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Abstract

Studies assessing the quality of life of chronidnidy disease patients prior to initiating dialygierapy are
much fewer than studies of patients on dialysiswel@er many of the factors affecting quality of Idering
dialysis already exist in the early stage of chrdailney disease and suitable management of theser§ could
have a positive influence on the course of theefnThis is a cross-sectional study assessing theiaestip
between sociodemographic and medical factors kighguality of life of chronic kidney disease patgeihe
study comprises of 113 consecutive adult chroninéy disease patients attending the renal clini¢hef
university of llorin teaching hospital, llorin, Négia. Health related quality of life was assessgdgithe 26 item
World Health Organization quality of life instruntefWWHOQOL-BREF). Age greater than 60 years (p=0)p01
receiving adequate social support (p=0.038) weadistically significantly associated with higherose on
Environment domain of WHOQOL-BREF, while being dized (p=0.005) was significantly related to a lower
score (i.e. poorer QOL) on this domain. Among theia@al characteristics, being at an advanced stdgeKD
and being on current treatment with RRT were giedilty significantly associated with lower scormas overall
QOL (p=0.017; p=0.045 respectively). These twoictihcharacteristics were also associated with fesgeres
(i.e. poorer QOL) on the physical health (p=0.00%0.001 respectively), psychological health dor{pi0.04;
p=0.01 respectively) and environment domain (p=8.(8-0.018 respectively) of the WHOQOL-BREF. Both
the presence of complication and using higher nurobenedications were statistically significantlgsaciated
with lower scores on health satisfaction (p=0.028).01 respectively) and the physical health dor(ja#®.006;
p<0.001 respectively) of WHOQOL-BREF. Sociodemogiamnd clinical factors influence the quality dél

of chronic kidney disease patients. However, effortade at early detection and treatment with piravief
social assistance may help reduce their negatfeetefon the quality of life of these patients.
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1. Introduction

Chronic kidney disease (CKD) is a progressive,thf@atening iliness which is increasingly beingognized as
a global public health problem (Bosan, 2006; Mciakelet al. 2003). This damage to the kidney isvarsible
and progression to end stage renal disease igaibéj thus most CKD patients will eventually neetbrm of
renal replacement therapy (RRT) (Bosan, 2006; Akalbiand Ayodele 2005; McClellan et al. 2003; Karale
2001).

Major advancements in medicine such as the usdrdfiR CKD patients, has been able to improve outoi
this chronic illness but therapy has the drawbd&ctocusing more on symptom reduction while neglegtihe
patient as a person (Basu, 2004). As a resultewhény of the patients with chronic kidney disease live
longer than they would have lived in the preserfc#he illness, paradoxically a significant proportiof these
same patients might feel that these added years n@r really worth living (Makanjuola et al. 200Basu,
2004).Thus, quality of life (QOL) issues have become ditganore important in health care practice in ore
emphasize a holistic (biopsychosocial) approactcdee and in keeping with World Health Organization
definition of health as being not only the abseatelisease and infirmity but also the presence tofsizal,
mental and social wellbeing (Tester and Simons®6)1.9

Over the decades, studies have assessed heatddrglaality of life (HRQOL) in different CKD poputians
(Knight et al. 2003). These studies have reveahatl humerous sociodemographic, clinical and psyatiak
factors are associated with reduced quality of 6feCKD patients (Musci, 2008). The HRQOL areas of
difficulty most frequently cited for CKD include jma sleep disturbance, reduced global perceptiogeoieral
health and a variety of other symptoms commonledah end stage renal disease (ESRD) patients, a&sich
muscle weakness, restless legs, and post-diastigue (Finkelstein et al. 2009).
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Currently, there is a dearth of studies assessidg @ CKD patients in Nigeria. This has prompted fgresent
study which aims at determining the effects of edeimographic and clinical characteristics of chrdadney
disease patients on their quality of life.

2. Methodology
Sudy Setting

The cross-sectional study was carried out at theddsity of llorin Teaching Hospital (UITH), llorilbetween
April-June 2011. llorin, the capital of Kwara sta located in the North central zone of Nigettais a
predominantly Yoruba city situated 261km inlandnfrthe coastal city of Lagos, Nigeria (Tiptop GloB611).
UITH is a tertiary health facility that serves theople of Kwara state and also the neighbouringstaf Oyo,
Osun, Kogi, Niger and Ondo. The study was carrigidad the renal clinic of the Hospital. This isliic run by
3 Consultant Nephrologists and Resident DoctorsyeVaesday of the week. Both old and new caseseea
on each clinic day.

2.1 Subjects

All consenting consecutive adult patients with diagjs of CKD attending renal clinic in the hospitahstituted
the study population. The presence of CKD in théepts must have been diagnosed by the consuliants
charge of the renal clinic and must meet the dédimé for CKD i.e. kidney damage for greater tharequal to
3months and /or glomerular filtrational rate (GHBR$s than 60mls/min/1.73nfor greater than or equal to
3months with or without kidney damage (Alebiosu &ybdele 2005; KDOQI, 2002; Karl et al. 2001). Rats
who were too ill to participate were excluded frtra study.

2.2 Procedure

Approval to carry out the study was obtained frdva Ethics and Research Committee of Universitylarirl
Teaching Hospital. Permission to study the patiers also obtained from the consultants in chafgkeorenal
clinic. The study sample size of 113 was obtainsihgithe Fisher's formula. The informed conseneath
respondent was sought and only those who gave cbng&se recruited into the study. All consecutiVigible
participants at the renal clinic were included luthté estimated sample size of 113 participants achgeved. A
proforma questionnaire was administered by thearebeassistant to all eligible participants who eydleir
informed consent. This questionnaire was used taimlsocio-demographic data e.g. age, sex, matidls,
religion, occupation etc. The occupations of théemés were classified according to the reviseérimitional
Standard Classification of Occupation (ISCO-88)JJL1990). Afterwards, patients’ case-notes weraméxed

to extract relevant data such as the predisposg&ase conditions causing the CKD, latest creaditenel (this
was used to estimate the glomerular filtration#& (&GFR) of the patients using the Cockcroft-Géatmula),
number of medications used by the patients, prevand current treatment with RRT and the compbcesti
arising from CKD. The WHOQOL-BREF (WHO, 1996) wased to assess the health related quality of life of
respondents. This is a 26 item self administeregbtipnnaire. However, the questions were readoolliiterate
patients by a trained research assistant andrésponses recorded. Each item of the WHOQOL-BREHika
options which the patient is expected to responnoa 5-point Likert-type scale. The WHOQOL-BREF
produces a quality of life profile with four domasctores. The four domains are 1. Physical Health 2.
Psychological Health 3. Social Relationship 4. Emwinent . There are two items that are examinedraggly:
Question 1 asks about an individual's overall pptiom of quality of life and question 2 asks abaut
individual's overall perception of their health. &physical health domain has 7 items; psycholodieslth
domain has 6 items; social relationship domainzh#aems while the environment domain contains BigeThe
four domain scores are scaled in a positive divac(i.e. higher scores denote higher quality af)lifThree
items: (items 3, 4 & 26) out of the 26 items aralad in negative direction. The scores obtainethese items
need to be recoded in order to transform them sitigely framed questions. The range of raw sctitascan be
obtained on each domain are as follows; DomairY-BY); Domain 2: (6-30); Domain 3: (3-15); Domain(8&-
40). The raw scores obtained on each domain warsformed into scores in the range between 0-1@8, w
higher scores indicating better QOL. The range aifres that can be obtained from the 2 items examined
separately (i.e item 1: overall quality of life aitdm 2: health satisfaction) is between 1-5, vhitpher scores
indicating better QOL.
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2.3 Satigtical Analysis

Data from the study was analysed using EPI-INFGiger6.04d. Frequency tables were generated andanea
were compared using t-test. The level of statibsgmificant was set at 5% confidence limit fotalled test.

3. Results

Sociodemographic Characteristics of Respondents with CKD

The age range of the participants was between #198&nyears (mean 48.1+17.4). Fifty-eight (51.3% o
respondents were males while fifty-five (48.7%) evdemales. Sixty three (55.8%) respondents fely the
received adequate social support from their frieamtds relatives while 50 (44.2%) felt the suppoeytiheceived
was not adequate (Table I).

TABLE 1: SOCIODEMOGRAPHIC VARIABLES OF THE RESPONDE NTS (N=113)

VARIABLES FREQUENCY
n (%)

Age Group

18-40 47(41.6)

41-60 37(32.7)

>60 29(25.7)

Sex

Male 58(51.3)

Female 55(48.7)

Religion

Christianity 49(43.4)

Islam 64(56.6)

Marital Status

Single 30(26.5)

Married 75(66.4)

Divorced 1(0.9)

Widowed 7(6.2)

Ethnicity

Yoruba 105(92.9)

Others 8(7.1)

Employment

Employed 81(71.7)

Unemployed 32(28.3)

Occupation’

Legislators/Senior managers/Professionals  17(20.9)

Technicians/Clerks

20(24.7)

Service workers/Shop and Market workers  37(45.7)

Skill Agricultural/Fishery workers 5(6.2)
Armed forces 2(2.5)
Educational Status

No education /Primary 46(40.7)
Secondary/Tertiary 67(59.3)
Adequate Support

Yes 63(55.8)
No 50(44.2)

& - response rate for this item was 81
3.1 Clinical Characteristics of Respondents with CKD

Respondents in this study had been receiving tierattior several medical conditions prior to beinggtosed
as cases of CKD. These medical conditions wereupred to be the causes of the CKD. Thirty-two (28.8%d
Hypertension prior to the diagnosis of CKD, 26 (8) had Chronic Glomerulonephritis (CGN), 15 (13)3%
had both Hypertension and Diabetes Mellitus (DM9, (.6.8%) had Nephrotic Syndrome, 3 (2.6%) had
Metabolic Syndrome, while 6 (5.3%) had DM aloneh@tdiseases indentified amongst the study paatit{p
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included Chronic Pyelonephritis (1.8%), Adult Polgtic Kidney Disease (ADPKD) (1.8%), Sickle Cell
Diseases (SCD) (0.9%), Systemic Lupus Erythromatq8LE) (0.9%), Obstructive Uropathy (2.7%), and
Obstructive Nephropathy (0.9%). However, the caxi$eKD was not known in 2 (1.8%) respondents.

Respondents were placed on a number of medicafiwriseatment of the medical conditions causing C#D
the complications arising from it. Eighty-four (3%6) were on “0-5” types of medication while 29 (2%) were

on “6-10" types of medication. The estimated GFRuga were used to stage the severity of CKD of the
respondents. Twelve (10.6%) respondents had CK@estatwenty-six (23.0%) had stage 2 CKD, 32 (28.3%
had CKD stage 3, fifteen (13.3%) had stage 4 CKbilen28 (24.8%) had stage 5 CKD (Table II).

TABLE 2: CLINICAL CHARACTERISTICS OF THE RESPONDENT S (N=113)

VARIABLES FREQUENCY
n (%)

Stages of CKD (GFR Values)

Stage 1%90) mis/min 12 (10.6)

Stage 2 (60-89) mils/min 23(0)

Stage 3 (30-59) mils/min 2B(3)

Stage 4 (15-29) mils/min 183(3)

Stage 5 (<15) mls/min @81.8)

Level of Severity of CKD

Early (stagesland 2) 8 B3.6)

Late /advanced (stages 3, 4 and 5) 75 (66.4)

Number of Medication Prescribed

0-5 84 (74.3)

6-10 68 (25.7)

Previous Treatment with RRT

Yes 9 (8.0)

No 104 (92.0)

Current Treatment with RRT

Yes 7 (6.2)

No 106 (93.8)

CKD-Chronic Kidney Disease; GFR- Glomerular Filtrational Rate; RRT-Renal Replacement Therapy

Fifty-five (48.7%) of the respondents were notechawve developed complications resulting from CKDilevh
58(51.3%) respondents did not have any complicatiom CKD. Amongst those with complications,
15(27.3%) respondents developed anaemia alone;72g)2developed both “anemia and hypertension”; 26
(47.3%) developed “hypertension” alone while 1(1)8%spondent each had “hypertension and dilated

cardiomyopathy”, “hypertension and erectile dystio@, “hypertension and seizure”, “peripheral nepathy”,
and “renal osteodystrophy” respectively.

3.2 Relationship between Sociodemographic Characteristics and Quality of Life of CKD Respondents

In Table Illa, and IllIb, none of the sociodemogriapariables was statistically significant with tdemains of
WHOQOL-BREF.
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TABLE 3a: COMPARING THE MEAN SCORES OF OVERALL QOL AND HEALTH
SATISFACTION BASED ON SOCIODEMOGRAPHIC VARIABLES OF RESPONDENTS
VARIABLES OVERALL Test P-value HEALTH Test P-value
QOL Statistic SATISFACTION Statistic
meanSD meanSD
Age
18-40 3.340+0.891 2.809+1.135
41-60 3.324+1.002 2.623+1.010
>60 3.379+0.622 =0.034 0.967 3.0351£0.906 f=1.282 .28P
Sex
Male 3.276+0.914 2.655+1.101
Female 3.418+0.810 t=0.875 0.384 2.964+0.962 83.5 0.116
Marital status
Single 3.300+0.988 2.800+1.297
Married 3.333+0.844 2.720+0.938
Divorced 3.000+0.000 3.000+0.000
Widowed 3.714+0.488 =0.505 0.680 3.714+0.488 #68B. 0.117
Religion
Christianity 3.286+0.890 2.878+1.053
Islam 3.391+0.847 t=0.638 0.525 2.750£1.039 t=8.64 0.522
Employment
Employed 3.333+0.908 2.765+1.003
Unemployed 3.375+0.751  t=0.230 0.819 2.906+1.146 0.645 0.520
Education
None /Primary 3.196+0.833 2.630+0.878
Secondary/Tertiary  3.448+0.875 t=1.534 0.128 2.92632 t=1.485 0.140
Ethnicity
Yoruba 3.362+0.867 2.848+1.045
Others 3.125+0.834  t=0.746 0.457 2.250+0.886 t=3.57 0.118
Adequate Support
Yes 3.400+0.908 2.841+1.081
No 3.280+0.809 t=0.713 0.478 2.760+1.001 t=0.410 688.

Key: SD= Standard Deviation
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TABLE 3b: COMPARING THE MEAN SCORES OF PHYSICAL HEA LTH AND PSYCHOLOGICAL
HEALTH DOMAINS BASED ON SOCIODEMOGRAPHIC VARIABLES OF RESPONDENTS

VARIABLES DOMAIN 1 Test P-value DOMAIN 2 Test P-value
mean+SD Statistics mean+SD Statistics

Age

18-40 50.55+19.19 55.17+14.37

41-60 48.43+17.38 58.16+13.58

>60 51.55+13.99  =0.287 0.751 61.41+7.82 f=2.183 118.

Sex

Male 49.29+16.35 56.84+13.34

Female 50.98+18.33  t=0.517 0.606 58.71+12.41 88.7 0.444

Marital Status

Single 51.77+19.69 54.67+15.66

Married 49.28+16.51 58.53+11.58

Divorced 25.00£0.00 44.00+0.00

Widowed 55.57+13.44  =1.088 0.369 64.57+£10.55 T36. 0.163

Religion

Christianity 47.35+16.87 55.49+13.78

Islam 52.23+17.43 t=1.498 0.137 59.48+11.95 t=1.64 0.102

Employment

Employed 49.47+17.27 58.36+13.22

Unemployed 51.75+17.50 t=0.630 0.530 56.22+12.00 0.785 0.429

Education

None /Primary 47.78+15.06 58.11+11.02

Secondary/Tertiary  51.72+18.60 t=1.191 0.236 5718188 t=0.243 0.808

Ethnicity

Yoruba 50.78+17.26 58.03+£12.98

Others 41.37+16.08 t=1.492 0.139 54.12+11.56 t=9.82 0.411

Adequate Support

Yes 52.22+17.42 59.38+12.64

No 47.46+16.92 t=1.462 0.147 55.70+£13.00 t=1.519 13D.

Key: SD= Standard Deviation

However, Table lllc, shows that age greater tharyé&frs (p= 0.001) and presence of adequate sappbst
from relatives and friends (p= 0.038) were stat#dly significantly associated with a higher scame the
environment domain, while been divorced (p=0.00%)s wgignificantly associated with a low score ors thi
domain (i.e. poorer QOL).
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TABLE 3c: COMPARING THE MEAN SCORES OF SOCIAL RELAT IONSHIP AND
ENVIRONMENT DOMAINS BASED ON SOCIODEMOGRAPHIC VARIA BLES OF RESPONDENTS

VARIABLES DOMAIN 3 Test P-value DOMAIN 4 Test P-value
mean+SD Statistic mean+SD Statistics

Age

18-40 61.79+14.64 49.21+12.15

41-60 57.81+15.51 51.51+11.43

>60 56.83+11.68  f=1.352 0.263 58.97+9.55 f=6.880 000Q.

Sex

Male 58.48+15.44 53.14+11.37

Female 59.98+13.08 t=0.555 0.580 51.76+£12.46 .6 0.541

Marital Status

Single 59.70+16.36 50.53+12.76

Married 60.00£13.19 52.91+11.05

Divorced 56.00+0.00 19.00+0.00

Widowed 49.14+15.68 f=1.271 0.294 60.86+7.15 fe4.4  0.005

Religion

Christianity 56.82+15.86 51.41+10.52

Islam 61.05+12.80 t=1.569 0.120 53.28+12.84 t=9.82 0.409

Employment

Employed 58.25+14.81 51.22+11.14

Unemployed 61.66+12.80 t=1.144 0.255 55.63+13.23 1.783 0.076

Education

None /Primary 57.46+13.15 53.52+9.970

Secondary/Tertiary  60.42+15.01  t=1.083 0.281 5113535 t=0.779 0.437

Ethnicity

Yoruba 58.67+14.33 52.76+£11.69

Others 66.37+12.47 t=1.478 0.142 48.62+14.46 t=©.94 0.345

Adequate Support

Yes 58.97+16.27 54.52+11.88

No 59.52+11.49 t=0.203 0.840 49.88+11.48 t=2.095 038.

Key : SD= Standard Deviation
3.3 Relationship between Clinical Factorsand Quality of Life of CKD Respondents
3.3.0 Overall Quality of Life

Among the clinical variables, late stage of CKD (2817) and being on current treatment with RRT @p345)
were significantly associated with lower score lo& dverall quality of life (i.e. poorer QOL) (TalMa).

3.3.1 Health Satisfaction

In Table IVa, the presence of complication (p= 6)0@nd being on higher number of medication (p=10)0
were the clinical variables that were significargsociated with lower scores (i.e. poorer QOL)him domain.
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TABLE 4a: COMPARING THE MEAN SCORES OF OVERALL QOL AND HEALTH
SATISFACTION BASED ON THE CLINICAL PARAMETERS OF RE SPONDENTS

VARIABLES OVERALL Test P-value HEALTH Test P-value
QOL Statistic SATISFACTION Statistic
meanxSD mean+SD

Severity of

CKD

Early 3.62+0.68 3.05%1.08

Late 3.21+0.91 t=2.426 0.017 2.68+1.01 t=1.787 70.0

Presence of

complication

Yes 3.20+0.97 2.58+1.07

No 3.48+0.73 t=1.756 0.082 3.02+0.98 t=2.259 0.026
Number of

medications

0-5 3.39+0.81 2.95+1.05

6-10 3.21+1.01 t=1.000 0.320 2.38+0.90 t=2.618 0.01
Previous

treatment

with RRT

Yes 3.00+0.87 2.44+0.88

No 3.37+0.86 t=1.253 0.213 2.84+1.05 t=1.083 0.281
Current

treatment

with RRT

Yes 2.71+0.75 2.28+0.75

No 3.39+0.86 t=2.023 0.045 2.84+1.05 t=1.367 0.174

Key: SD= Standard Deviation RRT= Renal Replaceent Therapy
CKD= Chronic Kidney Disease
3.3.2 Domain | (Physical Health)

In Table IVb, among the clinical characteristicsGKD patients that were considered, having a ltdges of
CKD (p= 0.007), using higher number of medicatipr 0.001), the presence of complication (p= 0.021&)
being on current treatment with RRT (p< 0.001) wsignificantly associated with lower scores (i.eoper
QOL) on the physical health domain of WHOQOL-BREF.

3.3.3 Domain Il (Psychological Domain)

Table IVb shows that late stage of CKD (p= 0.04d aarrent treatment with RRT (p= 0.01) were sttty
significantly associated with lower scores (i.eoqmy QOL) on this domain.
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TABLE 4b: COMPARING THE MEAN SCORES OF PHYSICAL HEA LTH AND PSYCHOLOGICAL
HEALTH DOMAINS BASED ON THE CLINICAL PARAMETERS OF RESPONDENTS

VARIABLES DOMAIN 1 Test P-value DOMAIN 2 Test P-value
meanS.D Statistic meanxS.D Statistic

Severity of

CKD

Early 56.30+14.56 61.30+13.40

Late 47.10+£17.79 t=2.728 0.007 56.03+12.33 t=2.073 0.040

Presence of

complication

Yes 45.58+17.37 55.51+13.45

No 54.41+16.20 t=2.796 0.006 59.88+12.03 t=1.822 .07D
Number of

medications

0-5 53.83+16.52 58.86+12.75

6-10 39.34+14.99 t=4.166 <0.001 54.55+12.90 t=1.563 0.121
Previous

treatment

with RRT

Yes 42.33+16.63 57.22+11.89

No 50.79+17.25 t=1.414 0.160 57.80+13.00 t=0.128 .898
Current

treatment

with RRT

Yes 27.7149.98 45.71+6.68

No 51.59+16.65 t=3.740 <0.001 58.55+12.80 t=2.621 0.010

Key: SD= Standard Deviation RRT= Renal Replaceent Therapy = CKD= Chronic Kidney Disease
3.3.4 Domain 11 (Social Relationships)

No clinical variable showed any significant relasbip with the Social Relationship domain of WHOQOL
BREF (Table IVc).

3.3.5 Domain IV (Environment)

In Table IVc, late stage of CKD (p= 0.035) and lgeim current treatment of RRT (p= 0.018) were stiatlly
significantly associated with lower scores (i.eo@y QOL) on the Environment domain of WHOQOL-BREF.
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TABLE 4c: COMPARING THE MEAN SCORES OF SOCIAL RELAT IONSHIP AND
ENVIRONMENT DOMAINS BASED ON CLINICAL PARAMETERS OF RESPONDENTS

VARIABLES DOMAIN 3 Test P-value DOMAIN 4 Test P-value
meanxS.D Statistic meantS.D Statistic

Severity of

CKD

Early 61.65+15.03 55.84+11.89

Late 58.03+13.87 t=1.267 0.208 50.83+11.60 t=2.137 0.035

Presence of

complication

Yes 57.93+15.44 50.31+10.67

No 60.43+15.44  t=0.930 0.354 54.52+12.68 t=1.904 .059
Number of

medications

0-5 60.38+13.68 53.34+12.54

6-10 55.83+15.70 t=1.487 0.140 49.9349.45 t=1.339 .183®
Previous

treatment with

RRT

Yes 64.55+13.22 54.44+8.96

No 58.75+14.35 t=1.171 0.244 52.30+12.12 t=0.518 .60B
Current

treatment with

RRT

Yes 53.57+12.78 42.28+11.35

No 59.58+14.37 t=1.078 0.283 53.14+11.65 t=2.391 .018

Key: SD= Standard Deviation RRT= Renal Replacenm Therapy
CKD= Chronic Kidney Disease
4. Discussion

The sociodemographic variables that have signifiassociation with quality of life were age group o
respondents, marital status and level of sociapsrup The age group of the respondents has a ignif
association with the environment domain (Domaij dff WHOQOL-BREF. It was found that chronic kidney
disease (CKD) patients, who were elderly, scoreghdri on this domain. The result is comparable &i th
obtained in a United State (US) study by KimmebkEetl995, who found that satisfaction with life seer(a
global, subjective measure of quality of life) @ated with advancing age. The reason that maydbecad for
this finding in the present study is that youngedividuals may be more worried and troubled by hgva
diagnosis of CKD which may negatively affect thetaility to fulfill major role obligations and alseduce their
life expectancy.

A divorced status was also found to be associaifd avlower quality of life on the environmentalrdain of
WHOQOL-BREF. This finding may not be unrelatedhe tack of social support in the face of a lifestitening
illness.

Respondents in this study who reported receivinggadte level of support from relatives or friendsred
higher on the quality of life instrument. This riésa similar to a study on the relationship betwegeerceived
social support and quality of life in Iranian heriadgsis patients where the researchers found éstitatly
significant relationship between perceived sodigport and health-functioning, socioeconomic, psjatical-
spiritual, and family subscales of QOL (Rambod &adii 2010). Similarly, Kimmel et al 1995 report#uht
satisfaction with life score correlated with lewsl social support. This finding may not be surprisias the
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presence of adequate social support for patierits afironic illnesess in general is known to redileeburden
resulting from the illness.

The severity of CKD in the patients was found toskmificantly associated with low scores on ovegaklity

of life, physical health (Domain I), psychologidsalth (Domain Il) and environment domain (Domadl of
WHOQOL-BREF. This is comparable to the results ivletd in a nephrology clinic in North America, where
baseline measures of HRQOL were reduced in CKDeptgtiin proportion to the severity grade of theliDC
(Mujais et al. 2009). Similarly, Rocco et al 198%ported that there was a significant negative etation
between overall Quality of Well-Being (a generaaltie-related quality of life index) and glomerufdtrational
rate (GFR). They concluded that patients with matieto advanced renal insufficiency had a redud@d.Q

Presence of complications resulting from CKD wasnfibto have a significant association with low ssoon

the Health Satisfaction and physical health don&dWHOQOL-BREF in the present study. This is conajde

to a study using Kidney disease Quality of Life @0L) instrument among CKD patients by Mujais e2@09
where history of cardiovascular co morbidities anémia were found to be associated with lower healtted
quality of life (HRQOL) scores. Similarly, in a USudy among CKD patients using the Medical Outcomes
Study Short Form-36 (SF-36): a standard QOL insémimit was reported that hemoglobin level was ciased
positively with higher mental and physical QOL soin all individual and component scales of SFe8éept
pain (Perlman et al. 2005).

Participants in this study who were on many drugsha same time scored low on Health satisfactiod a
Physical health domain of WHOQOL-BREF. Possiblesogafor this finding include the fact that respontde
who were likely to be on many drugs at the same tivare more likely to have more co-morbid problemd
may also be at an advanced stage of CKD. All tHas®rs may constitute great burden for the patiemd
invariably reduce their quality of life.

Respondents who were on current hemodialysis texgtrscored low on the Overall quality of life, Picgs
health, Psychological and Environment domains of WQDL-BREF. It was also observed in the study that
current treatment with RRT was significantly asatail with low scores in all the domains. Theseifigs are
comparable to a report by Kalender et al 2007, eiadirthe SF-36 subscales were lower in hemodwiitsD)
and Continuous Ambulatory Peritoneal Dialysis (CAPfatients compared to healthy control. Likewise
Perlman et al 2005 reported that CKD patients highlen SF-36 scores than a large cohort of HD pttien

5. Conclusion

This study has shown that being elderly and thegiree of adequate social support were significastbpciated
with higher scores on WHOQOL-BREF domains whilengeidivorced, late stage of CKD, presence of
complications, being on higher number of medicatamd being on a current treatment of RRT were
significantly associated with poor quality of liégnong CKD patients. Thus, it may be important tocade the
public about CKD, the causes and the importanceoafal assistance for affected patients. The shldg
underscores the need for screening, early diagaosisreatment of patients in order to prevent dmatons.
These measures may help improve the quality obifeKD patients.
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