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Abstract

Background: Renal failure is a chronic disease that can hasieuseeffects on patients’ quality of life
(QoL).

Objective: Gender, age, education and marital status werestigagéed in end-stage renal disease
patients. Specifically, the relationship of QoL am&ntal health to sociodemographic variables was
examined.

Methodology: 144 patients in-centre haemodialysis (HD) and ommtis ambulatory peritoneal
dialysis (CAPD) were administered the World Healhganization QoL instrument (WHOQOL-
BREF), the General Health Questionnaire (GHQ-2Bg tlepression CES-D scale, the State-Trait
Anxiety Inventory (STAI) and the Multidimensionaklith Locus of Control scale (MHLC).

Results: Female patients reported lower scores inpyehological and environmental QoL domains
and higher scores in thiEait Anxiety measure. Elder patients reported higher scorekerGHQ-28
sub-scale ofsocial dysfunction and in the CES-Ddepression scale, while less educated patients
presented higher scores in the GHQ-28 sub-scalesngiEty/insomnia and severe depression.
Divorced/widowed patients presented lower scoreshaphysical, social and environmental QoL
domains and higher scores in thavere depression sub-scale. Regarding health locus of control,
females and less educated patients reported hggloees in the attitudinal dimensionabfance, while
younger patients in the dimensioniofernal.

Conclusions: Findings provide evidence that sociodemographicaibées, like being female, older,
less educated and divorced/widowed, relate to & mompromised QoL.
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Introduction well as differences in beliefs of health locus
of control, after controlling for gender, age,

Renal failure is a chronic disease that dawmels of education and marital status.

have serious effects on patients’ quality of life

(QoL) and specifically on their sociaResearch questions and hypothesis

financial and psychological well-bein ] o ]

(Griffin, 1994; Christensen & Ehlers, 2002;h¢ main hypothesis is that being male

Ginieri - Coccossis et al. 2008; KaramanidBgtient, younger, more educated and married

et al., 2009). As a result, an increased intef&&ates to a better QoL and mental health.

in QoL issues is observed for these patients in

the context of different treatment modalitid4ethodology

(Gokal, 1993; Kimmel et al., 1995).

Regarding the effect of sociodemograp

variables on patients’ QoL and mental heal

gender is reported to have an effect; so fe

patients present higher scores of depres%

and trait anxiety and lower scores in positi

affect (Vazquez et al., 2004; Gottlieb et

2004; Oikonomidou et al., 2005; Di Marco

al.,, 2006). Male patients are reported

having more social activities and interests

A sample of 144 patients was recruited from
ee General Hospitals in the broader area of
hens, consisting of 84 patients (58.3%)
%Iergoing in-centre haemodialysis (HD) and

Br]oatients (41.7%) in continuous ambulatory

Gritoneal dialysis (CAPD). The rate of

ﬁfsponse was very high, reaching 99%.Thus,
F total sample includes almost all patients of

flese three units, consisting of 86 males

_ .7%) and 58 females (40.3%), with a mean

better QoL (Rebollo et al, 1998, G ge of 60.6 years + 14.9. Participants were

Cunqueiro et al., 2003; Vazquez et al., 200 Tfeek adults having signed a consent form for

Fﬁrgggl owglrl_gg'iunentsarp])(rjesr?inthlgrwz:(l)ei\éils %rtlcipation. All subjects had been informed
phy 9 9 their rights to refuse or discontinue

depression (Apostolou & Gokal, 2000Q;_ . . . > . :
. . : articipation in the study according to the
(K)utner I& J;gcs)g!, | 200_20i Dlrtnkolwczo hical standards of the Helsinki Declaration
M:)esc;]%ouoolso, Py S:a .?j(;?(\." 530?? C?h"'an ’1983. Ethical permission for the study was
pourou vidakl, ’ 1ang Shtained from the scientific committees of the

al., 2004; Tyrrell et al., 2005; Oikonomidou ROspi L

. . . spitals. Full descriptive data of the sample
al., 2005; \(asnleva, .2006)' Reggrdmg t Te presented in table 1. Measurements were
effect of socioeconomic status, patients in

. .conducted with the following instruments:
lower range face many problems, includin WHOQOL-BREF is a self-report 26-item
poorer mental and general health and lo

) . - S oL inventory developed by thaVorld
Zomal ngl-bf!ng (Ell\ll|n£:<ou&&FZ|SS|, 228% ealth Organization (WHOQOL Group,
€sso, Ronlrigues-Netto erraz, 4). The items comprise a 4-domain model:

whereas higher economic and educatio E . .
level is associated with higher health-relatgiti;y?eﬂtigﬁg%sb;ﬁgyg;ga?g?lngnefj:TI'SZ)

QoL (Rebollo et al., 1998; Vazquez et 4 facet of two items is included referring to

2003.)' Concerning marital status, bei erall QoL/health. The Greek version is a
married is related to better physical well;

. ) O-item form with 4 new national items
being (Chiang et al., 2004). : ) " : : .
In spite of the fact that several articles referring to: 1) nutrition, 2) satisfaction with

QoL referring to end-stage renal dise rk, 3) home life and 4) social life (Ginieri-
patients havg been publigshed the stu% ccossis et al., 2003; Ginieri-Coccossis et

! o : ‘Ia? 2006). Higher scores indicate a better
investigating the role of sociodemograp oL
variables on QoL issues are limited and

duced findi f i General Health Questionnaire (GHQ-28)
P ontroversial, The ai a reaueNersionis a widely used self-report measure
controversial. The aim of this study was

signed to detect psychiatric problems in
neral settings (Goldberg, 1978), which has

g!?f(;?;r?cesparlg?enrtrsn ?(?Lselfdrlge(r)?{:e%esmer? en standardized in Greek populations
! ng Tep aryfallos et al., 1991). It includes four sub-

health, depression and state-trait anxiety,"as

investigate in a group of end-stage re
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scales: a) somatic  symptoms, b) sub-scale ofevere depression (p=0.05) (table
anxiety/insomnia, c) social dysfunction andd) 2). Further, females reported significantly
severe depression. Higher scores indicate aigher scores in the MHLC dimension of
worse general condition of health. chance, indicating a stronger preference for
3) Multidimensional Health Locus of Control external health locus of control, that is
(MHLC) is a self-report tool measuringndorsing beliefs and attributions that
internal belief about current condition a@xternal and unpredictable factors may
health. It consists of 18 items that comprisdluence their condition of health (table 2).
four dimensions: anternal locus, b) chance, Further, women presented significantly higher
¢) doctors and d)important others (Wallston scores than men imait anxiety measured by
& Wallston, 1976; Wallston, Wallston &TAIl 2, while no statistically significant
DeVellis, 1978). The last three dimensiodgferences were found in depresson
refer to external health locus of controheasured by CES-D (table 2). It is
Higher scores in one of the above dimensiomdeworthy that regarding this scale, with the
indicate the patient's stronger belief thase of the above suggested cut off point, both
his/her condition of health is influenced byale and female patients present higher
internal or external factors. values and can be considered as depressed
4) Sate-Trait Anxiety Inventory (STAI (M=11.94 and 14.32 respectively).
1/STAI 2). It consists of 20 items referring @oncerning age, statistically significant
self-reported state anxiety and 20 items dfferences were found between younger
trait anxiety (Spielberger, 1970). Th&45 years) and older patients (>45
instrument s standardized in  Greglears)  Specifically, older  patients
ﬁ?pﬁlat'ons (L.'agpst &thG'ann'tS" 19f84tet orted a significantly higher level of
\gher scores Indicate the presence of S'@al dysfunction and depression (table

and trait anxiety.
5) Center for Epidemiologic Sudies 3). Also, they tended to rely more on the

Depression Scale (CES-D) is a 20-item self€ternal dimension of health locus of
report measure of depressifRadloff, 1977; control, particularly, on theirdoctors
Hann, Winter & Jacobsen, 1999). Accordiffg=0.05) (table 3). This was further
to Fountoulakis et al., it is suggested that falpserved through correlational analysis
Greek populations a value above 9.03with Pearson’s coefficient r= 0.20, p=
indicative that a subject can be classified ®91. On the other hand, younger patients
depressed (Fountoulakis et al., 2001). reported significantly higher QoL scores
in the physical and psychological health,
and social relationships domains (table
Statistical analyses were performed with tBb and were found to rely significantly
use of Independent-Samples T Test and Om@re on thenternal dimension of health
Way ANOVA in order to investigatdocus of control (table 3).

differences between male and female patieRegarding education, more educated
older (>45) versus younger (<45), lepatients (>9 years) presented significantly
educated (<9 years of education) versus MRf§her QoL scores in thenvironmental
educated (>9) and living with a partner @§o| gomain (table 4). The less educated
without. patients (<9 years) reported significantly
higher scores in thanxiety/insomnia and
severe depression sub-scales and in the
The values of the two gender groups wdatal GHQ-28 score (table 4). Further,
found to pass the normality distribution, withey indicated a significantly stronger
the use of Kolmogorov-Smirnov Z tesgxternal attributional style of health locus
Investigating gender differences, femalg control by endorsing more heavily the
patients’ QoL scores in thesychological and 4imension othance (table 4).

environmental domains were significantlyAS far as marital status is concerned,

lower compared to males (table 2). Also, th : .
tended to report higher scores in the GHQ-@ orced/widowed  patients  presented

significantly lower QoL scores in the

Statistical analysis

Results
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overall QoL/health facet, as well as in thelivorced/widowed patients presented
domains of physical health, social significantly higher scores in the GHQ-28
relationships and environment, comparedsub-scale o$evere depression (table 5).

to singles and married (table 5). Further,

Table 1. Sociodemographic characteristics of the sale (N= 144).

Male
N=86 (59.7%)

Female
N=58 (40.3%)

Age (years)
Mean (SD)

59.90 (16.88)

61.84 (11.68)

Marital status

Single

Married
Divorced/Widowed/Roommate
Total

18 (20.9%)
65 (75.6%)
3 (3.5%)
86 (100%)

7 (12.1%)
42 (72.4%)

9 (15.5%)
58 (100.0%)

Education
Elementary
Secondary
University
Total

29 (33.7%)
35 (40.7%)
22 (25.6%)
86 (100.0%)

33 (56.9%)
21 (36.2%)
4 (6.9%)
58 (100.0%)
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Table 2. Mean scores + SD of WHOQOL-BREF domains, BQ-28 Health subscales, Health
Locus of Control factors, Depression and State-Trai Anxiety. Independent-Samples T Test
demonstrating differences between men and women.

WHOQOL-BREF domains (NQSE)S'\SSH (NzﬁASZ:Vg/Bmen p-value
Physical 13.39 £ 3.40 12.70 £ 3.49 NS**
Psychological 14.12 + 3.14 12.06 £ 3.51 0.00*
Social relationships 13.53+3.24 13.12 +3.01 NS
Environment 14.01 +2.48 13.05+2.38 0.02*
Overall QoL/health 3.11+0.96 2.99+1.00 NS
GHQ-28 subscales

Somatic symptoms 1.73+0.50 1.87 £0.60 NS
Anxiety/insomnia 1.66 + 0.60 1.78+0.72 NS
Social dysfunction 2.20+0.43 2.35+0.51 NS
Severe depression 1.35+0.55 1.62 +0.86 0.05*
Total score 1.74+041 1.91+0.58 NS
Health Locus of Control factors

Internal locus 26.46 £ 7.32 24.78 £ 7.67 NS
Chance 22.38 £8.30 26.23 £ 8.56 0.00*
Doctors 16.40 + 2.27 16.41 +2.35 NS
Important others 12.27 £ 4.37 12.38 £ 4.80 NS
CES-D

Depression 11.94 £ 10.73 14.32 £ 12.56 NS
STAI 1

State Anxiety 28.77+£7.11 32.39+12.22 NS
STAI 2

Trait Anxiety 33.30+£7.85 38.21 +10.14 0.01*

*p<0.05; N=144.
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Table 3. Mean scores + SD of WHOQOL-BREF domains, BQ-28 Health subscales, Health
Locus of Control factors and Depression. IndependdarSamples T Test demonstrating differences

between the two categories of age.

(N=24) (N=120)

WHOQOL-BREF domains Age (<45 years) Age (>45 years) p-value
M + SD M + SD

Physical 14.83 +2.30 12.79 £ 3.53 0.00*
Psychological 15.16 + 3.10 12.94 + 3.39 0.00r
Social relationships 14.55 + 3.36 13.14 + 3.07 0.04*
Environment 12.84 +3.17 13.78 £2.30 NS**
Overall QoL/health 3.30+1.08 3.01+£0.95 NS
GHQ-28 subscales
Somatic symptoms 1.76 £ 0.55 1.79 £ 0.55 NS
Anxiety/insomnia 1.81+0.63 1.69 + 0.65 NS
Social dysfunction 2.04 £0.45 2.30 £ 0.46 0.01*
Severe depression 1.35+0.36 1.48 +0.75 NS
Total score 1.74 +0.37 1.82+0.51 NS
Health Locus of Control
factors
Internal locus 28.91+£5.94 25.14 £ 7.62 0.02*
Chance 23.08 + 7.42 24.07 + 8.83 NS
Doctors 15.25+£3.27 16.65+ 1.97 0.05*
Important others 11.75+£3.87 12.43 £ 4.66 NS
CES-D
Depression 6.62+3.24 13.58 £ 11.89 0.00*

*p<0.05; N=144.

*NS= No Significant
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Table 4. Mean scores = SD of WHOQOL-BREF domains, BQ-28 Health subscales and Health
Locus of Control factors. Independent-Samples T Teésdemonstrating differences between the

two categories of education.

(N=87)

Years of education

(N=57)

Years of education

WHOQOL-BREF domains (<9) >9) p-value
M+ SD M+ SD
Physical 12.83 + 3.46 13.57 £ 3.39 NS**
Psychological 12.97 + 3.53 13.81 +3.25 NS
Social relationships 13.03 £ 3.43 13.88 + 2.60 NS
Environment 13.00 £ 2.47 1459 +2.17 0.00*
Overall QoL/health 3.01+1.01 3.14+0.91 NS
GHQ-28 subscales
Somatic symptoms 1.81+0.55 1.74 £+ 0.54 NS
Anxiety/insomnia 1.82 +0.69 1.54 + 0.54 0.01*
Social dysfunction 2.30+0.49 2.20+0.43 NS
Severe depression 1.57 +0.79 1.29 + 0.50 0.01*
Total score 1.88 +0.53 1.70+0.41 0.03*
Health Locus of Control
factors
Internal locus 26.38 £7.76 2491 +7.00 NS
Chance 26.29 + 8.05 20.25+8.14 0.00*
Doctors 16.28 £ 2.45 16.60 £ 2.04 NS
Important others 12.23 £ 4.65 12.43 +£4.38 NS

*p<0.05; N=144,

*NS= No Significant
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Table 5. Mean scores = SD of WHOQOL-BREF domains ahGHQ-28 Health subscales. One-
Way ANOVA showing differences among singles, marregtand divorced/widowed.

(N=25) (N=108) (N=11)
WHOQOL-BREF domains Single Married Divorced/Widowed p-value
M%SD M*SD M%SD
Physical 13.98 £ 2.51 13.18 £ 3.46 10.65 +4.16 0.02*
Psychological 13.57 £ 3.55 13.48 £ 3.31 11.03 £ 3.83 NS**
Social relationships 12.48 + 3.56 13.85+2.82 10.78 £ 3.69 0.00*
Environment 13.04 £2.47 13.94 £ 245 12.04 £ 2.09 0.02*
Overall QoL/health 3.10 £ 1.00 3.12+£0.94 236 +1.12 0.04*
GHQ-28 subscales
Somatic symptoms 191+£0.54 174 £0.54 1.94 £0.57 NS
Anxiety/insomnia 1.74 £ 0.60 1.70 £ 0.65 1.76 £ 0.78 NS
Social dysfunction 229+0.38 224 +048 244 +0.52 NS
Severe depression 1.32+£0.32 1.41 £ 0.66 219+ 1.14 0.00*
Total score 1.82+0.38 1.77+£ 049 2.08 +0.64 NS

*p<0.05; N=144,

Discussion

*NS= No Significant

more depressed endorsing more suicidal

Investigating the relationship aofhoughts than men. This finding is in
sociodemographic variables with Qolagrreement with several studies on chronic
significant gender differences were foundiseases, presenting female patients feeling
with female patients reporting a moraore depressed than males (Vazquez et al.,
compromised QoL, and a poorer selfo04; Gottlieb et al., 2004; Oikonomidou et
evaluatedpsychological health. Further, theyal., 2005; Di Marco et al., 2006). However,
reported a more negative perception when gender differences were investigated in
different aspects of theenvironment. In this another measure of depression using the CES-
respect, they seem to experience more a lBckscale, they were not significant. Both
of available and high quality health servicgenders in this scale presented a higher level
and they express a stronger dissatisfactiban that found in normal populations and
with their finances and opportunities fahould be considered as depressed according
recreation and acquiring new skills. to Fountoulakis et al. (2001). A possible
Further, female patients tended to evaluatglanation regarding the differential results
less favourably their general condition of the GHQ-28 and the CES-D scales is that
health and mental health as measured athough the two measures may be
GHQ-28. The tendency was to report beiagmparable regarding parts of their content,
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actually they measure different aspects ilbdiminating as younger patients reported
depression. Namely, the GHQ-28evere better QoL in theohysical, psychological and
depression subscale includes items osocial well-being. Also, younger patients’
suicidal thoughts, which are not included attributions of health presented a consistency
the CES-D scale. Thus, although men amith their QoL evaluations. In this respect,
women in our sample reported beitilgey indicated a stronger preference for the
depressed, they seemed to differ regardingititernal dimension of health locus of contral,
degree of endorsed suicidal ideas, and sorgferring to health as being determined by
may suggest that women indicated maryee’'s own behaviour and a matter of personal
symptoms of ‘suicidal depression’. control. On the other hand, older patients
Further, female patients reported being moeported falling behind in social activities and
anxious in comparison to males. This findinmterests, and being more socially restricted
is also in agreement with several studi&sd depressed. These findings are in
indicating that women present a highagreement with several studies indicating that
prevalence of trait anxiety (Vazquez et ablder patients present lower levels of physical
2004; Di Marco et al., 2006). As in the aboweell-being and higher levels of depression
case of measures of depression, differenfigbostolou & Gokal, 2000; Kutner & Jassal,
values were observed between the STAR@02; Dimkovic & Oreopoulos, 2002;
and the GHQ-2&nxiety/insomnia sub-scale.lacovides et al., 2002; Moshopoulou &
In this case, gender differences were foundSavidaki, 2003; Chiang et al., 2004; Tyrrell et
the STAI 2 scale, as women reported higladr, 2005; Oikonomidou et al., 2005;
levels of trait anxiety -a rather longstandindasilieva, 2006). Further, older patients in
condition- while differences were not fourttheir attributions about health, tended to rely
in the GHQ-28 respective sub-scale. It risore heavily on theidoctors, as an important
noteworthy that although these scales negternal determinant factor of health. Several
present some content overlap, they do stidies are in agreement with the above
measure the same dimensions of anxiety (&rglings, showing that younger patients report
the GHQ-28 anxiety/insomnia subscalea stronger internal health-attributional style,
includes items on sleep problems which avhkile older patients rely more heavily on
not included in the STAI 2 scale). It iexternal factors, such @&bance, or they rely
suggested that both depression and anxiatye on theisignificant others (Buckelew et
measures need to be multiple as they ake 1990). What is important in the findings
useful addressing different dimensions of tbethe present study is that the role of doctors
clinical entity. can be more clearly considered in relation to
Regarding the measurement of beliefs the renal patients’ personal characteristics and
attributions about health, women seem rneeds.

have a stronger preference for the dimenskRegarding differences in relation to
of chance, expressing thus the belief that it éducation, patients with more than nine years
rather theexternal factors, which are beyondf education indicated a more favourable
one’s prediction and control, that cagrerception regarding different aspects of their
determine the patient’s condition of healtmvironment. This may be interpreted that
The dimension of external health locus wfore educated patients seem better equipped
control was also observed in the less educdtedreate for themselves a more satisfactory
patients of our sample. It is noted that femalevironment, with better health services,
patients, as seen in table 1, had less yearnaihces, recreation and other related aspects.
education, that is a higher percentage Adthough differences were not reported in
elementary education and lower percentagéser domains of QoL, patients with less than
of secondary and university level. Gender amde years of education seemed to evaluate
education may be intertwined in QoL ardeir mental health in a more negative way
mental health differences, and so it amd reported suffering from higher levels of
suggested that the two variables may dw®iety/insomnia and severe depression. As
considered within a confounding context thfar health attributions, less educated patients
would require further investigation. appeared to rely more heavily ohance, that
Regarding age, although the differences fousdendorsing the belief that unpredictable
were generally expected, they were alfs@tors may play a central role for health. In
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overall, patients with lower socioeconomicknowledgements

profiles or lacking in education (which is

generally taken as an indicator of socilhe author would like to thank the patients
status), are reported in the literature facifay their participation in the study and
problems in their psychological well-beingicknowledge the support given by the health
social relationships and general heafitofessionals and the  administration
(Rebollo et al., 1998; Ellinikou & Zissi, 200ersonnel of the dialysis participating units.
Sesso, Rontrigues-Netto & Ferraz, 2003;
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