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ABSTRACT

Aim and objectives: This study is aimed at assessing the psychologta#iis of patients
with CKD undergoing haemodialysis.

Method: 52 consenting adult patients with CKD undergoingntesmance Haemodialysis
were included to assess their psychological statuscompared with 57 physically fit
individuals to serve as controls. General healtBstjannaire (GHQ28 designed by Dr
David Goldberg) was administered to the patientd aontrols. Scores of 1-3 were
considered as “no psychological disturbance”; scaoife four is considered as
“indeterminate” while scores of five and above aomsidered as “positive evidence of
psychological disturbance”. Patients’ demographatadwere compared with controls.
Serum samples were taken from the patients fortrelgtes, urea, creatinine, calcium,
phosphate, total protein albumin and virology. &tsnography was also done on all the
patients.

Results; 52 patients aged between 14 and 75yrs with a méat35.29+14.17 and 57
controls aged 15 to 75 with meantSD of 32.46+13v&e studied. There is no
significant difference in the ages of the patieantd controls (p=0.79). They comprise of
41 males and 11 females, and 45 males and 12 feraaleng patients and controls.
There is no significant difference in the sex dsttion of the study groups (p=0.99).
Majority of both patients and the control groups amarried and have attained degree
with no significant difference in the marital statand highest educational status attained
(p=0.23 and p=1.72 respectively). Majority of thatipnts (17) and controls (20) were
professionals with no significant difference in theeupation (p=0.70)

We have found a significant difference in the ptemee of psychological disturbance in
the study groups with more among the patients tioautrols (p=0.03).

Conclusion and recommendation; Psychological disturbance is common among CKD
patients undergoing haemodialysis compared to olentThe reason for this finding

needs to be investigated.



INTRODUCTION

Psychosocial issues are an understudied yet impoctancern in the overall health of
hemodialysis (HD) patients. Stress is a concomitdrdhronic illness and its treatment,
and may have meaningful influences on psychologindlmedical outcomés

Patients with end-stage renal disease (ESRD) hawey to adapt to a chronic physical
illness and the necessity in many cases of copitiy dependence on a dialysis machine
to stay alive. Adjustment in cognitive, emotion@dabehavioral terms is required by
patients and their familiésThe period of adjustment occurs over weeks andthsoand
may be likened to a grief reaction with depressymptoms sometimes developing as
part of this proce§sSome may exhibit denial habits which might leadiiscontinuation
of therapy.

Quality of life (QoL) in end-stage renal diseasSRD) patients is threatened by multiple
biological and psychosocial stresses and has tirerdfecome a focus of attention in
evaluating dialysfs®® ESRD patients experience severe disruptionsfestiile, such as
limitations in physical activity and social lifen@ many will encounter difficulties in
coping with their disease and the uncertainty @irtiuturé”’. Several studies have
reported limited QoL in both haemodialysiand peritoneal dialysis patiefifs Also,
depression is a common psychiatric complicatioB®RD patients, with a strong impact
on Qol% Moreover, a complex interaction between depressi@olL, compliance and

survival is observed in this high-risk populafioh*:

MATERIALSAND METHODS

In this prospective study of incident kidney fadumpatients who presented for
hemodialysis treatment at University of Maidugueathing Hospital we included 52
consenting adult patients to assess their psyclualogtatus and compared with 57
physically fit individuals to serve as controls.ilrsity Teaching Hospital in Maiduguri

is the largest tertiary health center with the bgjgdialysis facility capable of dialyzing

20 patients a day in the North East of Nigeria veitime patients traveling for up to 500
kilometers to reach the center for treatment. Olwslyp we saw only a fraction of the

number of patients that required dialysis treatmeainly because of financial and



transportation constraints. The members of theyspagpulation had clinical assessment
in which the demographic data was obtained and eoedpwith controls. All of the
patients were Black African Nigerians from the was indigenous tribes of the North
east and the rest of Nigeria. General health quastire (GHQ28 designed by Dr David
Goldberg) was administered to the patients androlantScores of 1-3 were considered
as “no psychological disturbance”, score of 4 issidered as “indeterminate” while
scores of 5 and above are considered as “poskider’ce of psychological disturbance”.
Serum samples were taken from the patients fortrelgtes, urea, creatinine, calcium
phosphate, total protein albumin and virology. &tsnography was also done on all the
patients. We evaluated the patients by biochemestk including serum sodium, urea
and creatinine measurements and by ultrasonogragdsessment of the kidneys. We
included all the patients who had creatinine cleeearesults that were less than
15ml/min and had evidence of chronicity such asisken kidneys on ultrasonography

and the absence of reversible renal impairment.

Statistical Analysis. Descriptive analysis was used to present the dathi® study as
means and percentages. Groups were compared tsirght square test and p — values

less than 0.05 were considered significant.

RESULTS

Fifty two patients with ESRD undergoing haemodiayasged between 15 and 74 years
with mean+SD of 35.29+14.17 were analyzed in thigly This was compared with 57
controls aged between 15 and 75 years with meanaSER.29+13.82. We found no
significant difference in the ages in the studyugrcand controls (P=0.79). This is
illustrated in table 1.

All the cases had ultrasonographic evidence of Gi§Dshown by bilaterally shrunken
kidneys.

There were 41 males and 11 females among the easkd45 males and 12 among the
controls with no significant difference in the sek the cases and controls studied
(P=0.99).



Table 2 showed that 22 cases were married, 29 wiegte and 1 was divorced as
opposed to controls where 32 were married, 25 wieigie and none divorced. We found
no significant difference in the marital status agpocases and controls (P=0.23).

Majority of the cases and controls in this study liegree as the highest educational
status attained (16 versus 20). This is followeddiptoma/NCE (14 versus 15), then
secondary (9 versus 17), non-formal (9 versus 3inagy (2 each) and finally
postgraduate (2 versus 0). We found no significhifiérence in the highest educational
status attained (P=1.72) as illustrated in table 3.

It could be seen from the results of this studyt thajority of the cases (i.e. 17) were
professionals while 20 among controls were protesds. 16 among cases and 22 among
controls were unemployed. 15 among cases were iledsversus 12 among controls,
while 4 among cases were artisans while 3 amongralerwere artisans. There is no
significant difference in the occupation of the essand controls (P=0.70). This is
illustrated in table 4.

Eighteen among cases had psychological disturbascgpposed to 7 among controls,
while 3 among cases were indeterminate as oppasetbrie among controls. Thirty
among cases had no psychological disturbance andarbOng controls had no
psychological disturbance (Table 5). There is sigamt difference in the prevalence of
psychological disturbance among cases and cor{fei3.03).

We analyzed and found out that 8 out of 52 casdssigmptoms suggestive of severe
depression while 2 out of 57 controls had severpredsion (Table 6). There is
statistically significant difference in the prevade of depression between cases and
controls (P=0.032).



Table 1. Agerange of study group

Agerange Numbers of study group Total
Cases (n) Controls (n)
10-19 5 10 15
20-29 13 17 30
30-39 18 19 37
40-49 10
50-59
60-69
70-79 1
Total 52 57 109
P=0.79
Table 2: Marital status of study group
Marital status Number of study group Total
Cases (n) Controls (n)
Single 22 32 54
Married 29 25 54
Widowed 1 0 1
Total 52 57 109
P=0.23
Table 3. Highest educational status attained
Highest educational status Number of study group Total
Cases Controls
Primary 2 2 4
Secondary 9 17 26
Diploma/NCE 14 15 29
Degree 16 20 36
Postgraduate 2
Non-formal 9 12
Total 52 57 109
P=1.72




Table 4. Occupation of study group

Occupation Number of study group Total
Cases Controls
Professionals 17 20 37
Semiskilled 15 12 27
Artisans 4 3 7
Unemployed 16 22 38
Total 52 57 109
P=0.70
Table 5. Psychiatric assessment of study group
Psychiatric assessment Number of study group Total
Cases Controls
Scores 1-3 30 50 80
Score 4 3 3
Scores 5 and above 18 25
Rejected 1 1
Total 52 57 109
P=0.03
Table 6: Prevalence of sever e depression among study group
Diagnosis Number of group study Total
Cases Controls
Severe depression 8 2 10
No depression 44 55 99
Total 52 57 109

P=0.032




DISCUSSION

In this study we have found out that there is Ipgtvalence of psychological disturbance
among patients with ESRD (confirmed by bilateralshrunken kidneys on
ultrasonography) undergoing haemodialysis when @weth with controls, having
controlled for age, sex, marital status, highestcational qualification attained and
occupation. This statistically significant higheeyalence of psychological disturbance
as compared to controls (P=0.03) and statisticdgificant higher prevalence of severe
depression as compared to controls (P=0.032) hers teported by previous studies®
Although multiple reasons had been given to supihate facts, a factor that is common
to all the studies is chronicity of the illness atgdtreatment. In our study, we observed
no statistically significant difference in the agex, marital status, highest educational
gualification attained and occupation of cases wtwmnpared to controls. This may be a
pointer to the fact that social status may not @egnificant role in the prevalence of
psychological disturbance and severe depressioouinpatients as reported by other

authors® 1°

LIMITATION OF THE STUDY

GHQ28 was the instrument used to assess featurssvefe depression in this study,
although GHQ28 is only helpful in screening for geat emotional distress but should
not be used as a sole criterion for diagnosis. Mbiegnostic depression scales like
Beck’s depression inventory, Hamilton rating sdaledepression, etc may be needed to
diagnose severe depressiori

CONCLUSIONSAND RECOMMENDATION

Psychological disturbance is a common finding irigess with ESRD undergoing
haemodialysis with statistically significant numiteving features of severe depression.
Nephrologist should always review the psychologistdtus of ESRD patients on
haemodialysis. Additionally nephrologist should eale all patients with a view to

counter the psychological disturbance experiengedatients with ESRD.
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