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Abstract

Background: For the majority of the older patients in dialysis, the treatment will be lifelong.

Thus, quality of life (QoL) is a crucial outcome. Our aim was to assess the QoL of older 

Norwegian dialysis patients and to investigate the impact of early (estimated glomerular 

fraction rate, 10ml/min) versus late (eGFR < 10ml/min) start in dialysis, comorbidity, 

nutritional status and physical capacity.

Methods: A self-report questionnaire including SF-36 (QoL) and the Subjective Global 

Assessment (SGA) (nutritional status) was mailed to all patients (n = 320) > 75 years 

registered in the Norwegian Renal Registry (NRR) as being in dialysis by September 2009.

Reply was received from 233 patients (73%). Medical data including comorbidities and eGFR 

at dialysis start (obtained for 194 patients) was retrieved from the NRR. Functional capacity 

was determined from the SGA.

Results: Compared to reports from younger dialysis patients, our patients scored poorer on all 

SF-36 subscales. Early start in dialysis was registered for 52 patients, 142 patients started late, 

51.4% were well nourished (SGA A), 32.3% moderately malnourished (SGA B) and 16.4% 

were severely malnourished (SGA C).  No significant association between any SF-36 scores 

and early vs. late start, nutritional status or comorbidity was found. Better physical function

was significantly associated with better scores on all SF-36 scales. 

Conclusions: Our results indicate that physical function is important to all QoL aspects. 

Increased focus on physical rehabilitation seems pertinent. Early start of dialysis treatment

was not associated with better long term QoL scores.
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Introduction

For several reasons, the oldest patients are the fastest growing subgroup of the dialysis 

population in developed countries. The general population is aging and the survival of 

diseases associated with kidney failure improves1, 2. Hence, the incidence of end stage renal 

disease (ESRD) in older adults is increasing 3, and also the acceptance of older patients onto 

dialysis 4. The majority of the older patients will not be offered a renal transplant and will be 

subjects to lifelong dialysis. In general, Qol of dialysis patients seems to be substantially 

affected, especially the physical domains, which also declines over time5-8. Comparing groups 

of older and younger in dialysis, no difference has been found for the QoL mental domains.

Results regarding physical domains are more diverse; superiority of scores from the older 

population as well as equality has been reported9, 10. For the oldest dialysis patients (> 75

years), however, the physical scores seem to be poorer than for younger ones7, 11.

Over the last decades, there has been a trend in USA and Europe to start dialysis early, in

particular among the oldest patients (age > 75 years)12, 13. Some studies indicate that early 

start is connected with a higher mortality 12, 13, which may be explained by a larger proportion  

of older patients 14. The only published randomised trial comparing early to late start of 

dialysis, the IDEAL study, found that neither survival nor quality of life improved by an early 

start15. To our knowledge no studies have addressed the impact of early start on QoL in older 

dialysis patients in particular.

Older age is associated with higher frequency of health related problems such as nutritional

deficits, comorbidity and reduction in physical capacity. This may be attenuated in older 

ESRD patients 16-19 20.

In general, nutritional deficits and protein energy wasting (PEW) are frequent problems in the 

dialysis population21-23, and implies an increased risk of negative health outcomes such as
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mortality risk and QoL deterioration24, 25. Comorbid disorders are common among dialysis

patients > 75 years 18, and for haemodialysis patients in general, co-morbidity is found to be 

associated with mortality as well as QoL 26, 27.

Decline in physical function is a feature of normal aging. Among older dialysis patients, a 

high prevalence of functional disability has been revealed 19. Physical impairments are likely

to affect QoL negatively, as has also been shown for younger hemodialysis patients28, 29.

There are few studies addressing these issues in the older dialysis patients, thus, the impact on 

QoL is poorly documented.

The aim of the present study was to assess the QoL of the Norwegian dialysis population aged 

75 years or more, and to explore the impact on QoL of nutritional status, physical function, 

comorbidity and early vs. late start in dialysis. 

Subjects and Methods

years (n=320) who, according to the Norwegian Renal Registry (NRR) were 

in dialysis by January 2009 and alive by September 2009 were asked to participate and mailed 

the study questionnaire (September 2009). A reminder was sent 2 weeks later. We received 

answers from 233 (73%).

Medical data were collected from the NRR and included data registered at start of dialysis 

treatment and in the Annual Report 2008. The NRR consists of data from all the dialysis 

centres in Norway. These centres are responsible for reporting data from patients with chronic 

kidney failure at start of dialysis and thereafter annually. Deadline for the completion of the 

annual data is by the end of March, thus The Annual Report 2008 includes data on
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biochemical parameters, blood pressure, medications, physical status, and new co-morbid 

diseases up to March 2009. 

The questionnaire mailed to the patients in this study, included assessments of QoL and 

nutrition. QoL was measured with a Norwegian validated translation of the Medical 

Outcomes Study 36 item Short Form health survey (MOS SF-36)30, 31. The SF-36 is a self-

administered questionnaire that is widely used and validated in chronic dialysis patients of all

ages 9, 11, 32-34. The 36 items are summarised into 8 scales, physical function (PF), role 

physical function (RP), bodily pain (BP), general health (GH), vitality (VT), social function 

(SF), role emotional function (RE) and mental health (MH). For each scale the scores are 

transformed to scores ranging from 0 -100 ( 100= best possible health state) 35. The patients’

scores in this study were compared to a norm population of the same age and gender 30 and to 

younger dialysis patients 36.

We also used three items from The European Organisation for Research and Treatment of 

Cancer (EORTC QLQ-C30), i.e. the nausea-vomiting scale (2 items) and the appetite scale (1 

item). These items are scored on a four point categorical scale ranging from “not at all” to 

“very much” transformed into 0-100 scales where the higher scores represent more symptoms

37. The patients score were compared to a norm population of the same age and gender 38.

Nutritional status was assessed by the Subjective Global Assessment of Nutritional status 

SGA 39, using a translated Norwegian version 40. The SGA has two parts. The first includes 

questions on medical history (present weight, weight loss during the last 6 months, changes in 

food intake, gastrointestinal symptoms and physical capacity) and may be answered by the 

patients. The second part covering assessment of subcutaneous fat loss, muscle wasting and 

oedemas, should be filled in by health professionals. The patients are thereafter classified as 

either; SGA A= normally nourished, B= moderately malnourished and C = severely 
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malnourished. In this study, the questionnaires were mailed to the patients hence, no physical 

examination was possible. The patients were therefore classified into group A, B and C as 

stated, based on their reports on the first part of the questionnaire and their BMI, calculated 

from weight and height reported on the SGA questionnaire 41.  The classification was 

independently made by two trained reviewers, a nephrologist and a nutritionist respectively. 

In case of disagreement, the classification was discussed to reach consensus.

The patients’ body mass index (BMI) was calculated according to standard formula (body 

weight (kg)/ height (m) ²). The patients’ height was retrieved from the NRR data. Information 

about the patients’ weight was available from the NRR at start of dialysis and the Annual 

Report 2008 as well as from the SGA (September 2009). BMI was calculated for the 

corresponding three points in time. To estimate weight changes (delta weight), we used 

weight at start of dialysis minus weight from the Annual Report. 

To assess co-morbidity, we used medical data from the NRR, which records 6 possible co-

morbid diseases at start of dialysis; left ventricular hypertrophy (LVH), coronary disease, 

peripheral vascular disease, cerebrovascular disease, diabetes mellitus type II and malignancy. 

We divided the patients into 3 groups; 1) no comorbid disease, 2) 1-2 co-morbid diseases, and 

3 co-morbid diseases.

To determine physical function we used the scores from the SGA item where the patients are 

asked to rate their functional capacity into 4 categories (normal activity, able to be up, mostly 

sitting in a chair or mostly in bed), as well as the physical function scale from the SF-36.

We defined early start in dialysis at eGFR 10 ml/min and late start at eGFR< 10 ml/min.

Statistical analysis

91



Medical and demographic parameters and QoL scores were compared between groups defined 

according to gender, dialysis modality and early versus late start in dialysis. For the medical 

and demographic data, Students’t-test was used to test for statistical significance. For the 

quality of life (SF-36) scores, which were not normally distributed, we used the Mann-

Whitney U test. To ease the interpretation and the comparison to findings of other studies, the 

SF- 36 (QoL) scores are, however, presented in terms of group means.  

Furthermore, the association between SF-36 scores and the following variables: early versus 

late start in dialysis, comorbidity, nutritional status (SGA classification) and physical capacity 

(SGA score and SF-36 physical functioning score) was tested by both the Kruska Wallis and 

the Wilcox rank sum tests. We also tested for trends in differences of SF-36 scores between 

groups defined according to comorbidity, SGA classification (A, B, C) and physical capacity 

using the Jonckheere (Kendall Tau) test.

The SPSS version 18 was used for descriptive statistic and the simple group comparisons, 

whereas the Stata version 12.0 was used for the tests of association and trends. Statistical 

significance was defined as p< 0.05, and clinical significance for the difference between QoL 

scores was defined as a difference of 10 or more 42.

The study was approved by The Regional Committee for Research Ethics in Norway

Results

Demographics

A total of 233 dialysis patients were included, 67% men and 33% women (Table 1). For four 

of the patients dialysis modality was not registered (three men and one woman).

Insert Table I

92



Overall, 182 (79%) of the patients were followed by a nephrologist for more than four months 

prior to dialysis initiation (early referral). Early start of dialysis (eGFR 10 ml/min) was 

registered for 52 (23%) of the patients, 142 (62%) had a late start, whereas for 39 patients, the 

eGFR at start of dialysis was not recorded in the NRR (Table 1). The proportions of early and 

late start did not differ between genders or dialysis modality.

Co-morbidities at start of dialysis according to the NRR is shown in Table 1, 48 patients 

(21%) had no comorbidity, 128 (55%) had 1-2 comorbid diseases and 55 -

morbidities. Data was missing for 2 patients.

The mean age of the patients was 80.4 years, median 80.0 years; range (75 – 94 years) (Table 

2). There was no age difference between genders or between groups according to dialysis 

modality (Table 2). 

Insert Table 2,

HD patients had significally longer dialysis vintage than PD patients. Otherwise, no

difference between genders, HD and PD patients or early vs. late start in dialysis was 

revealed. The use of both erythropoiesis stimulating agents (ESA) and statins increased from 

start of dialysis to the Annual Report 2008 (Table 1 and 2).

Nutritional status

Information about height was missing for 39 patients. Mean BMI at start of dialysis, by the 

time of the Annual report 2008 and based on the SGA data (September 2009) was 25.1 

(median 24.4, range 15.4- 44.3) (Table 1), 24.3 (median 23.9, range 13.5-41.3) (Table 2) and 

24.3 (median 24.0, range 15.2-43.5) respectively. Although the BMI showed only minor 

changes from start of dialysis to the Annual Report 2008, a majority of the patients who had 
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data available on both time points (n = 185) had experienced weight changes, equally with 

weight loss (49%) and weight gain (42%) (Table 3).

Insert Table 3

Completion of the SGA was missing for 13 patients; hence SGA status (A, B or C) could be 

determined for 220 patients (Table 3). For seven of these, the SGA classification was based 

on weight changes, nutritional symptoms and food intake since BMI could not be calculated 

due to missing values about height. SGA status A was present in 51.4 %, SGA B in 32.3%

and 16.4 % were severely malnourished (SGA C).

There were no association between SGA status and eGFR at start of dialysis, serum 

cholesterol, treatment months, serum albumin and haemoglobin (Table 3).

Scores for EORTC QLQ-C30 items were available for 214 (92 %) of the patients. Nausea-

vomiting scores were clinically significant higher for our patients compared to norm data38,

both for men and women, indicating more symptoms in our patients. For appetite loss scale 

the difference between our population and norm data was below clinical relevance.

Quality of life outcomes

The SF-36 scores for the overall study population as well as scores according to gender, 

dialysis modality and early versus late start in dialysis are presented in Table 4. 

Insert Table 4

There were 226 patients who completed the SF-36 form. Missing data for the various SF-36

subscales was observed for 7 patients (SF) to 20 patients (RE).
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Compared to a Norwegian norm reference population of same age and gender 30, we found 

that both females and males reported clinically significant lower scores on SF-36 scales. 

These differences in scores were generally high, reaching 40 point for vitality (VT) (data not 

shown).

Compared to scores from a younger cohort of Norwegian dialysis patients, the women in our 

study reported clinically significant poorer physical function (PF), role physical function (RP) 

and role emotional function (RE), whereas our male patients reported clinically significant 

poorer scores for PF only (Table 4).

Except for statistically significant higher scores for social function among women compared 

to men, we found no clinically or statistically significant difference in QoL scores between 

genders, patients starting early or late in dialysis, or between HD and PD patients (Table 4).

Furthermore, comparing SF-36 scores between patients in the three comorbidity groups as

defined, no clinically or statistically significant difference was found (data not shown). 

Overall, there were also only minor variations between the SF-36 scores of patients classified 

as SGA A, B and C (data not shown), and no statistically significant trend between SGA 

groups was observed.

Finally we compared the SF-36 scores between patients according to their own physical 

capacity ratings in the SGA questionnaire and found a clear statistically significant trend, i.e.

the highest score for physical capacity corresponded to the highest score for SF-36, except for 

RE (Table 5).

Insert table 5

When the patients were divided into three groups according to the SF-36 physical function 

(PF) scores; i.e. patients scoring 0-33, 34-66, and 67-100 points respectively, and the scores 
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on the other SF-36 subscales (RP, RE, MH. GH, SF, BP and VT) were compared between 

these groups, statistically significant linear trend for all subscales were found with the highest 

scores among those patients who were in the group with the highest PF scores (Figure 1). 

Insert Figure 1

Discussion

In this cross-sectional study addressing Norwegian dialysis patients > 75 years of age, we 

found that quality of life as assessed by the SF-36 in general was poor. For all dimensions, the 

scores were substantially lower than scores from a norm population beyond 70 years of age 30,

and most scores were also lower compared to younger Norwegian  dialysis patients 36, in 

particular for physical domains. No significant association between the QoL scores and 

comorbidity, early vs. late start in dialysis and nutritional status was found. All QoL domains 

were, however, clearly associated to the patients’ physical function. 

Few studies have hitherto addressed the impact of physical function on quality of life in older 

dialysis patients 29. In younger dialysis patients, however, significant improvement of physical 

QoL domains as a result of training has been documented 28 43. Similar results have been 

reported from a Cochrane review of training studies in elderly 44. Our results indicate that 

physical function is highly important, not only to the physical, but also the mental QoL 

domains of older dialysis patients. Thus, maintaining these patients` independence and 

physical performance seems crucial to their overall wellbeing. An existing potential for 

rehabilitation through physical exercise, even for seriously ill patients, is documented among 

advanced cancer patients 45 as well as in a pilot trial of older haemodialysis patients 46.

Further studies on training interventions in older dialysis patients are advocated.
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No difference in quality of life between early or late start in dialysis were observed in our 

study, the same conclusion was drawn from the IDEAL-study15. Our results, however, must 

be interpreted with caution due to a low number of patients starting early and a lower mean 

eGFR at start than reported from others, i.e. in 2010, ,mean eGFR at start for patients > 75 

years in US was 12.2 ml/min, while in our study population the mean eGFR at start was 8.6 

ml/min 4. Furthermore we did not have any QoL registration at start of dialysis nor any 

longitudinal assessments. In a previous study early starters were found to have better QoL 

than late starters immediately after the initiation of dialysis treatment, but the difference 

disappeared after 12 months6. We can not rule out that this would also be the case among our 

patients.                                                                                                                                

Opposed to studies on younger dialysis patients showing a positive correlation between 

nutritional status and SF36 physical composite score (PCS)47, 48; we found no significant

association between QoL and SGA status, unintentional weight changes or BMI. These 

findings should be interpreted in light of the assessment methods we used. Our SGA 

classification depended only on patients` report without any clinical investigations. BMI

reflects weight, and both weight and weight changes can be a difficult parameter in dialysis 

patients because of the ultrafiltration and difficulties in estimating dry weight. However, 

many of our older dialysis patients had a low BMI, reduced food intake and unintentional

weight loss, indicating that focus on nutritional status is highly important. To identify 

nutritional risks, we find that adding methods other than weight and BMI are necessary.

For younger dialysis patients, an association between comorbid conditions and QoL, specially 

for physical composite score (PCS) has been shown 27. This finding was not confirmed in our

study population. A limitation of the co-morbidity registration in our study is the lack of 

information about the severity of the disease. Many conditions that are important for elderly 

were not registered, e.g. cognitive function, vision and hearing disability, chronic obstructive 
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lung disease and depression. Thus, we cannot rule out that the results would have been

different with more a complete registration of co-morbid diseases. The frequency of comorbid 

disorders in our study, is, however comparable to registrations from the UK and France 18, 49,

and in the Broadening Options for Long-term Dialysis in the Elderly (BOLDE) study from 

UK, increasing co-morbidity was found to have a negative impact on QoL only when 

malnutrition was present 50.

The study was based on self-report and register data from NRR, and we had only access to

NRR data from the patients who accepted to enter the study. Thus, a limitation of the study is 

the lack of information regarding the non responders. However, the NRR includes all 

Norwegian patients starting in dialysis, there were few missing data compared to other renal 

registries18, 51, and we had a high response rate (73%). Overall, we find that our findings may 

be representative for older dialysis patients in general. We also find that more complete data 

on comorbidity as well as inclusion of longitudinal quality of life assessments could 

considerably improve the utility of this and comparable registries.

Our results confirm that the QoL of older dialysis patients is poor and that there is a room for 

improvement. As low physical capacity seems to have a profound impact on all QoL 

dimensions, increased focus on physical rehabilitation seems pertinent. In accordance with 

results from other trials, our findings indicate that the patient’s long term QoL does not 

benefit from an early start of dialysis.  Nutritional problems were frequent among our older 

patients. By the methods used in this study, we could not confirm any association between 

nutritional status and QoL. Increased focus on nutritional status seems, however, still 

necessary.
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Table 1 Patients characteristic at start of dialysis treatment

All (n = 233) Male (n=156) Female (n=77)
Mean (SD) n Mean (SD) n Mean (SD) n

eGFR at start, (MDRD), ml/min 8.63 (3.32) 194 8.61 (3.2) 130 8.65 (3.42) 64
Early start, ml/min 12.82 (3.09) 52 12.50 (3.38) 37 13.65 (2.45) 15
Late start, ml/min 7.09 (1.66) 142 7.09 (1.58) 93 7.11  (1.84) 49
Body mass index (BMI)kg/m² 25.1  (4.6) 196 25.3  (4.8) 127 24.5 (4.3) 64
Hemoglobin g/L 11.1 (1,5) 194 11.1 (1.5) 130 11.0 (1.4) 64

n (%) n (%) n (%)
Dialysis modality

Hemodialysis (HD) 188 (82) 130 85 58 76
Peritoneal dialysis (PD) 41 (18) 23 15 18 24

Access HD
Catheter 99 (43) 64 (41) 34 (44)
AV fistula                               53 (23) 39 (25) 14 (18)

Use of
Erythropoiesis stimulating 
agents (ESA)

156 (67) 103 (67) 52 (68)

Statins 132 (56) 91 (59)                 39 (51)
Primary kidney disease, n (%)

Glomerulonephritis 37 (16) 24 (15.9) 12 (15)
Pyelonephritis 15 (6) 11 (7.3) 4 (5)
Polycystic kidney disease 15 (6) 8 (5.3) 7 (9)
Renovascular disease 108 (47) 7 (48.3) 31 (40)
Diabetes 19 (8) 5 (3.3) 11 (14)
Others 40 (17) 30 (18.7) 11 (14)

Co-morbidity, n (%)
Left ventricular hypertrophy 60 (26) 41 (27) 18 (23)
Peripheral vascular disease 51 (22) 32 (27) 18 (23)
Cerebrovascular disease 41 (18) 24 (16) 14 (18)
Malignancy 46 (20) 35 (23) 10 (13)
Coronary disease 107 (46) 80 (53) 31 (40)
Diabetes mellitus II 56 (24) 31 (21) 23 (30)
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INTRODUKSJON: Dette spørreskjemaet handler om hvordan du ser på din egen helse. Disse
opplysningene vil hjelpe oss til å få vite hvordan du har det og hvordan du er i stand til å utføre dine daglige
gjøremål.
Hvert spørsmål skal besvares ved å sette et kryss (X)  i den boksen som passer best for deg. Hvis du er
usikker på hva du vil svare, vennligst svar så godt du kan.

1. Stort sett, vil du si at din helse er

Utmerket

Meget god

God

Nokså god

Dårlig

2. Sammenlignet med for ett år siden, hvordan vil du si at din helse stort sett er nå ?

  Mye bedre nå enn for ett år siden
  Litt bedre nå enn for ett år siden

  Omtrent den samme som for ett år siden

  Litt dårligere nå enn for ett år siden

  Mye dårligere nå enn for ett år siden

3. De neste spørsmålene handler om aktiviteter som du kanskje utfører i løpet av en vanlig dag. Er din helse slik
at den begrenser deg i utførelsen av disse aktivitetene nå? Hvis ja, hvor mye?

a. Anstrengende aktiviteter som å løpe, løfte tunge gjenstander,
delta i anstrengende idrett

Ja, begrenser
meg mye

Ja, begrenser
meg litt

Nei, begrenser
meg ikke i det
hele tatt

b. Moderate aktiviteter som å flytte et bord, støvsuge, gå en
tur eller drive med hagearbeid

c. Løfte eller bære en handlekurv

d. Gå opp trappen flere etasjer

e. Gå opp trappen en etasje

f. Bøye deg eller sitte på huk

g. Gå mer enn to kilometer

h. Gå noen hundre meter

i. Gå hundre meter

j. Vaske eller kle på deg

1

SF-36 SPØRRESKJEMA OM HELSE

(SF-36 Norwegian Version 1.2)
Copyright 1992 The Health Institute, New England Medical Center, Boston, Massachusetts
All rights reserved.

Dato: . .

Navn: Fødselsdato: . .
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4. I løpet av de siste 4 ukene, har du hatt noen av de følgende problemer i ditt arbeid eller i andre av dine daglige
gjøremål på grunn av din fysiske helse?

a. Du har måttet redusere tiden du har brukt på arbeid eller på andre gjøremål

Ja      Nei

b. Du har utrettet mindre enn du hadde ønsket

c. Du har vært hindret i å utføre visse typer arbeid eller gjøremål

d. Du har hatt problemer med å gjennomføre arbeidet eller andre gjøremål
(for eksempel fordi det krevde ekstra anstrengelser)

5. I løpet av de siste 4 ukene, har du hatt noen av de følgende problemer i ditt arbeid eller i andre av dine daglige
gjøremål på grunn av følelsesmessige problemer (som for eksempel å være deprimert eller engstelig)?

a. Du har måttet redusere tiden du har brukt på arbeid eller på andre gjøremål

b. Du har utrettet mindre enn du hadde ønsket

c. Du har utført arbeidet eller andre gjøremål  mindre grundig  enn vanlig

6. I løpet av de siste 4 ukene, i hvilken grad har din fysiske helse eller følelsesmessige problemer hatt innvirkning
på din vanlige sosiale omgang med familie, venner, naboer eller foreninger?

Ja      Nei

Ikke i det hele tatt Litt En del Mye Svært mye

7. Hvor sterke kroppslige smerter har du hatt i løpet av de siste 4 ukene?

Ingen Meget svake Svake Moderate Sterke Meget sterke

8. I løpet av de siste 4 ukene, hvor mye har smerter påvirket ditt vanlige arbeid
(gjelder både arbeid utenfor hjemmet og husarbeid)?

Ikke i det hele tatt Litt En del Mye Svært mye

2
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9. De neste spørsmålene handler om hvordan du har følt deg og hvordan du har hatt det de siste 4 uken
For hvert spørsmål, vennligst velg det svaralternativet som best beskriver hvordan du har hatt det.
Hvor ofte i løpet av de siste 4 ukene har du:

a. Følt deg full av tiltakslyst?

b. Følt deg veldig nervøs?

c. Vært så langt nede at ingenting 
har kunnet muntre deg opp?

d. Følt deg rolig og harmonisk?

e. Hatt mye overskudd?

f. Følt deg nedfor og trist?

g. Følt deg sliten?

h. Følt deg glad?

i. Følt deg trett?

Hele
tiden

Nesten
hele tiden

Mye av
tiden

En del av
tiden

Litt av
tiden

Ikke i det
hele tatt

10. I løpet av de siste 4 ukene, hvor mye av tiden har din  fysiske helse eller følesesmessige problemer påvirket din 
sosiale omgang (som det å besøke venner, slektninger osv.) ?

Hele tiden Nesten hele tiden En del av tiden Litt av tiden Ikke i det hele tatt

11. Hvor RIKTIG eller GAL er hver av de følgende påstander for deg ?

a. Det virker som om jeg blir syk litt lettere enn andre

b. Jeg er like frisk som de fleste jeg kjenner

c. Jeg tror at helsen min vil forverres

d. Jeg har utmerket helse

Helt
riktig

Delvis
 riktig

Vet
ikke

Delvis
  gal

Helt
gal

Vennligst kontroller at du har besvart alle spørsmålene

3

Skjema utarbeidet ved Enhet for anvendt klinisk forskning / Kontor for klinisk kreftforskning
Tlf.: 73 86 72 71/73 86 84 44
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Subjective Global Assessment of Nutritional Status (SGA) Side 1

13.november 2001 Seksjon lindrende behandling Klinisk ernæringsfysiolog
Kreftavdelingen Lene Thoresen

Regionsykehuset i Trondheim

SGA for ERNÆRINGSSTATUS Navn:

Denne siden kan fylles ut av pasient eller
pårørende

Fylt ut dato:

Matinntak Fysisk kapasitet
Sammenliknet med ditt normale, Den siste måneden vil jeg beskrive aktiviteten
har matinntaket ditt siste måneden vært min som

 uendret  normal, ingen begrensninger
 mer enn vanlig  ikke normal, men er oppe og har noen aktiviteter
 mindre enn vanlig  sitter for det meste i stol

 tilbringer det meste av tiden i senga
Hvis mindre  fullt sengeliggende

 små mengder vanlig mat
 for det meste supper og drikker
 veldig lite eller ingen ting
sondeernæring eller intravenøs ernæring

Symptomer
De siste ukene har jeg hatt følgende problem som har hindret meg fra å spise tilstrekkelig
(flere enn ett kryss hvis aktuelt)

 ingen problem  sår i munnen  kvalme
 liten appetitt munntørrhet  oppkast
 diaré  spiser alene
 forstoppelse  maten smaker annerledes
 smerter  annet ___________________________________

Vektendringer

Høyde:  cm Vekt:  kg 

Har du hatt ufrivillig vekttap? ja  nei Om ja, hvor mye  kg

Tidligere normalvekt:  kg På hvor lang tid?  mnd

De siste 2 ukene har vekten min:

  vært stabil   økt  minsket  vet ikke
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Subjective Global Assessment of Nutritional Status (SGA) Side 2

13.november 2001 Seksjon lindrende behandling Klinisk ernæringsfysiolog
Kreftavdelingen Lene Thoresen

Regionsykehuset i Trondheim

Denne siden fylles ut av lege, sykepleier eller klinisk ernæingsfysiolog

Diagnose______________________________________________________

Metabolsk påvirkning ______ (0-3) 0 = ingen,
1 = litt
2 = en del
3 = svært mye

(Med metabolsk påvirkning menes eventuelt feber, infeksjon, kjent økning i CRP)

Fysisk påvirkning

Deklive ødem ______ (0-3) Tap av underhudsfett ______ (0-3)

Pleuravæske  ______ (0-3) Tap av muskelmasse ______ (0-3)

Ascites           ______ (0-3)

(Deklive ødem; i føtter/ankler hos oppegående pasienter, over hofte/bak hos sengeliggende pasienter.
Ascitesvæske kan utgjøre mange kilo og derfor maskere eventuelt vekttap.)

(Tap av underhudsfett og muskelmasse inspiseres på muskelgrupper og hudområder der det faller naturlig å undersøke i løpet
av konsultasjonen. Hender og ansikt kan inspiseres uten at pasienten behøver å kle av seg. 1-3 brukes ved grader av synlig
tap. 3 innebærer at pasienten er betydelig avmagret. Vurderingen er subjektiv.)

Vurdering av ernæringstilstanden (ring rundt)

A  - Velernært

Pasienten har ikke hatt vekttap, har ingen ernæringsrelaterte symptomer,
normal kroppsbygning, ingen tegn til underernæring,
velges også når pasienten har hatt noe vekttap, men er i positiv energibalanse og har god symptomkontroll

B - Noe/mistenkt underernært

Velges når pasienten har hatt vekttap og ikke oppnådd stabilisering/økning i vekt,
har sikkert redusert matinntak og ernæringsrelaterte symptomer,
noe tap av fettvev og muskelmasse, men har normal KMI. KMI >20 for alder opp til 65 år, KMI > 24 for alder over 65 år

C - Alvorlig underernært

Pasienten har hatt alvorlig vekttap.
Synlig tap av fettvev og muskelmasse, kan ofte ha ødemer. KMI er vanligvis < 20, (<24 for alder over 65 år)
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Subjective Global Assessment of Nutritional Status (SGA) Side 3

13.november 2001 Seksjon lindrende behandling Klinisk ernæringsfysiolog
Kreftavdelingen Lene Thoresen

Regionsykehuset i Trondheim

Vurdering av vekttap

 Tid         Alvorlig vekttap (%)

 1 uke              >  2
 1 mnd.            >  5
 3 mnd             > 7.5
 6 mnd.            > 10

% vekttap beregnes slik:

 vekttap i kg  x 100%
tidligere vekt

Vurdering av KMI

   Vekt   (kg)
 KMI  =      høyde2 (m2)

 Overvekt       KMI = > 25

  Normalvekt  KMI = 20-25

  Undervekt    KMI =  < 20
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Davies komorbiditets-indeks.

Den registerar 7 sjukdomstilstandar vanlege for nyresvikt-pasientar.

Komorbid score er ein summasjon av desse, teoretisk maks 7.

Komorbid score graderast i 3 risiko-nivå:

1. Låg risiko         - grad 0       : ingen komorbide tilstandar

2. medium risiko   - grad 1        : 1-2 komorbide tilstandar

3. høg risiko        -  grad 2        : > eller lik 3 komorbide tilstandar

Komorbide tilstandar:

1. Malignitet - non-cutan, aktiv tilstades / under behandling. Tidlegare
malignitet som er antatt å vere helbreda skal ikkje registrerast.

2. Ischemisk hjertesjukdom: tidlegare hjerte-infarkt, angina pectoris,
positiv coronar angio, påvisbar ischemiske forandringar på kvile-EKG.

3. Perifer vasculær sjukdom: inkluderar distal aorta, nyrearterier,
underextremitetskar og cerebrovasculær sjukdom. Inkluderar
anten symptomatisk sjukdom i desse kargebet eller signifikant
stenose ( > 50 % ) bildemessig eller ved Doppler UL.

4. Venstre ventrikkel dysfunksjon: klinisk lungeødem (ekskluderer
overvæsking) og / eller moderat til alvorleg venstre-ventrikkel
dysfunksjon på eccocardiografi.

5. Diabetes mellitus - type 1 eller 2.

6. Systemisk collagen vasculær sjukdom - gjeld systemisk vaskulitt,
reumatoid artritt eller systemisk sklerose, anten aktiv  eller er
under behandling.

7. Anna signifikant patologi - definert som ein alvorleg tilstand
som påverkar overlevelse i den generelle befolkning. Til dømes:
alvorleg KOLS ( kronisk obstruktiv lunge-sjukdom), cirrhosis, psykose

Totalt Ja

Desse tilstandane skal det ikkje aktiv undersøkjast for, det skal kun registrerast
opplysningar som alt er tilgjengeleg i pasienten sin journal.

Ja Nei

Ja Nei

Ja Nei

Ja Nei

Ja Nei

Ja Nei

Ja Nei

Pasientnr.:

Ved dialysestart
6 mnd etter dialysestart

Dato: . . Sykehusnr.:

46251
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