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ESRD Patient Quality of Life: Symptoms, Spiritual Beliefs,
Psychosocial Factors, and Ethnicity

Paul L. Kimmel, MD, Seth L. Emont, PhD, John M. Newmann, PhD, Helen Danko, RN, CNN,
and Alvin H. Moss, MD

Background: Recent research suggests that patients’ perceptions may be more important than objective clinical
ssessments in determining quality of life (QOL) for patients with end-stage renal disease (ESRD). Methods: We

nterviewed 165 hemodialysis patients from 3 sites using a QOL questionnaire that included the Satisfaction With
ife Scale (SWLS) and the McGill QOL (MQOL) scale, which includes a single-item global measure of QOL
Single-Item QOL Scale [SIS]). The MQOL scale asks patients to report their most troublesome symptoms. We also
nitiated the use of a Support Network Scale and a Spiritual Beliefs Scale. Results: Mean patient age was 60.9 years,
2% were men, 63% were white, and 33% were African American. Patients had a mean treatment time for ESRD of 44
onths, mean hemoglobin level of 11.8 g/dL (118 g/L), mean albumin level of 3.7 g/dL (37 g/L), and mean Kt/V of 1.6.
orty-five percent of patients reported symptoms. Pain was the most common symptom (21% of patients). There
as an inverse relationship between reported number of symptoms and SWLS ( P < 0.01), MQOL scale score ( P <
.001), and SIS (P < 0.001). The Spiritual Beliefs Scale correlated with the MQOL scale score, SWLS (both P < 0.01),
nd SIS (P < 0.05). The Support Network Scale score correlated with the MQOL Existential ( P � 0.01) and MQOL
upport ( P < 0.01) subscales. No clinical parameter correlated with any measure of QOL, spiritual beliefs, or social
upport. Conclusion: Symptoms, especially pain, along with psychosocial and spiritual factors, are important
eterminants of QOL of patients with ESRD. Additional studies, particularly a longitudinal trial, are needed to
etermine the reproducibility and utility of these QOL measures in assessing patient long-term outcome and their
ssociation with other QOL indices in larger and more diverse patient populations. Am J Kidney Dis 42:713-721.
2003 by the National Kidney Foundation, Inc.
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HE MOST WIDELY used quality of life
(QOL) instruments in dialysis units, t

edical Outcomes Study 36-Item Short-Fo
ealth Survey (SF-36)1 and the Kidney Diseas
OL questionnaire,2 do not directly assess p

ient self-report of troublesome symptoms
atient perception of overall QOL.3 The SF-36
lso does not measure general life satisfac
ocial support, and spiritual beliefs, doma
ound to be important to other groups of patie
ith chronic medical illnesses.3-6 Recent re
earch suggests that patient perception ma
ore important than objective assessment
etermining the QOL of patients with end-sta
enal disease (ESRD).3-7 For example, in consid
ring factors important for QOL at the end

ife, physicians tend to focus on physical asp
f care, whereas patients with ESRD and o
atients place more importance on psychoso
nd spiritual factors.8

In the Choices for Healthy Outcomes in C
ng for ESRD formal literature review of QO
esearch in ESRD, only 19% of instrume
ncluded a patient self-report of QOL, only 13
ueried symptoms, and only 8% inquired ab
ain.9 Recently, interest has focused on us

OL instruments that assess patient perceptions

merican Journal of Kidney Diseases, Vol 42, No 4 (October), 200
f QOL by using that term graded by a sin
ikert-like scale.3,6,10,11In previous work using
ubset of this sample,6 we assessed single-ite
OL scores and spirituality parameters, but d
ere gathered in an almost exclusively Afric
merican population.6 The purpose of this stud

s to determine relationships between sympt
nd other factors that patients report are m

mportant to them in determining their QO
ncluding measures of religious experience
ocial support, in a diverse patient population

From the Department of Medicine, Division of Renal
iseases and Hypertension, George Washington University,
ashington, DC; White Mountain Research Associates LLC,
lainsboro, NJ; Health Policy Research and Analysis Inc,
eston, VA; The Dialysis Center, Winthrop University Hospi-

al, Mineola, NY; and Section of Nephrology, West Virginia
niversity, Morgantown, WV.
Received March 5, 2003; accepted in revised form June 6,

003.
Supported in part by the Promoting Excellence in End-of-

ife Care program from the Robert Wood Johnson Founda-
ion.

Address reprint requests to Alvin H. Moss, MD, Section of
ephrology, West Virginia University School of Medicine,
organtown, WV 26506-9022. E-mail: amoss@hsc.wvu.edu
© 2003 by the National Kidney Foundation, Inc.
0272-6386/03/4204-0015$30.00/0
isparity; quality of life (QOL); symptoms; pain.
o

ins
nts
-
y be
s in
ge
-
of

ects
ther
cial

ar-
L
nts
%
out
ing

i
i
s

D
W
P
R
t
U

2

L
t

N
M

doi:10.1053/S0272-6386(03)00907-7

3: pp 713-721 713



METHODS

Patient Population and Demographics of the
Study Hemodialysis Units

Sites for data collection were BMA-Westover, Morgan-
town, West Virginia (WV); the Gambro–George Washington
University Medical Center (GWUMC) N Street Dialysis
Unit, Washington DC; and the Dialysis Center, Winthrop
University Hospital, Mineola, NY (WUH). Patient popula-
tions at WV and WUH were composed primarily of white
patients, and at GWUMC, of African-American patients.
Planned recruitment was a minimum of 50 patients from
each site.

Recruitment Techniques
All patients enrolled in long-term ESRD hemodialysis

programs at the 3 units were eligible. Patients were excluded
from the study if they lacked decision-making capacity,
could not speak English, or were too sick to participate.
Patient recruitment began May 2001 and concluded Decem-
ber 2001. Each patient was invited to participate in the study
by a nephrologist, nurse, or trained research assistant. All
participating patients gave their informed consent. The study
was approved by the Institutional Review Board for the
Protection of Human Subjects of West Virginia University,
the GWUMC Committee on Human Research, and the
Institutional Review Board of Winthrop University. After
obtaining informed consent, research assistants interviewed
patients during the first 2 hours of dialysis treatment. Pa-
tients were not interviewed during their first dialysis session
of the week.

Data Collection
Study investigators at each site trained the research assis-

tants to follow the identical standardized protocol for data
collection. Interviews were conducted on patients’ second or
third dialysis treatments of the week to avoid reports of
symptoms caused by the longer interval preceding the first
dialysis treatment of the week. Research assistants adminis-
tered all questionnaires verbally to patients by using an
interview format. Laboratory measures were collected from
patients’ charts at the time of the interview. Demographic
data were collected for all patients who entered the study.

Demographic Information and Clinical and
Nutritional Parameters

Age, sex, race, cause of ESRD, and duration of therapy
for ESRD were noted. Kt/V was calculated using percentage
of urea reduction, as previously described.6 Monthly Kt/V
and predialytic hemoglobin and serum albumin concentra-
tions before enrollment were collected for the 3 months
before enrollment. The mean of each variable was calculated
for the analyses.

Functional Status Parameter
The Karnofsky Performance Status Scale was used to

determine patient level of functional ability to perform
activities of daily life.3,6The scale ranges from 0 to 100, with
0 indicating death and 100 indicating full capacity to carry

out normal activity. In general, a score less than 70 repre-
sents an individual who requires additional assistance, and a
score less than 50 represents need for hospitalization, nurs-
ing home care, or institutionalization. Karnofsky score was
determined by dialysis nurses familiar with the patients.

QOL Measures
The Satisfaction With Life Scale (SWLS) is a 5-item scale

with a satisfaction rating of 1 to 7 (low to high) for each
item.3,4,12 Items ask about ideal life, conditions of life, and
satisfaction with present and past life. Diener et al12 reported
good internal reliability, 2-month test-retest reliability, and
moderate correlations of this measure with a large number of
subjective well-being scales in testing with college student
and geriatric subjects. The SWLS has been used previously
in patients with ESRD3,4,6,13 and is used in our study as a
general global subjective measure of QOL.

We used the McGill QOL (MQOL) questionnaire6,14 to
assess perception of QOL of patients with ESRD. The
MQOL questionnaire had not been used previously in pa-
tients with ESRD, but its validity and reliability have been
established in patients with other chronic diseases.14,15 The
questionnaire consists of 16 items in 4 subscales (Physical,
Psychological, Existential, and Support), each with scores
ranging from 0 to 10. It is designed for use in chronically and
terminally ill patients. Scoring on the Physical and Psycho-
logical subscales was reversed so that a higher score repre-
sents better QOL. The maximum possible total score is 160.
The 4 subscale scores were calculated for each patient, as
was a total scale score. The MQOL questionnaire also
contains a single item that directly asks patients their overall
assessment of their QOL. We termed this item the Single-
Item QOL Scale (SIS).3,6,10,11SIS scores range from 0 for
“very bad” to 10 for “excellent.”

Patient Perception of Satisfaction and Support
and Spiritual Beliefs

We measured patient perceptions of satisfaction with care
from dialysis staff and nephrologists separately and as a total
score. Two questions taken directly from the DiMatteo and
Hays16 scale of patient satisfaction with care from their
doctors and 2 questions modified only by inserting “dialysis
staff” rather than “doctor” inquired about patient satisfaction
with the compassion and respect shown to them.17 We
previously reported the use of items from the DiMatteo and
Hays Patient Satisfaction Questionnaire and such modifica-
tions in patients with ESRD treated with hemodialysis.3,6,17

Patients were asked to respond to 12 questions regarding
the meaning and value of spiritual beliefs and level of
support and comfort in talking about their illness to family or
friends; other patients; a social worker or therapist; a priest,
rabbi, or other religious counselor; or their physician. To
assess perception of social support, we created a Support
Network Scale composed of 8 items. A Spiritual Beliefs
Scale contained 4 items regarding the perceived role of faith
and attendance at religious services in adjusting to chronic
illness. Examples of such questions regarding spiritual be-
liefs have been outlined previously.6 Standard methods of
data reduction were used to determine the final scale items of
the Spiritual Beliefs and Support Network Scales, including
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factor analyses, internal consistency, and reliability analy-
ses. Cronbach’s alpha and Spearman-Brown coefficient were
used to test the internal consistency of the final scale items
and reliability of the item set, respectively. The principal
components analysis generated 2 factors that accounted for
64% of the variance. The Kaiser-Meyer-Olin statistic used to
test sampling adequacy was 0.77, and the Bartlett test of
sphericity was significant (P � 0.0001), suggesting an
adequate factor model for the Spiritual Beliefs and Support
Network Scales. Based on the principal components analy-
sis, the Support Network Scale was reduced from 8 to 5
items. The final standardized Cronbach’s alpha used for
measuring the reliability of the scale was 0.84. In addition,
split-half reliability analysis yielded a Spearman-Brown
coefficient of 0.89, indicating strong correlation between
each half of the variable set. Scores on each of the scales
then were generated for each patient by using factor score
coefficients. Resulting subscales were correlated with the
other validated QOL measures, clinical parameters (Kt/V,
hemoglobin level, and serum albumin level), and patient
satisfaction scales to determine associations among scales
and subscales.

Statistical Analysis
A combination of bivariate and multivariate analyses

were used to assess correlations between variables of inter-
est and determine the independent effect of demographic
and other variables on QOL scores. Specifically, unpaired
t-tests and chi-square analyses were used to calculate differ-
ences between mean values and proportions of groups.
Pearson’s correlation coefficients were calculated to assess
correlations between variables of interest. Independent
sample t-tests, 1-way analysis of variance with a posteriori
contrast tests, and chi-square tests were used as appropriate,
using 2-sided significance levels. Linear regression analysis
was conducted to determine the independent effect of demo-
graphic and ethnic variables on QOL scores. In all regression
analyses, predictors consisted of sex, age, race, number of
months treated for ESRD, Karnofsky score, hemoglobin and
serum albumin levels, and Kt/V. P less than 0.05 was used to
determine statistical significance. Data are reported as
mean � SD.

Using data from a previous study of QOL in patients with
ESRD treated with hemodialysis,4,13 it was determined that a
sample size of 146 would be needed to detect a statistically
significant difference in means of 4 points on the SWLS,
assuming power equal to 0.80 and an alpha equal to 0.05
with a 2-sided test of means. In a subsequent post hoc power
analysis, it was determined that for the Spiritual Beliefs
Scale, sample sizes of 49 in each group would have been
sufficient to achieve at least 80% power to detect the 6-point
difference in scores between African Americans and non–
African Americans. Our study sample included 54 subjects
and 110 subjects in these 2 groups, respectively.

RESULTS

Demographic and Clinical Results

One hundred sixty-five of 190 consecutive
patients were interviewed, yielding a response

rate of 86.8%. Nineteen patients refused, and 6
patients were too sick to participate. Approxi-
mately one third of patients were recruited from
each study site. The demographics of the study
sample are listed in Table 1. The distribution of
sex and ethnicity in the study population is
similar to that of the US hemodialysis popula-
tion. Interviews took a mean of 17.6 minutes
(range, 5 to 60 minutes).

There were no differences between means or
distributions between African-American and non–
African-American patients with respect to sex,
time since starting renal replacement therapy,
Karnofsky score, or hemoglobin level. African-
American patients were younger (52.6 � 12.5
versus 65.2 � 14.9 years; P � 0.001), had
treatments with lower Kt/V indices (1.45 � 0.27
versus 1.63 � 0.31; P � 0.001), and had greater
serum albumin levels (3.78 � 0.42 versus 3.59 �
0.40 g/dL [37.8 � 4.2 versus 35.9 � 4.0 g/L];
P � 0.007) compared with non–African-Ameri-
can patients.

As expected, there was a greater proportion of
African-American patients at the GWUMC site.
Patients at the GWUMC site were younger than
patients at other sites and more likely to have
hypertensive nephrosclerosis. Patients at WUH were
less likely to have diabetes mellitus and had the
lowest mean serum albumin level and highest mean
Kt/V. Patients at WV had the highest mean Karnof-
sky score. There were no differences between sites
in man-woman ratios, duration of ESRD therapy,
or mean hemoglobin levels (data not shown).

QOL

Results of QOL measures for the entire popula-
tion and each dialysis unit are listed in Table 2.
Patient mean overall assessment of QOL on the SIS
was 6.8 � 2.2. Twenty-nine percent rated their
overall QOL as 5 or less (Fig 1). Mean SWLS was
23.1 � 8.6 (range, 5 to 35), similar to that found in
earlier studies.4,13 Seventy-four patients (45%) re-
ported 1 or more troublesome symptoms during the
2 days before the interview (Fig 2). Pain was
reported by almost half the patients reporting symp-
toms, followed by sleep complaints in almost a
third of respondents (Figs 2 and 3).

Sex Differences

There was no difference in mean age, time
since starting renal replacement therapy, Kt/V, or
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Karnofsky score between male and female pa-
tients. Thirty-four percent of men and 32 percent
of women were African American (P � not
significant). Women were older than men in the
study (63.9 � 14.0 versus 58.0 � 16.5 years;

P � 0.02) and had lower levels of serum albumin
(3.55 � 0.43 versus 3.76 � 0.38 g/dL [35.5 �
4.3 versus 37.6 � 3.8 g/L]; P � 0.01) and
hemoglobin (11.7 � 0.96 versus 12.0 � 0.98
g/dL [117 � 9.6 versus 120 � 9.8 g/L]; P �

Table 1. Patient Demographic, Psychosocial, and Clinical Characteristics

Total

Dialysis Units

PWV WUH GW

No. of subjects 165 55 60 50 NS
Mean age (y) 60.9 67.6 60.2 54.3 �0.001
Ethnicity (%) �0.001

African-American 33.3 10.9 11.9 82
White 63 89.1 84.7 10
Asian 1.2 0 0 4
Other 2.5 0 3.4 4

Women (%) 48 49 50 44 NS
Primary renal diagnosis (%) �0.01

Diabetes mellitus 33.3 42.6 23.3 36
Hypertensive nephropathy 28.5 20.4 28.3 38
Glomerulonephritis 9.1 14.8 6.7 6
Polycystic kidney disease 8.5 1.9 20 2
Other and unknown 20.6 20.3 21.7 18

Clinical characteristics
Duration of ESRD (mo) 43.5 � 45.3 (2-276)
Serum albumin (g/dL) 3.7 � 0.42 (2.2-4.6)
Hemoglobin (g/dL) 11.8 � 0.98 (7.7-15.3)
Kt/V 1.57 � 0.31 (0.85-2.7)
Karnofsky Performance Status Scale 60.0 � 24.5 (10-100)

NOTE. Values expressed as number, percent, or mean � SD (range). To convert hemoglobin or albumin in g/dL to g/L,
multiply by 10.

Abbreviations: NS, not significant.

Table 2. Mean Scores on QOL Measures by Dialysis Unit

Variable Total (N � 165) WV (n � 55) WUH (n � 60) GW (n � 50) P *

MQOL questionnaire
Physical subscale 32.5 � 7.3 31.0 � 7.6 35.3 � 5.2 30.8 � 8.4 0.001
Psychological subscale 31.5 � 9.8 35.5 � 7.4 31.0 � 8.6 28.7 � 11.9 �0.01
Existential subscale 45.6 � 12.3 43.2 � 13.9 47.3 � 8.7 45.6 � 14.3 0.24
Support subscale 16.3 � 3.8 16.7 � 1.9 16.5 � 3.3 15.8 � 5.4 0.47
Total score MQOL 125.7 � 26.4 124.0 � 24.2 131.2 � 19.1 120.3 � 33.6 0.10
MQOL SIS 6.8 � 2.2 6.7 � 2.1 6.9 � 2.2 6.9 � 2.5 0.86

Spiritual Beliefs and Support
Network Scales

Spiritual Beliefs Scale 29.3 � 12.4 26.5 � 13.9 29.3 � 12.0 32.1 � 10.7 0.08
Support Network Scale 20.8 � 12.6 17.8 � 8.8 21.6 � 12.7 22.8 � 15.1 0.12
Total score 50.2 � 21.0 44.2 � 20.5 50.9 � 20.8 55.1 � 20.7 0.04
Total score SWLS 23.1 � 8.6 24.8 � 9.7 21.8 � 6.7 23.0 � 9.1 0.17
Modified DiMatteo &

Hays Patient Satisfaction Score†
8.7 � 1.8 8.3 � 2.3 9.2 � 1.5 8.6 � 1.6 0.03

NOTE. Values expressed as mean � SD.
*Two-tailed significance level.
†Total score of care and respect from doctor and dialysis staff.
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0.05). There was no difference between the pro-
portion of men and women who reported 1 or
more troubling symptoms or who reported pain
as a symptom. There were no differences be-
tween mean scores of women and men on the
Physical, Psychological, or Existential subscales
of the MQOL Scale. Mean Support subscale
score of the MQOL was 17.2 � 2.6 in women
and 15.6 � 4.5 in men (P � 0.01), signifying
greater perception of social support in women.
Mean Spiritual Beliefs Scale score was 32.8 �
9.8 in women and 26.1 � 13.5 in men (P �
0.001). There was no difference between groups
in mean MQOL score, SIS, or SWLS. There was
no difference between men and women regard-
ing perception of patient satisfaction.

Ethnic Differences

There was no difference between mean Karnof-
sky scores of African-American and non–African-
American patients. There was no difference be-
tween the proportion of African-American and
non–African-American patients reporting 1 or
more symptoms (46.3% versus 45.5%) or pain as
their most troubling symptom (7.4% versus

10.0%). There were no differences between mean
scores of African-American and non–African-
American patients on the Physical, Existential,
or Support subscales of the MQOL. Mean Psy-
chological subscale score was 28.7 � 12.0 in
African-American and 32.9 � 8.3 in non–
African-American patients (P � 0.03), signify-
ing a greater perception of distressing psychologi-
cal symptoms in African-American patients.
There was no difference between groups in mean
MQOL, SIS, or SWLS scores. There was no
difference between groups regarding patient sat-
isfaction measured by the Patient Satisfaction
Questionnaire questions.

African-American patients had higher mean
Support Network Scale scores (24.1 � 14.3
versus 19.3 � 11.3; P � 0.04) and Spiritual
Belief Scale scores (33.6 � 9.2 versus 27.0 �
13.3; P � 0.001) than non–African-American
patients.

Correlational Analyses

There was an inverse relationship between
number of symptoms reported and patient assess-
ment of QOL and satisfaction with life, such that
the greater the number of symptoms reported, the
lower the QOL and satisfaction with life (Fig 4).
Patients with 2 or more symptoms had signifi-
cantly lower MQOL, SWLS, and SIS scores than
patients with fewer than 2 symptoms. There was
no correlation between level of patient Spiritual
Beliefs Scale and Support Network Scale scores
and symptom number. Responses on the Spiri-
tual Beliefs Scale correlated positively with
MQOL scale score (r � 0.24; P � 0.005), SIS
score (r � 0.18; P � 0.05), Support Network
Scale (r � 0.21; P � 0.007), and SWLS (r �

Fig 1. Patient rating of overall QOL on the SIS.

Fig 2. Most common
symptoms reported by symp-
tomatic patients.
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0.20; P � 0.01). Responses on the Support
Network Scale correlated positively with those
on the MQOL Existential (r � 0.20; P � 0.015)
and Support subscales (r � 0.27; P � 0.001),
but not the SWLS or SIS. Demographic and
clinical parameters (age, months of ESRD
treatment, serum albumin level, hemoglobin
level, and Kt/V) did not correlate with the MQOL,
SIS, Spiritual Beliefs Scale, or Support Network
Scale.

There was no correlation between the SIS and
either Spiritual Beliefs Scale or Support Network
Scale scores in men. Conversely, SIS score corre-
lated highly with Spiritual Beliefs Scale score
(r � 0.31; P � 0.007) in women. In non–African-
American patients, there was no correlation be-

tween the SIS and either Spiritual Beliefs Scale
or Support Network Scale score. Conversely, SIS
scores correlated highly with Spiritual Beliefs
Scale score (r � 0.42; P � 0.01) in African-
American patients.

Multiple linear regression analyses showed
that lower levels of distress on the McGill Psycho-
logical subscale were associated significantly
with lower number of symptoms and greater
serum albumin level when the effect of variation
in other parameters was controlled. Higher scores
on the Spiritual Beliefs Subscale were associated
significantly with female sex, older age, and
African-American ethnicity. There were no sig-
nificant predictors of Support Network Subscale
Scores in multivariate analyses.

Fig 3. Source of pain in
patients reporting pain.

Fig 4. Association between symptoms and QOL measures.
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DISCUSSION

More than a quarter of patients surveyed rated
their QOL below the scale midpoint on the SIS.
We know of few studies that used a similar
assessment in patients with ESRD. Steele et al18

used a 1-sentence scale (scored from 1 to 10) in
patients treated with peritoneal dialysis and
showed correlations with other QOL measures,
as we did in the present study. Preliminary stud-
ies from the same group, using their 1-sentence
scale, yielded a mean score of 6.4 in 12 hemodi-
alysis patients, similar to the value obtained in
our study.19 Symptoms were associated strongly
with scores on the various QOL scales in our
study. Pain was the most commonly reported
symptom. Spiritual beliefs and perception of
support networks assessed by the new instru-
ments also were associated significantly with
patient assessments of their QOL in various
domains. However, clinical parameters and the
Karnofsky Performance Status Scale did not cor-
relate with measures of QOL, illustrating the
different nature of these domains, as seen in
previous studies.3,4,18 The implication of these
findings is that if nephrologists want to provide
comprehensive care and improve hemodialysis
patients’ QOL, they need to pay more attention
to their patients’ physical symptoms and psycho-
social and spiritual concerns.

The role of pain in the perception of patients
treated with hemodialysis appears to have been
underappreciated. Binik et al20 reported almost
20 years ago that pain was a salient experience of
patients treated with dialysis. Recently, prelimi-
nary data from the Reduction of Morbidity and
Mortality among Hemodialysis Patients study
also highlight the importance of perception of
pain in longitudinal studies of hemodialysis pa-
tients.21 Because pain was the most frequently
reported symptom in this study, better pain man-
agement for hemodialysis patients appears to be
a priority to improve patient QOL. Assessment
and improved management of patient symptoms,
including pain, and use of well-validated QOL
scales (including those introduced in this study)
seem to be important in the evaluation of QOL of
dialysis patients.

Sleep disturbances have been long recognized
as complications of uremia.22,23 Several studies
linked sleep complaints with diminished QOL in

patients with renal disease.24-26 In this study, we
confirm a relationship between complaints of
sleep disturbance and diminished QOL, assessed
using different measures.

QOL measures can be categorized as func-
tional and satisfaction measures.3,4,27 The lack of
a significant association between various clinical
parameters and measures of QOL used in this
study underscores the relative importance from a
patient perspective of pain, symptoms, and psy-
chosocial and spiritual domains, all nonfunc-
tional measures, to their assessment of QOL. We
previously showed that satisfaction measures, in
contrast to functional measures of QOL, do not
correlate with Karnofsky scores,4 emphasizing
that they represent different domains. Scales used
in this study have different relationships to pa-
tient parameters than the commonly used SF-36
and Kidney Disease QOL, which may be
weighted more toward functional status and there-
fore be related to meaningful patient outcomes in
different ways. Parameters related to spirituality
and religiosity were related to QOL measures
used in our study, including the SWLS and SIS,
suggesting that these domains are meaningfully
associated with patient perception of QOL. In
addition, correlation between symptom number
and SIS score suggest this may be a useful,
practical, and comprehensible measure to quickly
assess QOL in patients in research studies and
clinical settings, as predicted by Gill and Fein-
stein10 and Lara-Munoz and Feinstein.11 Al-
though more research is needed to further vali-
date the Spiritual Beliefs and Support Network
Scales, when administered in conjunction with
other QOL scales, they appear to provide a more
comprehensive assessment of patient psychoso-
cial and spiritual needs.

There were few differences in perception of
QOL domains between the men and women in
the study. Women, as expected, had a greater
perception of social support and higher Spiritual
Beliefs Scale scores. We show that African-
American patients perceive greater satisfaction
with their care in the dialysis unit and have
greater levels of perceived social support than
white patients. These data confirm the previous
findings of Kutner and Devins.28 However, Afri-
can-American patients scored lower on the
MQOL Psychological subscale, indicating greater
levels of distress. A major unsolved issue in
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ESRD care is the reason for improved survival of
black patients compared with white patients when
many biological variables are controlled for ana-
lytically.29 It is intriguing to speculate that the
survival advantage may not be biological. Rather,
a survival advantage might be a consequence of
differential perception of social support, spiritual
support, and/or satisfaction with care between
the 2 ethnic groups.13,30-32 Perhaps these factors
may be associated with the markedly lower rates
of withdrawal from dialysis therapy in blacks
compared with whites.29,32,33

Our data also are interesting in light of the
recent findings of Cooper-Patrick et al,34 who
described general patient mistrust of physicians
of different ethnicity. In the present relatively
small sample of hemodialysis patients, it appears
that minority patients are satisfied with the care
they receive from their nephrologists. This is an
important issue because of the overrepresenta-
tion of minority populations in the ESRD popula-
tion and the underrepresentation of minority phy-
sicians in the US workforce. Any relationship of
increased importance of spiritual beliefs and sat-
isfaction with nephrologists to enhanced survival
in black patients should be explored in larger and
more diverse longitudinal studies. In addition,
investigators need to determine whether differ-
ence in psychological distress between ethnic
groups is a generalized phenomenon, and if so,
what the relationship of these differences is to
clinical parameters.

This study has several limitations. The sample
was relatively small and confined to 3 dialysis
units in the eastern United States. Although the
population reflects that reported in the US Renal
Data System and was generated from an inner-
city urban site, a small city, and a suburban site,
results may not be generalizable to the United
States. The MQOL Physical subscale inquired
about troublesome symptoms only during the
preceding 2 days. This time frame may have
resulted in underreporting of symptoms by pa-
tients. Results, including analyses of the Support
Network Scale and Spiritual Beliefs Scale, should
be viewed as preliminary. Although both scales,
as expected, correlated with QOL indices in this
study, these scales must be validated further in
studies of larger and more diverse populations of
patients treated with hemodialysis and other re-
nal replacement modalities. In addition, it is

recognized that the goal of this study is to collect
data that would aid in the development of new
hypotheses regarding the adjustment of patients
to the rigors of renal replacement therapy and
new tools to evaluate patient perceptions.3 In
addition, interrater reliability was not assessed in
this study. Finally, because of the demographic
composition of the units in the study, it is not
possible to delineate differences between ethnic
groups that may be caused by site differences.
Such analyses await the use of these measures in
larger multicenter studies.

A longitudinal study using the multifaceted
QOL questionnaire in this study is needed to
determine the utility of these QOL measures in
assessing patient long-term outcome. Better as-
sessment and treatment of patients’ symptoms
would seem to have the potential to exert a
positive effect on hemodialysis patient percep-
tion of QOL.
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