodialysis, and the factors affecting it, at the dialysis unit of Basra
General Hospital. A total of 104 patients with end-stage renal disease on haemodialysis were
included. Data were collected using the World Health Organization QOL questionnaire.
Sociodemographic and clinical data were also collected. Of the 104 patients, 57% were male,
73% were older than 45 years, 87% were of middle and low socioeconomic status, 70% had
been on dialysis for more than 1 year, 74% had arteriovenous fistula vascular access, 34% had
diabetes and 48% were positive for hepatitis virus. All domains of QOL (physical health,
psychological, social relationships and environment) were affected; the physical domain was the
most severely affected. Older age, lower socioeconomic status, longer duration of dialysis,
central line vascular access, having diabetes and positive hepatitis serology were significantly
associated with lower QOL (P   
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Évaluation de la qualité de vie des
patients sous hémodialyse en Iraq
  

RÉSUMÉ L’existence d’une maladie rénale chronique nécessite la mise en place d’une thérapie
de remplacement rénal à vie, ce qui peut grandement impacter la qualité de vie des patients. La
présente étude transversale avait pour objectif d’évaluer la qualité de vie des patients sous
hémodialyse, ainsi que les facteurs de détérioration de la qualité de vie, à l’unité de dialyse de
l’hôpital général de Bassora. Au total, 104 patients atteints de maladie rénale en phase
terminale et sous hémodialyse ont été inclus à l’étude. Les données ont été collectées à l’aide
du questionnaire d’évaluation de la qualité de vie de l’Organisation mondiale de la Santé. Des
données socio-démographiques et cliniques ont également été recueillies. Sur les 104 patients,
57 % étaient des hommes, 73 % étaient âgés de plus de 45 ans, 87 % étaient issus de milieux
socio-économiques moyen et faible, 70 % étaient sous dialyse depuis plus d’un an, 74 %
disposaient d’un abord vasculaire de type fistule artério-veineuse, 34 % souffraient de diabète
et 48 % avaient contracté le virus de l'hépatite. Tous les domaines de la qualité de vie  (santé
physique, psychologique, relations sociales et environnement) étaient affectés, le domaine
physique étant celui le plus impacté. Un âge plus avancé, un statut socio-économique inférieur,
une durée prolongée de la dialyse, un abord vasculaire par cathéter central, le fait d’être
diabétique et d’avoir une sérologie positive au virus de l'hépatite étaient associés de façon
significative à une diminution de la qualité de vie (p   
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  Introduction
  

Chronic kidney disease affects 5-10% of the world’s population; it is associated with poor quality
of life (QOL) and imposes a high economic burden (1–3). This is particularly true in the
developing world where resources are limited (4). The global prevalence of end-stage renal
disease, which is associated with considerable morbidity and mortality, has increased in the
past 2 decades. The treatment option at this stage is renal replacement therapy, which includes
dialysis and kidney transplant (1,2). According to various studies, the cost of dialysis is between
US$ 3 000 and 4 000 per month, and it is a lifelong treatment. It is very difficult for the average
patient to afford dialysis and it is important to ensure good QOL while on such expensive
treatment (3).
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The World Health Organization (WHO) has defined QOL as “an individual’s perception of their
position in life in the context of the culture and value systems in which they live and in relation to
their goals, expectations, standards and concerns” (4). Many studies have evaluated QOL with
generic as well as disease-specific instruments (5). The assessment of QOL is an essential
element of health care evaluation and helps suggest suitable measures to be taken to increase
the QOL of patients with end-stage renal disease.

  

Haemodialysis is not a cure for chronic kidney disease but helps to prolong and improve a
patient’s life (6). However, patients on haemodialysis often experience complications such as
cardiovascular disease which decrease their QOL. Furthermore, co-morbidities, such as
anaemia, diabetes mellitus, hypertension, dyslipidaemia and thyroid disorders, greatly impair
the QOL of patients on haemodialysis, negatively affecting their physical, social, financial and
psychological well-being (7). Studies show that because of lack of awareness, patients often do
not come for timely dialysis until severe co-morbidities develop (8). Several studies have shown
that regular pre-dialysis attendance helps to provide the patient with proper education and
thereby achieve better QOL (9). These findings were supported by the study of Lii et al. who
concluded that patients who received psychosocial interventions showed better QOL (10).

  

Improvement in the QOL has become the major treatment goal in end-stage renal disease
patients (8). Therefore, the aim of this study was to evaluate the QOL of patients on
haemodialysis in the dialysis unit of Basra General Hospital, Iraq.

  Methods
  Study design and setting
  

This was a cross-sectional study carried out at the dialysis unit of Basra General Hospital. This
unit serves about 200 patients, providing an average of 3 dialysis sessions per week for each
patient, free of charge.

  Study sample
  

The sample was drawn from patients registered at the unit. The inclusion criteria were patients
aged over 18 years who were diagnosed with end-stage renal disease and had completed at
least 3 months on haemodialysis. Patients who declined to answer the questionnaire, those who
had voluntarily withdrawn from dialysis, those with severe illness or psychosis, and pregnant
and lactating women were excluded.

  Data collection
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Data were collected from April to October 2013 using a data collection form. It included
information on: sociodemographic characteristics, principal diagnosis, co-morbid conditions
(diabetes, hypertension and diabetes and other co-morbidities, such as polycystic kidney
disease and systemic lupus erythematosus), type of vascular access [arteriovenous fistula
(AV-fistula) or central line], duration of haemodialysis, and hepatitis serology status (hepatitis B
and/or C positive, hepatitis B and C negative).

  

Data were collected by interview during the dialysis session. It took about 30 minutes for each
patient. The interview questionnaire was tested on a small sample to assess any errors and bias
that could occur in explaining questions and to avoid suggestions by the interviewer.

  

Patients were divided into 3 subgroups according to the duration of dialysis: group I were on
dialysis for 3 years. Socioeconomic status of participating patients was categorized as upper,
middle, and lower socioeconomic status based on income, educational level and type of
employment (11).

  

To assess the quality of life we adapted the WHOQOL-BREF assessment questionnaire (short
form of WHO-100), which has been used worldwide (4). This questionnaire has 26 items, which
assess 4 main domains: physical health, psychological health, social relationships and
environment of the patient. After recording all necessary items, a raw score is calculated for
each facet and each domain. Both facet and domain are scored through simple summation of
each item in that scale. Each question contributes equally to the facet score and each facet
contributes equally to the domain score. Since each facet has 4 items with response value of 1
to 5, the raw score for any facet has a minimum value of 4 and a maximum value of 20. The
next step involves transforming each raw scale score to a 0-100 scale using the formula below:

  

where the actual raw score is the value reached by summation, the lowest possible raw score is
the lowest possible value that could be reached by summation (this value would be 4 for all
facets), and the possible raw score range is the difference between the maximum possible raw
score and the lowest possible raw score, i.e. 20–4 = 16 for all facets. This transformation
converts the lowest and highest possible scores to zero and 100, respectively.

  Statistical analysis
  

Data obtained from the WHOQOL-BREF questionnaire were analysed using SPSS, version
20.0. Descriptive analysis was done using mean and standard deviation (SD), and number and
percentage of each value. The chi-squared test was used to compare the effect of different
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variables on QOL scores A P-value less than 0.05 was considered statistically significant.

  Ethical considerations
  

The study was approved by the ethics committee in Basra Medical College. Written informed
consent was obtained from all the participants.

  Results
  

A total of 104 patients met the inclusion criteria and were included in the study. Of these, 59
(57%) were male. The mean age of the patients was 49.7 (SD 13.1) years. With regard to
duration of dialysis, 31 (30%) patients were on dialysis for 3 years. Most patients, 77 (74%), had
AV-fistula access and 27 (26%) had central line access. Out of the 104 patients, 35 (34%) had
diabetes, 23 (22%) had hypertension and diabetes, while the remaining 46 (44%) had other
co-morbidities such as polycystic kidney disease and systemic lupus erythematosus. With
regard to socioeconomic status of the participating patients, 13 (13%) were categorized as
upper socioeconomic status, 44 (42%) as middle and 47 (45%) as lower socioeconomic status.
Regarding the hepatitis serology status, 50 (48%) patients were positive for hepatitis virus and
54 (52%) were negative.

  

The overall QOL of patients on haemodialysis was greatly impaired: the mean (SD) score was
39.1 (16.1). The QOL of 58 (56%) patients was greatly affected (score   

Table 1  shows effect of the studied variables on the QOL of the patients. There was no
significant effect of the patient’s gender on the QOL (P = 0.969). However, older age (P =
0.004), longer duration of dialysis (P = 0.001), having central line vascular access (P = 0.002),
having diabetes and hypertension, or diabetes co-morbidity (P = 0.001), lower socioeconomic
status (P = 0.003), and positive hepatitis serology (P = 0.0001) all negatively affected QOL (
Table 1
).

  

The transformed scores of the 4 main domains of QOL were: physical (34%), psychological
(40%), environmental (48%) and social (53%).

  Discussion
  

This study found that the quality of life of patients on haemodialysis was significantly impaired. A
similar effect on QOL was observed in other studies (12,13).
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Common complications of dialysis, such as strict dietary restrictions, reduce social and
recreational activities. Medical complications, economic pressure, marital disputes, sexual
dysfunction, emotional stress and anxiety result in further pressure on patients and their
caregivers that impair their QOL. Moreover, daily activities are also affected by renal failure,
including sleeping, eating, working and planning a daily schedule, and these can become a
challenge for patients and their families. Many permanent changes in family roles and
expectations are needed for patients with end-stage renal disease, which can also increase the
stress level and decrease QOL (14). In addition, caregivers also face many difficulties, such as
changes in sleep patterns, health and social activities (15). In addition, patients have to spend
at least 3 days a week on dialysis, often accompanied by their caregivers, which imposes
limitations on social life and creates a feeling of dependency on the dialysis centre. So, both
patients and caregivers have to make many modifications to their life styles (16).

  

The present study showed that the physical domain of QOL was the most affected, followed by
psychological, environmental and social domains. Similar results have been reported in other
studies (17,18).

  

According to various studies, male patients with end-stage renal disease outnumber female
patients. This may be because of the smoking and alcohol habits of men, which might
aggravate renal failure (8,19). However, in the present study, there was no significant effect of
gender on QOL, which is similar to a study from Egypt (20).

  

Older patient age was negatively associated with QOL in our study, mainly in the physical
domain. This finding is in line with several studies that showed similar results (21–24). The
negative effect of the disease process on the physical activity of patients, such as a decrease in
haematocrit, and musculoskeletal and neurological problems may contribute to this finding.
Because of a physiological decline from ageing, the elderly experience a gradual and
progressive reduction in their functional capacity. This may limit their daily activities and result in
worse QOL for dimensions associated with physical health (25).

  

The duration of dialysis adversely affects QOL in dialysis patients and was significantly
associated with lower QOL in the patients in the present study. QOL was better in patients with
a haemodialysis duration of less than 1 year compared with patients with a dialysis duration 1-3
years, and both groups had a better QOL than those on dialysis for more than 3 years. Initially,
when patients start dialysis, they may think that their kidneys will recover and dialysis will be
stopped, but with the passage of time when they maintain their life on dialysis, their worries
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increase and impair their QOL. A similar observation has been made in another study in which
QOL remained constant during the first year of dialysis (26).

  

AV-fistula is considered the best form of vascular access for those who have end-stage renal
disease and receive haemodialysis. The clinical practice guidelines for vascular access of the
National Kidney Foundation’s Kidney Disease Outcomes Quality Initiative recommend early
placement and use of an AV-fistula in at least 50% of incident patients on haemodialysis (27).
Referral of pre-dialysis patients to nephrologists is usually late and a temporary access catheter
is used as the primary access for dialysis. A study in Pakistan reported late referral in 100% of
dialysis patients and temporary access catheter was used for dialysis in these patients (28).
Failure of AV-fistula in dialysis patients also contributes to the use of central lines. When
catheters are used as the primary access for dialysis, they affect not only QOL but also
morbidity because they are a continuous source of infection in the body. Furthermore, the
inconvenient site of central lines may make daily activities like bathing and sleeping more
difficult, and they may be socially embarrassing and cosmetically unaccepted (21). In this study,
central line access for haemodialysis adversely affected the QOL of the patients.

  

The main cause of end-stage renal disease in this study was diabetes mellitus, which is similar
to other national and international studies (28,29). In the present study, the QOL of diabetic
patients on dialysis was poor compared with patients without diabetes. Diabetes affects multiple
organs in the body; it affects the eyes causing vision problems, and leads to cardiac problems,
kidney failure, cerebrovascular events and peripheral vascular disease, which may result in
amputation and impaired QOL. All these problems limit daily activities and work capacity, lead to
dependence on anti-diabetes drugs and disturbed sleep because of pain which affects physical
health. A similar pattern of poor QOL has been reported in other studies (30,31). Furthermore,
in the present study, QOL was markedly affected in patients with concomitant diabetes and
hypertension compared with patients with diabetes alone because of the additional
complications imposed by hypertension.

  

Socioeconomic status was also significantly associated with QOL in the present study; those of
lower socioeconomic status had a lower QOL. The findings of other studies, which found that
employed patients had a better QOL than unemployed patients, support this finding (12,22).
Demographic factors such as unemployment, low education and low socioeconomic status can
impair QOL (32). This is because financial independence may improve QOL in working patient
to some extent. Also, daily activity and work capacity may help to improve QOL (12). Holding
down a job certainly has a positive influence on the perception that an individual has a role in
society and it contributes to improved self-esteem, which is an important aspect of QOL (24).
Higher education also raises the QOL according to a study from Italy (33), and can raise
awareness of chronic diseases and help patients acquire better coping skills (24).
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The QOL in haemodialysis patients with positive hepatitis serology was significantly impaired
which may be due to multiple factors such as social isolation, sexual deprivation and the
development of clinical features and complications of hepatitis itself (24).

  

The main limitation of our study was the relatively small patient sample. We studied the
correlation of QOL with dialysis-related factors and there is a need for further study of
health-related domains of QOL in a much larger sample of patients with end-stage renal
disease. The QOL questionnaire was completed when patients came for dialysis, where they
may feel more secure and friendly to dialysis staff, which may affects their how they are feeling
and hence their responses when interviewed.

  Conclusion
  

The results of the present study provide evidence that the QOL of the haemodialysis patients is
significantly impaired. Gender had no significant effect on QOL. Increasing age, longer duration
of dialysis, diabetes and hypertension, central venous catheter as a vascular access for dialysis,
lower socioeconomic status, and positive hepatitis serology were all statistically significant
factors that adversely affected QOL. Some of these factors are modifiable, so we should aim for
better diabetes and hypertension control, encourage the use of AV-fistula rather than central
catheter, and improve infection control for hepatitis viruses.
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