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V]K: 616.61-002.2:616-018

QUALITY OF LIFE IN PATIENTS WITH CHRONIC KIDNEY DISEASE IN THE V
STAGE RECEIVING PROGRAM HEMODIALYSIS AND POSSIBLE
WAYS OF ITS CORRECTION

Umarova Z.F., Jumanazarov S.B., Zaripov S.1., Khaydarov R.M.
Tashkent Medical Academy. Tashkent, Uzbekistan

Abstract. Chronic kidney disease (CKD) is complex of symptoms caused by the irreversible
death of nephrons, which is a constantly progressive kidney damage associated with a gradual
deterioration of their excretory and blood-purifying function in primary or secondary chronic kidney
diseases. Pathology of the kidney among chronic non-infectious diseases occupies an important place
due to a significant prevalence, a sharp decline in the quality of life, high mortality and leads to the
need for the use of expensive methods of replacement therapy in the terminal stage - dialysis and
kidney transplantation. As you know, CKD is characterized by steady progression with outcome to
the terminal stage and the emergence of dependence on “artificial kidney.” The prevalence of CKD
is comparable to such socially significant diseases as essential hypertension and diabetes. In this
regard, an important part is the identification of various aspects of quality of life in patients with
CKD in the terminal stage receiving hemodialysis. Therefore, it is of interest to investigate the quality
of life (physical condition and psychological health) in patients with CKD receiving program dialysis.

Key words: Chronic kidney disease, substitution therapy, programmed hemodialysis, quality of
life.

V BOCKHY CBK PEXXAJIA TEMOJIUAJIN3 JACTYPUJIAT Y BEMOPJIAPHUHI XAET
CUDATH BA YHU SIXIITUJIAIL TYJLJIAPA

Ymaposa 3.®., ’Kymaunazapos C.b., 3apunos C.U., Xaiinapos P.M.
Towkenm Tubbuém Axaoemuscu. Towxenm. Y30exucmon

Annomayua. Cypynxanu o6yupax xkacainueu (CbK) negppounapnune xavimac Hooyo oynuwiu
Hamuicacuoda 103aza Keiaoueaw CUMRMOMIAp maxcmyacu oyaub, 0y OyupakHuHe oupaamyu éKu
UKKULAMYU CYPYHKAAU KACAIUKIAPUOA VIAPHUHS AXCPAMULL 60 KOHHU MO3ANAW 6A3UDANAPUHUHS
bockuuma-60cKuy Emonnaumumu ounan 60nuK doumull npozpeccus Oyupax wuxacmianuwu. byiipak
NAmMoN02UACY CYPYHKANU IOKYMAU OVIMA2AH KACANIUKAAD OPACUOA MYXUM YPUHHU D2ANNANUOU, YYHKU
VHUHZ Cce3unapiu 0apaj;caoa mapxaiuwiu, Xaém cupamuHune KecKuH nacatuui, HKOpu Vium
oapadicacu 6a mepMUHal OOCKUYUOa Kummam YpuH Oocysuu mepanus (Ouaiu3 6a Oyupax
mpancniaumayuacy) ycyiiapuea sxmuéxc naudo oyauwuea oaub xenaou. Mawvaymxku, CHK
mepmMuHan oOockuuuea oaub Kenaoueaw oOapkapop pugoxcianuui 6a "cymvui Oyipak” ea
KapamaukHune naudo oynuwu ounan mascugpnanaou. CbK mapkanuwu eunepmonusi 6a KaHoau
ouabem Kadu udiCmMuMouli axamusmeda 32a KACALIUKIap ounan maxkociamaou. LIy nyxmau
HazapoaH, cemoouanruzoarn ymaémean CBKnune oxupeu 6ockuuu Oynean Oemopirapuuue Xxaém
cugamunune Mypau Acuxamiapunu auukiauwt myxumoup. Ly cababnu, ouanuz oacmypuoau
ymaémean CBK bunan ogpuean bemopaapuune xaém cugamunu (HCUCMOHUL X0NaMu 8a NCUXONOSUK
canomamaue) ypeanuuL MyxXum axamusamed 22d.

Kanum cyznap: Cypyukanu Oyipax kxacaiiueu, aiMawimupuil mepanusci, 2emoOuan3
oacmypu, xaém cugamu.
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KAUYECTBO KW3HHU BOJbHBIX XPOHUYECKOM BOJIE3HBIO ITIOYEK HA V
CTAAUU TPUEMA ITPOI'PAMMHOI'O TEMOJIHUAJIN3A U BOSMOKHBIE ITYTHU
ET'O KOPPEKLIUA

Ymaposa 3.®@., ’Kymanaszapos C.b., 3apunos C.HU., Xaiinapos P.M.
Tawxenmckas Meouyunckas Axademus. Tawkenm, Y30exucman

Annomayusn. Xponuueckas 6onesnv nouex (XbIl) — cumnmomoxomniexc, 00ycio8ieHHbll
HeoOpamumou 2ubenvio HeppoHO8, NpedCmasiIAWULl COO0U NOCMOAHHO Npocpeccupyioujee
nopagiceHue  NoYeK, CEA3AHHOe C NOCMENEeHHbIM  YXyOuleHuem Ux  GblOeIUumenvHoOu U
KPOBOOUUCTUMENbHOU (DYHKYUU NPU NEPBUYHBIX UIU BMOPULHBIX XPOHULECKUX 3A00]1e8AHUAX NOYEK.
Ilamonocus nouex cpedu XpOHUUECKUX HEUHDEKYUOHHBIX 3a00Ne8AHUL 3AHUMAET 8AICHOE MECmO
U3-3a 3HAYUMENbHOU PACNPOCMPAHEHHOCMU, PEe3K020 CHUNCEHUSI KAYecmed OJHCU3HU, 6blCOKOU
CMEPMHOCIU U NPUBOOUM K  HeoOX00UMOCMU NPUMEHEHUsT 00PO2OCMOAWUX — MEMOO08
3amMecmumenbHOU mepanuu 6 MePMUHAILHOU CMAduu. ouaiu3 u mpaucnianmayus nouxu. Kax
uzeecmno, XbII xapakxmepuzyemcsi HeyKIOHHLIM NPOCPECCUPOBAHUEM C UCXOOOM 8 MEPMUHATLHYIO
CMAaouro U 603HUKHOBEHUEM 3ABUCUMOCIU O KUCKYCCMEEeHHOU noukuy. Pacnpocmpanennocmo XBIT
CONOCMABUMa ¢ MAKUMU COYUAIbHO 3HAYUMBIMU 3A00NIe8AHUAMU, KAK SUNEPMOHUYECKdsl O0e3Hb U
caxapHulil ouabem. B c6sa3u ¢ SMuUM 8aHCHOU YACMbIO ABIAEMCS GbIAGIEHUE PA3IUYHBIX ACNEKMO8
Kauecmea sicuzhu 601oHbix XBI1 6 mepmunanoHou cmaouu, Haxooswuxcs Ha cemoouanuze. [losmomy
npeocmaeisem unmepec U3y4ums Kawecmeo HCU3HU (uzuyeckoe coOCmosHue U NCUXOI02UYECKoe
300posbe) nayuenmos ¢ XbII, naxoosawuxcs Ha npoepamMmHOM OuaIu3ze.

Knwouesvie cnosa: Xponuueckas 6one3nb novex, 3amecmumenvhdas mepanus, npocpammHblil
2eMOOUANU3, KAYECMBO HCUSHU.

Relevance. Chronic kidney disease is a (CKD) suggest that the total number of patients
consequence of many kidney-related condi- in need of renal replacement therapy (RRT)
tions and is quite prevalent in medical practice. could range between 4.9 to 9 million individu-
The application of modern methods of detoxi- als. If these estimates hold true, at least 2.3 mil-
fication and replacement kidney therapy (he- lion patients lack the opportunity to timely ac-
modialysis, peritoneal dialysis) has increased cess RRT, inevitably leading to increased mor-
the life expectancy of patients with end-stage tality rates. The widest contribution to the
chronic kidney failure by an average of 10-12 prevalence of CKD, and consequently to the
ears, even without kidney transplantation. development of end-stage CKD (ESCKD),
However, despite therapy advancements, the comes from diabetes and hypertension. How-
prospect of lifelong dialysis treatment contin- ever, the provision of RRT to ESCKD patients
ues to be accompanied by numerous fears and currently relies less on the prevalence of under-
anxieties among patients facing this treatment. lying kidney disease causes and more on two
Among those diagnosed with uremia, there is other factors: the gross national income (GNI)
often a perception of dialysis as the end of life. per capita and the age of the population in a

Even when treatment is medically suc- specific country. Poverty is presumed to be the
cessful and life gains a real prospect, returning main barrier to accessing RRT. This is partic-
to a normal, fulfilling life can become a signif- ularly crucial as the expected number of indi-
icant psychological challenge for the patient. viduals receiving RRT globally by 2030 will

Inequality in the accessibility of renal increase to at least 5.4 million people, predom-
replacement therapy inantly from developing countries in Asia and

In 2010, worldwide, 2.6 million patients Africa with low GNI [1].
were undergoing dialysis treatment, of which CKD is increasingly recognized as a
93% were residents of high and middle-income global public health issue and a key determi-
countries. On the other hand, estimates based nant of adverse health outcomes. There is com-
on the prevalence of chronic kidney disease pelling evidence that the damage from unrec-
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ognized and untreated CKD is particularly sig-
nificant among vulnerable populations, i.e.,
those with insufficient financial resources, ra-
cial and ethnic minorities, indigenous peoples,
and individuals from socially disadvantaged
families. [4]

CKD in developing countries

Approximately 1.2 billion people world-
wide live in extreme poverty. Poverty nega-
tively impacts lifestyles, restricts access to
healthcare, amplifies the adverse effects of en-
vironmental factors, and each of these circum-
stances contributes to disparities in health con-
ditions [1].

In low-income countries, factors associ-
ated with poverty such as infectious diseases
related to poor sanitation, inadequate access to
clean drinking water, environmental pollution,
and high concentrations of disease carriers
continue to play a significant role in the devel-
opment of chronic kidney disease (CKD). De-
spite the increase in diabetic nephropathy inci-
dence, the primary causes of CKD in many
countries remain chronic glomerulonephritis
and interstitial nephritis. Mortality among he-
modialysis patients remains high, primarily
due to sepsis - 36.8%, and ischemic heart dis-
ease (IHD) - 26.3% [12]. The average age of
those who died from IHD was 62.8 ears, with
the majority (60%) having diabetes mellitus
and nearly one-third being tobacco smokers

[3].

The high mortality rate among dialysis
patients, including in developed countries, mo-
tivates the search for potential risk factors to
improve patient survival on dialysis. This pro-
vides an opportunity to tailor individual ap-
proaches to dialysis patients and utilize exist-
ing resources rationally, especially in resource-
limited settings. The study by E. Fleischmann
et al. [1] initially identified significantly higher
survival rates among dialysis patients with ex-
cess weight and obesity (body mass index,
BMI > 27.5 kg/m2) compared to those with
normal weight (BMI - 20-27.5 kg/m2) and low
body weight (BMI < 20 kg/m2). The data also
indicated that for each increase in BMI class,
the relative risk (RR) of mortality decreased by
10%. Additionally, overweight patients had
significantly lower hospitalization rates than
underweight patients [14]. Comorbid condi-
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tions may lead to exhaustion and negatively
impact the high mortality rate. However, this
does not explain why obesity is associated with
better survival among dialysis patients. It is
possible that increased body mass among dial-
ysis patients leads to improved survival regard-
less of the cause-and-effect pathways of its de-
velopment [7].

Among factors contributing to improved
survival in hemodialysis patients, residual kid-
ney function could be a favorable indicator
[10]. Patient survival was associated with dial-
ysis dose (Kt/V), dialysis frequency, and se-
rum albumin levels. For better survival, a dial-
ysis frequency of no less than three times per
week is recommended [9].

In order to reduce mortality rates, it is
necessary to assess and enhance the quality of
life in patients undergoing programmed hemo-
dialysis.

The term 'quality of life' (QOL) was first
introduced by D.R. Elkin in 1966 in the journal
‘Annals of Internal Medicine' while discussing
organ transplantation issues. In recent ears, the
issue of QOL in patients with CKD who are
candidates for kidney transplantation surgery
has become increasingly relevant [4].

CKD and various forms of renal replace-
ment therapy represent chronic stressful condi-
tions. The presence of this somatic pathology
imposes limitations on all aspects of patients'
lives. The QOL of patients undergoing mainte-
nance hemodialysis (HD) is significantly re-
duced compared to healthy individuals, pri-
marily due to fatigue and uncertainty about the
future.

Some authors suggest that patients un-
dergoing hemodialysis (HD) experience higher
levels of fatigue and reduced work capacity
[6]. Obi Y., Rhee C.M., Mathew A.T. et al.
demonstrated that they also exhibit lower lev-
els of physical activity, emotional functioning,
and a higher prevalence of pain syndrome [11].

Chronic hemodialysis (HD) treatment is
associated with constant somatogenic vital
threats and leads to significant changes in
physical, psychological, and social spheres.
Renal pathology in end-stage kidney failure,
while being a typical chronic condition, is
unique due to the specifics of treatment. It
could be said that a new "artificial' form of life
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is established, supported by the cleansing of
the patient's blood from toxic metabolic prod-
ucts during HD sessions. There are patients
whose life expectancy on dialysis exceeds their
life expectancy without it. However, being at-
tached to the "artificial kidney' machine, the ne-
cessity to spend extended periods during he-
modialysis sessions, restricted freedom of
movement, strict diet, the need to drastically
limit fluid intake, disability, lack of communi-
cation, changes in appearance — all these are
powerful psychotraumatic factors accompany-
ing HD treatment [9]. When conducting thera-
peutic and rehabilitation work with such pa-
tients, it is essential to consider the specifics of
their quality of life (QOL). Domestic research
on QOL issues in patients with chronic kidney
disease (CKD) is limited. Although there is a
considerable number of foreign publications
dedicated to the QOL of HD patients, several
questions remain unresolved [8]. Specifically,
specialized literature lacks studies on the QOL
of CKD patients. There is limited information
on the impact of general somatic pathology on
individual components of dental indicators of
QOL. This will help form an understanding of
the most problematic areas in a patient's life,
which could serve as targets for psychocorrec-
tional interventions. Having information on
QOL of the patient is relevant not only for clin-
ical psychologists or psychiatrists but also for
the treating nephrologist [11].

The introduction of the Quality of Life
(QOL) category into medical practice has been
a kind of revolution, allowing changes in the
traditional model of healthcare delivery and
the ensuing paternalistic 'doctor-patient' rela-
tionship. Questionnaires assessing patient sat-
isfaction in various life spheres enable the
identification of areas needing improvement in
healthcare quality. Consequently, the provi-
sion of medical services can be optimized
through patient-directed planning and evalua-
tion of their effectiveness. Moreover, it is ex-
pressed that patient assessment is equally im-
portant and legitimate as the assessment by the
physician. Monitoring the QOL of a patient
during treatment contributes to improving the
dialogue between the patient and the treating
physician through feedback. The physician
gains insights into the patient's overall satisfac-
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tion with life and specific areas of dissatisfac-
tion, leading to the patient feeling heard and
considered when therapy is prescribed. Addi-
tionally, assessing a patient's QOL using ques-
tionnaires may reveal circumstances in the pa-
tient's life that neither the physician nor the pa-
tient had noticed before.

At present, modern renal replacement
therapy (RRT) has resulted in reduced mortal-
ity among patients with Chronic Kidney Dis-
ease (CKD) [3]. The quality of life (QOL) of
these patients has gained significant im-
portance. Patients undergoing hemodialysis
(HD) are dependent on the dialysis procedure,
medical equipment, staff, dietary restrictions,
fluid intake, medication, and often suffer from
loss of mobility, unemployment, and sexual
dysfunction. Additional stress factors related
to the treatment specifics include constant de-
pendence on equipment, the need for vascular
access formation, often noticeable to others
[1]. In most studies, QOL in HD patients has
been confirmed to be dependent on the dura-
tion of dialysis, but there are variations regard-
ing the specific durations where QOL indica-
tors were at their lowest or showed improve-
ment [2-6]. A significant decline in values was
observed after a dialysis duration of more than
10 ears. The physical component scales de-
creased after a dialysis duration of over 6 ears,
attributed to intensified factors such as uremic
osteodystrophy, myocardial remodeling, and
complications related to fistula, etc. According
to Russian authors, QOL levels increase up to
5 ears of dialysis therapy, followed by a grad-
ual, sometimes substantial decline in both
physical and mental components [2].

The aim of the research: To study the
Quiality of Life (QOL) in patients with Stage V
Chronic Kidney Disease (CKD) undergoing
programmed hemodialysis.

Materials and methods of the study.

The study included 60 patients with
Stage V Chronic Kidney Disease (CKD), spe-
cifically chronic pyelonephritis and chronic
glomerulonephritis, undergoing hemodialysis
(HD) treatment at the Republican Specialized
Scientific and Practical Medical Center for
Nephrology and Kidney Transplantation be-
tween December 2019 and September 2021.
The participants were aged between 32 and 65
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ears, comprising 37 males and 23 females. The
causes of CKD Stage 5 were chronic glomeru-
lonephritis in 73.3% and diabetes mellitus in
26.7%. The duration of hemodialysis was as
follows: up to 1 ear - 12 patients, 2-8 ears - 30
patients, more than 8 ears - 18 patients.

The quality of life of the patients was as-
sessed using the SF-36 questionnaire (Appen-
dix 1). The questionnaire consists of 36 items
grouped into 8 scales. Scales 1 to 4 reflect the
physical health status, while scales 5 to 8 rep-
resent key indicators of mental health. Scores
for each scale range from 0 to 100, with higher
scores indicating better assessments within the
chosen scale."

Quantitative assessment includes the
following indicators:

1. Physical Functioning (PF): Reflects
an individual's ability to perform physical ac-
tivities during their usual daily routine.

2. Role-Physical Functioning (RP): As-
sesses a person's physical ability to perform
their professional or household tasks.

3. Bodily Pain (BP): Measures the inten-
sity of physical pain and its impact on daily ac-
tivities.

4. General Health (GH): Subjective
evaluation of an individual's overall health sta-
tus.

5. Vitality (VT): Subjective assessment
of mood, energy, and life force.

6. Social Functioning (SF): Evaluates
emotional and physical ability to interact with
others.

7. Role-Emotional Functioning (RE):
Assesses an individual's emotional ability to
perform professional or household tasks.

8. Mental Health (MH): Represents
overall positive emotions, mood, and presence
of depression.

Research findings and their discussion

Parameters HD up to 1 ear | HD 2-8 ears old | HD over 8 ears old
(n=12) (n=230) (n=18)

1. Physical Functioning (PF) 45,6+/-18,0 51,9+/-28,6 52,8+/-24,6
2. Role-Physical Functioning (RP) 4,6+/-15,1 20,4+/-34,4 28,7+/-34,1
3. Bodily Pain (BP) 56,1+/-17,8 55,4+/-25,0 48,1+/-26,4
4. General Health (GH) 37,7+/-11,0 34,0+/-19,0 36,4+/-17,8
5. Vitality (VT) 49,6+/-17,6 44 3+/-21,6 41,4+/-22,1
6. Social Functioning (SF) 58,8+/-23,6 62,3+/-24,7 56,4+/-25,0
7. Role-Emotional (RE) 12,1+/-30,8 38,4+/-42 .6 19,4+/-35,3
8. Mental Health (MH) 54,4+/-14,3 56,0+/-21,9 53,9+/-22,1

Parameters Female, n=84 Male, n=61
1. Physical Functioning (PF) 44,9+/-26,8 50,3+/-25,2
2. Role-Physical Functioning (RP)
3. Bodily Pain (BP) 50,4+/-26,2 50,3+/-24,7
4. General Health (GH) 45,8+/-13,3 32,0+/-24,8**
5. Vitality (VT) 43,8+/-20,6 44,1+/-19,4
6. Social Functioning (SF) 58,3+/-23,5 65,3+/-27,2*
7. Role-Emotional (RE) 34,2+/-44,3 29,4+/-38,1
8. Mental Health (MH) 57,3+/-22,2 55,9+/-21,0

Conclusions:

The most significant decrease occurs in
the 'Physical Functioning' and 'Emotional Role
Functioning’ scales.

This can be explained by the severe
physical and emotional condition of the pa-
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tients, which limits their ability to carry out
daily activities.

In our study, a sharp decline in quality of
life (QOL) was observed among patients un-
dergoing dialysis for up to 1 ear. This fact, in
our opinion and that of several authors, is due
to a drastic lifestyle change: dependence on di-
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alysis procedures, medical equipment, person-
nel, dietary restrictions, loss of employment,
and freedom of movement. Subsequently, the
mental component of the scales increased up to
5 ears of dialysis therapy. This is likely associ-
ated with psychological adaptation to this type
of therapy. However, after a duration of more
than 5 ears, a significant decrease in values was
noted.
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