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Patients on dialysis require caregiving and assistance in their daily lives from family members and/or others for hospital visitation and supervised administration. This places a considerable burden on caregivers, which can in turn influence caregivers' quality of life (QOL). We recruited dialysis patients and their caregivers to elucidate how the QOL of patients relates to that of their caregivers'. Patients completed the EuroQol 5-Dimension scale (EQ-5D) and Kidney Disease Quality of Life-Short Form. Caregivers completed the EQ-5D and Medical Outcomes Study 36-Item Short-Form Health Survey (SF-36). We calculated utility index values for the EQ-5D, and physical, mental (MCS), and role-social component summary scores for the SF-36. Compared to national norms, the caregivers of dialysis patients tended to have poor physical health-related QOL but normal mental health-related QOL, as also found with patients. The multivariate analysis revealed that ≥ median dialysis period and ≥ average burden of kidney disease were significantly related to caregiver MCS score (odds ratios; 6.79 and 9.89, respectively). Caregivers tended to have lower physical health-related QOL if their patients had high social QOL, and lower mental health-related QOL during the early stage of the patient's dialysis treatment, and when patients experienced low disease-targeted QOL.
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INTRODUCTION

A large number of persons undergo dialysis treatment: the estimate worldwide was 1.4 million in 2001 (World Health Organization, 2001; Moeller et al., 2002) and 2.6 million in 2010 (Liyanage et al., 2015). In the United States the estimate was 680,000 in 2014 (United States Renal Data System, 2016), and in Japan, over 300,000 in 2011 (The Japanese Society for Dialysis Therapy, 2016). Dialysis requires frequent hospital visits and places restrictions on daily life. As such, these patients often require care and assistance from caregivers. When patients and caregivers are considered together, this reflects a considerable proportion of the population who are involved in the dialysis treatment process.

Dialysis imposes a considerable burden on patients, with hospital visits two or three times per week, and each visit lasting 3–6 h. Dialysis patients have been reported as having low quality of life (QOL) (Yoshiya et al., 2001). Although patients' mental health QOL has been reported to be similar to that of the general population, QOL regarding physical aspects is remarkably low (Erez et al., 2016; Raspovic et al., 2017). Dialysis treatment is a long-term requirement, and family members and/or other caregivers are indispensable for successful continued treatment. However, providing care to dialysis patients is a major burden for caregivers (Belasco and Sesso, 2002; Rioux et al., 2012), who are also reported to have low QOL in certain domains (Belasco and Sesso, 2002; Belasco et al., 2006; Rioux et al., 2012; Santos et al., 2017). Currently, no findings exist regarding the effects, if any, of dialysis patients' QOL on the QOL of their caregivers. Clarification of these effects is essential in ensuring that treatment and care considers not only patients, but also their caregivers. Therefore, in this study we surveyed the QOL of dialysis patients and their caregivers, and conducted multivariate logistic regression analysis to determine the relationship between the two.

METHODS

Research Outlines

QOL questionnaires used in this study were the EuroQol 5-Dimension scale (EQ-5D) (Nishimura et al., 1998), the Medical Outcomes Study 36-Item Short-Form Health Survey v2 (SF-36) (Fukuhara et al., 1998a,b), and the Kidney Disease Quality of Life Short Form version 1.3 (KDQOL-SF) (Green et al., 2001). Both dialysis patients and their caregivers completed EQ-5D to allow for comprehensive measurement of QOL. Caregivers also completed SF-36, a health-profile scale for the comprehensive measurement of QOL, while dialysis patients completed the KDQOL-SF, which is a disease-specific scale and also incorporates the SF-36. As QOL indices, utility values were calculated for the EQ-5D, while for SF-36 and the KDQOL-SF, summary scores were calculated [i.e., the physical component summary (PCS), mental component summary (MCS), and role-social component summary (RCS)]. For stratification of patient attributes, patient QOL, caregiver attributes, and caregiver QOL, analysis was performed on the basis of a set criteria (Table 1).


Table 1. Categorizations of patient attributes, patient QOL (quality of life), caregiver attributes, and caregiver QOL.
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Study Design

This was a prospective cross-sectional study using a self-administered questionnaire. Completion of the questionnaire took approximately 10 min and was thus quick and easy for responders to complete.

Participants

Participants included were 84 pairs of patients receiving dialysis treatment at Secomedic Hospital or Chiba Central Medical Center from June 1 to December 31, 2015, and their caregivers. Patients without caregivers were not included in the study. We asked the patients and their caregivers to participate when they came to the hospitals for dialysis. Patients answered the questionnaire during dialysis, and caregivers answered the questionnaire either during the patient dialysis or at home. Registration of use of EQ-5D (Nishimura et al., 1998), SF-36 (Fukuhara et al., 1998a,b), and KDQOL-SF (Green et al., 2001) was performed prior to study implementation. EQ-5D and SF-36 are used in numerous countries. For SF-36, national standard values (national norms) are published for each country, enabling determinations as to whether a QOL score is higher or lower than the relevant national norm.

Measures

The survey assessed the following: patient attributes, patient QOL, caregiver attributes, and caregiver QOL.

Patients

For patient attributes, we surveyed age, gender, education, and dialysis period. For patient QOL, we used the EQ-5D and the KDQOL-SF.

The EQ-5D is a comprehensive scale that provides a single index value for health status and can be used in health surveys of the general population. The Japanese language version was used in this study. It comprises five dimensions and a visual analog scale (VAS). The five dimensions are mobility, self-care, usual activities, pain/discomfort, and anxiety/depression, each of which are rated on three levels of severity: no problems (level 1), some problems (level 2), and extreme problems (level 3). The EQ-5D index calculator is used to convert the combined scores for each dimension into an overall utility index value with a maximum of 1.000. The VAS evaluates respondents' self-rated health on a vertical scale of 0 to 100 with increments of 10. A score of 0 indicates the worse imaginable health state and a score of 100 indicates the best.

In contrast, the KDQOL-SF measures QOL as affected by kidney disease, rather than overall QOL. It comprises three scales: a kidney disease-targeted scale, non-health-related QOL scale, and generic health-related QOL scale. The kidney disease-targeted scale comprises 40 items arranged in eight subscales: symptoms/problems, effects of kidney disease, burden of kidney disease, work status, cognitive function, quality of social interaction, sexual function, and sleep. The non-health-related QOL scale consists of four items grouped into three subscales: social support, dialysis staff encouragement, and patient satisfaction. All items are rated on a 0–100 scale. Finally, the generic health-related QOL scale contains 36 items that can be categorized into eight subscales: physical functioning, role limitations due to physical health (role-physical), bodily pain, general health, vitality, social functioning, role limitations due to emotional problems (role-emotional), and mental health. The subscale scores range from 0 to 100. Using these subscale scores, norm-based scoring (NBS) can be performed using the national average as the reference. The scores can also be used to calculate three summary scores: PCS, MCS, and RCS. The NBS and summary scores can be converted into population norms based on a mean of 50 and a standard deviation of 10. In general, there are two types of summary scores, with the first consisting of two components (PCS and MCS), and the second consisting of three components (PCS, MCS, and RCS). RCS scores are calculated from three subscales, role-physical, mental health and social functioning. The two-component calculation reflects the factor structure common to Europe and North America, while the three component calculation reflects the factor structure common to Asian countries, including Japan (Fukuhara and Suzukamo, 2015).

Caregivers

For caregiver attributes, we surveyed only age, gender, and education. For caregiver QOL, we used the EQ-5D and the SF-36. The SF-36 has the same structure and scoring procedure as the generic health-related QOL scale of the KDQOL-SF.

Data Analysis

Table 1 shows the criteria used for stratification of patient attributes, patient QOL, caregiver attributes, and caregiver QOL. With these criteria, for utility values, persons at or above the national norm (mean value for Japanese persons, i.e., 50) were defined as the high-QOL group, while those below the national norm were the low-QOL group. As for PCS, MCS, and RCS, persons at or above the national norm were defined as the high-QOL group, while those below the national norm were the low-QOL group. The national norm score for utility was 0.877 (Fujikawa et al., 2011) as obtained by Fujikawa et al. in their survey of the general population of Japan. Further, inasmuch as EQ-5D and SF-36 are both scales for comprehensive QOL measurement, when using utility in the analysis, there is no use of PCS, MCS, or RCS; when using PCS, MCS, and RCS in the analysis, utility is not used.

Statistics

We subjected the stratified data to univariate analysis using Fisher's exact test. We then performed a multivariate logistic regression analysis, including factors that exhibited significance in the univariate analysis at P < 0.20 as independent variables, and defining caregiver QOL as the dependent variable. All models were confirmed by adding, in serial order, independent variables beginning with items whose P values were lowest in the univariate analysis. We set the significance threshold at P < 0.05. The statistical software used was SPSS Statistics 24.

Ethical Considerations

This study was conducted in accordance with the Declaration of Helsinki and the Ethical Guidelines on Biomedical Research Involving Human Subjects. The study was approved by the ethics committees of Gifu Pharmaceutical University (H27-13), Secomedic Hospital (SM2015-27-2), and Chiba Central Medical Center (H27-K2). The patients and their caregivers were given sufficient explanation of the study in writing, and provided written informed consent to participate.

RESULTS

Response Rate and Effective Response Rate

Of the 84 patient–caregiver pairs surveyed, 51 pairs responded (response rate: 60.7%). The effective response rate was 100%.

Patient and Caregiver Attributes

Table 2 shows the results regarding patient and caregiver attributes. The average patient age was 67.7 ± 12.1 (mean±standard deviation), 15 were women (29.4%), and 16 had graduated from college, university, or graduate school (31.4%). The median dialysis period was 85 months. For the caregivers, the average age was 64.5 ± 12.3, 38 were women (74.5%), and 18 had graduated from college, university, or graduate school (35.3%). In terms of carer-patient relationship, 41 pairs (80.4%) were either husband or wife, or an unmarried couple.


Table 2. Patient attributes and caregiver attributes.
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Patient QOL and Caregiver QOL

Patient QOL

Table 3 shows the descriptive statistics for patients' EQ-5D scores and KDQOL-SF summary scores. The response rate for “no problems” (level 1 of severity) was highest (94.1%) for self-care, and lowest (51.0%) for pain/discomfort. The mean patient utility index value was 0.779 ± 0.193 and the average visual analog scale (VAS) health rating was 67.3 ± 19.3.


Table 3. Patient EQ-5D scores and patient KDQOL-SF scores.
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KDQOL-SF summary scores for PCS and RCS (34.2±15.4 and 45.1 ± 17.0, respectively) were below the national norm (50), while the MCS score (58.5 ± 9.7) was above it (Table 3B). For the kidney disease-targeted and non-health-related QOL scales, there were high scores for cognitive function and social interaction (91.2 ± 15.1 and 92.7 ± 14.8, respectively), and low scores for burden of kidney disease (43.3 ± 21.8). We excluded the “sexual function” domain from the analysis because it contained a large amount of missing data.

Caregiver QOL

Table 4 shows the results for caregivers' EQ-5D scores and SF-36 scores. In the EQ-5D scores, of all the domains, self-care had the highest rate of “no problems” (level 1) responses (96.1%), while the pain/discomfort domain had the lowest rate (70.6%). The average caregiver utility index value was 0.873 ± 0.160 and the average VAS health rating was 72.9 ± 18.3.


Table 4. Caregiver EQ-5D scores and caregiver SF-36 scores.
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In the SF-36 scores, the domains of physical functioning (42.1 ± 16.4), role-physical (47.3 ± 12.4), and general health (47.9 ± 9.0) had average scores lower than the norm, while mental health (52.3 ± 10.0) was close to the national average. The caregiver PCS scores (42.2 ± 13.8) were below the national norm, while caregiver MCS scores (52.8 ± 8.3) and caregiver RCS scores (51.2 ± 11.7) were close to the national norm.

Univariate Analysis

Table 5 shows the results of univariate analyses for patient attributes, patient QOL, caregiver attributes and caregiver QOL. For the caregiver utility index value, symptoms/problems (P = 0.042), and social support were significantly related (P = 0.042). For caregiver PCS, only patient RCS (P = 0.046) was significantly related. For caregiver MCS, burden of kidney disease (P = 0.016) was significantly related.


Table 5. Results of univariate analysis of caregiver QOL.
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Multivariate Analysis

Figure 1A shows the results for the multivariate analysis with caregiver utility index value as the dependent variable and patient utility index value, symptoms/problems, quality of social interaction, social support, and caregiver gender as independent variables, all of which were significant in the univariate analysis at P < 0.20. However, none of these variables proved significant in the multivariate analysis.
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FIGURE 1. Results of multivariate analysis of caregivers' quality of life (QOL). (A) Caregiver utility index value. (B) Caregiver physical component summary (PCS) score. (C) Caregiver mental component summary (MCS) score. (D) Caregiver role-social component summary (RCS) score. CI, confidence interval; MCS, mental component summary; OR, odds ratio; PCS, physical component summary; RCS, role-social component summary, *P < 0.05.



Figure 1B shows the results for caregiver PCS, and the independent variables of patient RCS and caregiver education, both of which proved significant in the univariate analysis at P < 0.20. Neither variable was significant in this analysis. Figure 1C shows the results for the multivariate analysis for caregiver MCS as the dependent variable, and dialysis period, effects of kidney disease, burden of kidney disease, cognitive function, quality of social interaction, and social support as the independent variables. The results showed that having a dialysis period greater than the median (odds ratio [OR] = 6.79; 95% confidence interval [CI] = 1.27–36.3; P = 0.025) and a burden of kidney disease greater than the mean (OR = 9.89; 95% CI = 1.21–81.0; P = 0.033) were significantly related to caregivers' MCS score. Figure 1D shows the results for caregiver RCS, and the independent variables of patient age and dialysis staff encouragement, both of which proved significant in the univariate analysis at P < 0.20. Neither variable was significant in this analysis.

DISCUSSION

Caregivers of patients on dialysis face a heavy burden (Belasco and Sesso, 2002; Belasco et al., 2006; Rioux et al., 2012; Santos et al., 2017), and minimizing this burden is essential for ensuring that patients can continue treatment in the long term. We measured the QOL of dialysis patients and their caregivers using the EQ-5D, KDQOL-SF, and SF-36, and analyzed the potential relationships between patient and caregiver QOL.

Regarding the patients' EQ-5D results, many patients reported having no problems with self-care, while only a few reported having no problems with pain/discomfort. Thus, although dialysis patients are generally able to care for themselves they continue to struggle with pain and discomfort. The utility index value we obtained was close to the value (0.754) (Katayama et al., 2014) obtained by Katayama et al. but lower than the value (0.877) (Fujikawa et al., 2011) obtained in Fujikawa et al. (2011) survey of the general population.

Regarding patients' KDQOL-SF results, patients had lowest scores for the burden of kidney disease subscale. They also had PCS scores below the national norm. This suggests that dialysis patients experience a heavy burden associated with kidney disease, and have poor physical health-related QOL in general. In contrast, the patient score for MCS was above the national norm, suggesting that they have good mental-health-related QOL. Our findings are consistent with previous studies which have similarly reported that patients with kidney disease have scores below the national standards for burden of kidney disease and PCS, but scores close to national norms for patient MCS (Mazairac et al., 2012; Erez et al., 2016). However, prior research has reported that many dialysis patients suffer depression. Depression constitutes a portion of the mental-health QOL items, depending on the extent of depressive symptoms (Palmer et al., 2013), yet depression does not necessarily entail low patient MCS. While prior reports have found values for patient MCS that are close to the national norm (Mazairac et al., 2012; Erez et al., 2016), in our study, patient MCS was higher, which may be a finding specific to the Japanese sample.

For the EQ-5D results for the caregivers, many reported having no problems with self-care, while only few reported having no problems with pain/discomfort. This finding parallels that for the patients, and suggests that caregivers can care for themselves but tend to struggle with pain and discomfort. Furthermore, the utility index value was close to the reported value (Fujikawa et al., 2011) for the general population in Japan (Fujikawa et al., 2011). Thus, the QOL of caregivers of dialysis patients does not substantially differ from that of the general population.

According to the SF-36 results, caregivers had a score for PCS below the national norm, and a score for MCS which was close to the national norm. These findings suggest that the caregivers of dialysis patients tend to have poor physical health-related QOL but normal mental health-related QOL, as found with patients. Unlike MCS and RCS, PCS begins to decline when a person exceeds age 60 years (Fukuhara and Suzukamo, 2015); yet one cannot conclude from our study results that the physical QOL of dialysis patient caregivers was low. Prior research has reported low scores for caregivers in terms of the role-physical, vitality, and mental health scales for SF-36 (Belasco and Sesso, 2002). Our study differs from prior studies in that caregiver scores for role-physical, vitality, and mental health were close to the national norms.

The results of the multivariate analysis for caregiver utility index value showed that patient attributes, patient QOL, and caregiver attributes were not significantly related to this value. One possible reason for this finding is that the EQ-5D scale has poor sensitivity, owing to its having only three severity levels.

We found that caregivers whose patients had been on dialysis for a long time tended to have higher MCS scores than the general population. One potential reason is that caregivers likely grow accustomed to the patient's dialysis treatment and daily care needs as the treatment period increases. Thus, while caregivers might initially struggle to come to terms with managing patients' treatment, potentially experiencing anxiety and other mental health issues, they may adapt over time. It is also possible that, compared to other diseases, dialysis patients and their caregivers are aware that recovery may also follow from the option of kidney transplant, and so maintain an optimistic outlook. Caregivers whose patients had higher scores for the burden of kidney disease had significantly higher caregiver MCS scores. We found that a low burden of kidney disease entailed a higher mental health QOL of caregivers compared with the general population.

In the multivariate analysis of caregiver PCS and RCS, we found that none of the patient attributes, patient QOL, or caregiver attribute variables were significantly related to caregiver PCS and RCS. This suggests that a high (or low) patient QOL may not impact on the physical and social activities of their caregivers.

In a study of Parkinson's patients and their caregivers, Corallo et al. (2017) found that patient QOL was correlated with caregiver burden (Corallo et al., 2017). Similarly, Borges et al. (2017) reported that caregivers of cancer patients had a greater caregiver burden if patients in their care had low QOL (Borges et al., 2017). Caregiver burden has also been shown to be negatively correlated with the QOL of patients with dementia (Srivastava et al., 2016). However, there are no prior reports on the relationship between dialysis patients' attributes or QOL and the QOL of their caregivers, which was the focus of the current study.

The limitations of this study include the fact that all the dialysis patients we analyzed were on hemodialysis; none were on peritoneal dialysis. The study sample was also small and limited to a specific locality. There are no data on other caregivers' attributes such as caregiver occupation. With regard to the sexual function scale which forms parts of KDQOL-SF, there were many missing data values and so this was excluded from analysis. When the Japanese-language version of KDQOL-SF was under development, there were also many missing data values in surveys of Japanese participants for the sexual function scale, making it difficult to validate (Fukuhara and Suzukamo, 2015). Since each scale is mutually independent, there are no confounding factors or mediators among any of the scales, and inasmuch as sexual acts are not as frequent among Japanese compared with some other countries, it is known that Japanese persons do not place importance on sexual acts in their daily lives (The 2005 Durex Global Sex Survey, 2005). It was thus thought that this specific scale was not of key interest to our current analyses.

CONCLUSION

The present study found, that in comparison to the general population, the social QOL of patients was higher, and the physical QOL of their caregivers was lower. Mental health QOL in the early stage of dialysis was lower for patients, and patients experienced a large burden (low QOL) due to their kidney disease; further, the mental health QOL of caregivers was also lower. These results imply that it is possible to improve caregivers' QOL by providing dialysis treatment and care in a way that involves particularly supporting caregivers of socially active patients and those patients who have only recently commenced dialysis treatment (as these caregivers would not yet be accustomed to the treatment), as well as mitigating the burden caused by kidney disease on patients themselves.

AUTHOR CONTRIBUTIONS

All authors contributed to the study design. All authors participated in collecting and interpreting the data. HN, IS, ToT analyzed data and drafted the manuscript. ToT confirmed the analyzed data and revised the manuscript. All authors reviewed and approved the final manuscript.

REFERENCES

 Belasco, A., Barbosa, D., Bettencourt, A. R., Diccini, S., and Sesso, R. (2006). Quality of life of family caregivers of elderly patients on hemodialysis and peritoneal dialysis. Am. J. Kidney Dis. 48, 955–963. doi: 10.1053/j.ajkd.2006.08.017

 Belasco, A. G., and Sesso, R. (2002). Burden and quality of life of caregivers for hemodialysis patients. Am. J. Kidney Dis. 39, 805–812. doi: 10.1053/ajkd.2002.32001

 Borges, E. L., Franceschini, J., Costa, L. H., Fernandes, A. L., Jamnik, S., and Santoro, I. L. (2017). Family caregiver burden: the burden of caring for lung cancer patients according to the cancer stage and patient quality of life. J. Bras. Pneumol. 43, 18–23. doi: 10.1590/s1806-37562016000000177

 Corallo, F., De Cola, M. C., Lo Buono, V., Di Lorenzo, G., Bramanti, P., and Marino, S. (2017). Observational study of quality of life of Parkinson's patients and their caregivers. Psychogeriatrics 17, 97–102. doi: 10.1111/psyg.12196

 Erez, G., Selman, L., and Murtagh, F. E. (2016). Measuring health-related quality of life in patients with conservatively managed stage 5 chronic kidney disease: limitations of the medical outcomes study short form 36: SF-36. Qual. Life Res. 25, 2799–2809. doi: 10.1007/s11136-016-1313-7

 Fujikawa, A., Suzue, T., Jitsunari, F., and Hirao, T. (2011). Evaluation of health-related quality of life using EQ-5D in Takamatsu, Japan. Environ. Health Prev. Med. 16, 25–35. doi: 10.1007/s12199-010-0162-1

 Fukuhara, S., Bito, S., Green, J., Hsiao, A., and Kurokawa, K. (1998a). Translation, adaptation, and validation of the SF-36 health survey for use in Japan. J. Clin. Epidemiol. 51, 1037–1044. doi: 10.1016/S0895-4356(98)00095-X

 Fukuhara, S., and Suzukamo, Y. (2015). Manual of S. F.-36v2 Japanese Version. Kyoto: iHope International Inc.

 Fukuhara, S., Ware, J. E. Jr., Kosinski, M., Wada, S., and Gandek, B. (1998b). Psychometric and clinical tests of validity of the Japanese SF-36 health survey. J. Clin. Epidemiol. 51, 1045–1053. doi: 10.1016/S0895-4356(98)00096-1

 Green, J., Fukuhara, S., Shinzato, T., Miura, Y., Wada, S., Hays, R. D., et al. (2001). Translation, cultural adaptation, and initial reliability and multitrait testing of the kidney disease quality of life instrument for use in Japan. Qual. Life Res. 10, 93–100. doi: 10.1023/A:1016630825992

 Katayama, A., Miyatake, N., Nishi, H., Uzike, K., Sakano, N., Hashimoto, H., et al. (2014). Evaluation of physical activity and its relationship to health-related quality of life in patients on chronic hemodialysis. Environ. Health Prev. Med. 19, 220–225. doi: 10.1007/s12199-014-0380-z

 Liyanage, T., Ninomiya, T., Jha, V., Neal, B., Patrice, H. M., Okpechi, I., et al. (2015). Worldwide access to treatment for end-stage kidney disease: a systematic review. Lancet 385, 1975–1982. doi: 10.1016/S0140-6736(14)61601-9

 Mazairac, A. H., Grooteman, M. P., Blankestijn, P. J., Penne, E. L., Van Der Weerd, N. C., Den Hoedt, C. H., et al. (2012). Differences in quality of life of hemodialysis patients between dialysis centers. Qual. Life Res. 21, 299–307. doi: 10.1007/s11136-011-9942-3

 Moeller, S., Gioberge, S., and Brown, G. (2002). ESRD patients in 2001: global overview of patients, treatment modalities and development trends. Nephrol. Dial. Transplant. 17, 2071–2076. doi: 10.1093/ndt/17.12.2071

 Nishimura, S., Tsuchiya, A., Hisashige, A., Ikegami, N., and Ikeda, S. (1998). The development of the Japanese EuroQol Instrument. J. Health Care Soc. 8, 109–123. doi: 10.4091/iken1991.8.1_109

 Palmer, S., Vecchio, M., Craig, J. C., Tonelli, M., Johnson, D. W., Nicolucci, A., et al. (2013). Prevalence of depression in chronic kidney disease: systematic review and meta-analysis of observational studies. Kidney Int. 84, 179–191. doi: 10.1038/ki.2013.77

 Raspovic, K. M., Ahn, J., La Fontaine, J., Lavery, L. A., and Wukich, D. K. (2017). End-Stage renal disease negatively affects physical quality of life in patients with diabetic foot complications. Int. J. Low. Extrem. Wounds 16, 135–142. doi: 10.1177/1534734617707081

 Rioux, J. P., Narayanan, R., and Chan, C. T. (2012). Caregiver burden among nocturnal home hemodialysis patients. Hemodial. Int. 16, 214–219. doi: 10.1111/j.1542-4758.2011.00657.x

 Santos, P. R., De Sales Santos, I. M., De Freitas Filho, J. L. A., Macha, C. W., Tavares, P., De Oliveira Portela, A. C., et al. (2017). Emotion-oriented coping increases the risk of depression among caregivers of end-stage renal disease patients undergoing hemodialysis. Int. Urol. Nephrol. 49, 1667–1672. doi: 10.1007/s11255-017-1621-z

 Srivastava, G., Tripathi, R. K., Tiwari, S. C., Singh, B., and Tripathi, S. M. (2016). Caregiver burden and quality of life of key caregivers of patients with dementia. Indian J. Psychol. Med. 38, 133–136. doi: 10.4103/0253-7176.178779

 The 2005 Durex Global Sex Survey (2005). Available online at: http://www.durex.com/en-JP/SexualWellbeingSurvey/Documents/gss2005result.pdf

 The Japanese Society for Dialysis Therapy (2016). Available online at: http://docs.jsdt.or.jp/overview/pdf2016/p003.pdf

 United States Renal Data System (2016). Trends in Kidney Disease. Kidney Disease Hospitalization and Mortality Rates Continue to Decline in the U.S. Available online at: https://www.usrds.org/adrhighlights.aspx

 World Health Organization (2001). Available online at: http://www.who.int/bulletin/volumes/86/3/07-041715/en/

 Yoshiya, K., Hasunuma, Y., Oka, N., Ohmae, H., and Kamidono, S. (2001). Quality of life in patients on chronic hemodialysis. J. Jpn. Soc. Dial. Ther. 34, 201–205. doi: 10.4009/jsdt.34.201

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2018 Nagasawa, Sugita, Tachi, Esaki, Yoshida, Kanematsu, Noguchi, Kobayashi, Ichikawa, Tsuchiya and Teramachi. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fphar-09-00770-t004.jpg
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Mobility

No problems 40(78.4)

Some problems 11(21.6)
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MCS, mental component summary; PCS, physical component summary; QOL, quality of life; RCS, role-social component summary.
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