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Abstract

Background. Health-related quality of life (HRQOL)
of haemodialysis (HD) and peritoneal dialysis (PD)
patients has been assessed with health profiles and
health preferences methods. Few studies have used
both types of HRQOL instruments. The main object-
ive of this study was to assess the relationship
between information from the two types of HRQOL
instruments in dialysis patients.
Methods. We interviewed 135 patients, using two
health profiles (Short Form 36 and EuroQoluEQ-5D)
and two health preferences methods (Standard Gamble
and Time Trade Off). Socio-demographic, clinical, and
treatment-related background data were collected from
patient charts and during the interview. Relationships
between the outcome measures were assessed with
Pearson correlation coefficients. Multiple regression
models were used to study the relationship of HRQOL
outcomes to background variables.
Results. The HRQOL of dialysis patients as measured
with health profiles was severely impaired. The health
preferences scores were higher (0.82–0.89) than scores
previously reported in the literature. Correlations
between health profiles and health preferences were
poor to modest. HRQOL outcomes were poorly
explained by background characteristics. Differ-
ences between HD and PD groups could not be
demonstrated.
Conclusions. Health profiles and health preferences
represent different aspects of HRQOL. An impaired
health status may not be reflected in the preference
scores. Coping strategies and other attitudes towards
health may affect the preference scores more than they
influence health profile outcomes. The added value
of health preferences methods in clinical research is
limited.
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Introduction

Many different questionnaires and interview tech-
niques, either generic or disease-specific, have been
used for the assessment of health-related quality of life
(HRQOL) in end-stage renal disease (ESRD) patients
w1,2x. Generic HRQOL measures cover all important
aspects of health and are intended to be applicable in a
wide variety of conditions, patients, and demographic
groups. Therefore, they can be used to compare a
patient group suffering from a certain disease with
other patient groups and with general population
samples. Within the group of generic measures, a
distinction can be made between health profiles and
preference or utility-based measures w3x. Health profiles
describe the health status of a person on a number of
domains, such as physical, psychological, and social
function. Preference-based measures aim to express
HRQOL in a single indicator; often a number between
0 and 1, where 0 represents death and 1 represents full
health.

The experience with preference measurements in
dialysis patients is relatively limited. A MedLine
literature search identified 16 studies using preference
measurements in dialysis and renal transplant patients
w4–19x. Most studies that applied preference measure-
ments have assessed small patient groups and focused
on renal transplantation and haemodialysis (HD).
Peritoneal dialysis (PD) was only covered in two
Canadian studies from the 1980s w4,7x, and in one more
recent publication that included 30 PD patients w14x.
Only two studies reported on the relationship between
health profiles and health preferences in ESRD
patients w10,18x. Both studies found low to moderate
correlations between the two types of instruments
(correlation coefficients between 0.15 and 0.31). The
purpose of the present cross-sectional study was to
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compare health preference methods with health pro-
files in HD and PD patients. Two health preferences
methods (Standard Gamble (SG) and Time Trade Off
(TTO)) and two health profiles (Short-Form 36 and
EuroQoluEQ-5D) were used to study HRQOL.

Subjects and methods

Study design and patients

A total number of 135 dialysis patients participated in this
study. These patients participated in a prospective cohort
study on the adequacy of dialysis, the NECOSAD-I study
w20x. The 135 patients interviewed were treated in 13 of the 49
dialysis centres in The Netherlands. The study was approved
by the ethical committees of all participating centres. In the
period October 1993 to March 1995, all new patients in these
13 centres were asked to participate in NECOSAD. All
patients who had not been withdrawn from NECOSAD by
the time we started the present HRQOL study and who had
received the same dialysis treatment for at least 3 months
were considered for inclusion. Further inclusion criteria were
written informed consent, age above 18 years, adequate
eyesight to enable the administration of questionnaires and
an adequate understanding of the Dutch language.
Interviews were conducted at patients’ homes by one of
three trial nurses, who received training to administer the
HRQOL questionnaires. For HD patients, interviews were
carried out on non-dialysis days.

Background variables

At the interview, data were collected on sex, age, marital
and employment status, and educational level. Data on
primary diagnosis, dialysis adequacy, current treatment,
treatment history, length of time on dialysis, and presence
of comorbid diseases at the start of dialysis were obtained
from the NECOSAD study and the patient’s nephrologist.
Primary diagnosis of renal failure was classified according
to the ERA–EDTA classification. Adequacy of dialysis
was expressed as weekly total Kt uVurea in HD and PD
patients. HD Kt uVurea was estimated using a second
generation Daugirdas formula w21x. The weekly Kt uVurea in
PD patients was calculated as the peritoneal Kt uVurea per
24 h multiplied by 7.

Questionnaires used to assess HRQOL

HRQOL was assessed with the Short-Form 36 (SF-36)
Health Survey, EuroQoluEQ-5D, SG, and TTO. The four
questionnaires were always administered in this sequence.
The first two questionnaires were self-completed. The inter-
viewer then continued with the administration of the SG
and TTO.
The SF-36 Health Survey generates a profile of scores on

eight dimensions of quality of life w22x. These dimensions
are (i) physical functioning, (ii) role functioning—physical,
(iii) bodily pain, (iv) general health perception, (v) vitality,
(vi) social functioning, (vii) role functioning—emotional,
(viii) mental health. Raw scores on the eight scales are
transformed to calculate a score between 0 and 100, where a
higher score indicates better health. The physical and mental
components of the eight scales are combined into a Physical

Component Summary (PCS) and a Mental Component
Summary (MCS). The two summary measures are standard-
ized to have a mean of 50 and a standard deviation of 10 in
the general population and, therefore, allow for easy com-
parison of patient scores with general population scores.
SF-36 scores of persons of similar age (55–64 years) were
derived from a validation study in the Dutch population w23x.
The EQ-5D or EuroQol is a generic questionnaire,

consisting of a classification system (EQ-5Dprofile) and a
Visual Analog Scale (EQVAS) w24x. The EQ-5Dprofile covers
five domains of health (mobility, self-care, usual activities,
painudiscomfort, anxietyudepression), each with three levels
of functioning: (level 1, no problems; level 2, some problems;
level 3, severe problems). The EQVAS is a graduated, vertical
line, anchored at 0 (worst imaginable health state) and 100
(best imaginable health state). The patient is asked to mark a
point on the EQVAS that best reflects hisuher actual health
state.
The SG is a method to measure preferences for health

states w25x. The respondent is presented with two alternatives
and asked to choose the one most preferred. The first
alternative offers the certainty of staying in the current health
state for the remainder of the respondent’s life. The second
alternative is a gamble with specified probabilities for
both the positive outcome of the gamble (a normal health
state for the remainder of time) and the negative outcome
(immediate death). These probabilities are varied until the
respondent is indifferent between the gamble and living in
hisuher current health state. The SG score, a score between
zero and one, is calculated as one minus the risk percentage
at the point of indifference, divided by one hundred. An SG
score of 0.80 implies that a person is prepared to take a
gamble with 20% risk of dying immediately and 80% chance
to improve his current health to normal health. The SG score
reflects the value a person assigns to his own health state. In
our study, the concept of the SG was practiced with a visual
aid, using imaginary health states. Afterwards, the patient
was asked to value his own current health state.
The TTO method is also a preference-based method w4,7x.

Patients are asked whether they are prepared to give up some
remaining time of their lives, in order to improve their
current health state to normal health. The time perspective
that is presented to the patient corresponds with statistical
life expectancy of people of the same age and sex. The
quotient of the chosen number of years in a normal health
state over statistical life expectancy yields the TTO score.
A TTO score of 0.80 implies that a person is indifferent
between living 8 years in excellent health vs 10 years in his
current health state. We practiced the TTO concept with
imaginary health states, before the patient was asked to value
hisuher own current health state.

Statistical analysis

Differences between HD and PD treatment groups were
tested by means of Student’s t-test or Mann–Whitney U-test,
as appropriate. Categorical variables were compared using
the Pearson x2-test. Mann–Whitney U-test was used for non-
response analysis. In order to be able to control for case-mix
differences, the association between background variables
(see above) and main quality of life outcomes was studied
with multiple regression models. A forward stepwise selection
strategy was chosen, using the F-statistic with Ps0.05 as the
criterion level for selection. To search for violations of
necessary assumptions in multiple regression, normal plots of
the residuals of the regression models were produced. The
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relationship between health profiles and health preference
measures was assessed with Pearson correlation coefficients.
Analyses reported here are based on treatment at the time of
the interview. A two-sided P-value of 0.05 was chosen as cut
off for statistical significance.

Results

Patient characteristics

In April 1995, 193 patients still participated in the
NECOSAD study. Eight patients (4%) could not be
interviewed because they were medically unstable or
had language problems. A group of 24 patients (13%)
was withdrawn from follow-up in the NECOSAD
study before an interview could be scheduled, either
because of transplantation, death, or transfer to a non-
participating dialysis centre. Finally, 26 patients (14%)
refused to participate in the present study. This
resulted in 135 patients (70%) who were interviewed.

Table 1 lists the main demographic, clinical, and
treatment characteristics of the 135 patients inter-
viewed, according to treatment modality. Sixty-nine
patients were treated with HD and 66 with PD
(59 CAPD and seven APD). The HD and PD groups
differed significantly with respect to age and educa-
tional level. On average, PD patients were 5 years
younger and better educated than HD patients. No

other demographic and clinical differences were found
between the groups.

Results of SF-36

The upper part of Table 2 contains the two SF-36
summary scores for physical (PCS) and mental (MCS)
HRQOL. HD and PD patient groups did not differ
with regard to PCS and MCS scores. The mean PCS
score of this sample of dialysis patients was 1.2 SD
(P-0.001) below the mean score for a general popula-
tion sample of the same age. The mean MCS score of
both groups of dialysis patients was not different from
the reference group.

Results of EQ-5D

As shown in Table 2, self-rated health status on the
EQVAS was similar for both patient groups, with scores
of 60 and 62 on a scale from 0 to 100. Table 3 shows
the proportion of HD and PD patients that indicated
having some or severe problems on the five dimensions
of the EQ-5Dprofile. None of the differences between
HD and PD patients were significant. Patients turned
out to have problems on all five dimensions. Most
problems were present with ‘daily activities’: 61% of
the patients could not perform their daily activities
normally. Approximately half of the patients reported
some or severe difficulties with ‘mobility’ and ‘pain’.
Fourteen per cent of the patients had difficulties with
self-care, such as bathing and dressing independently.
In this patient sample, 24% of responders felt anxious
anduor depressed.

Results of SG and TTO

Answers to SG could not be obtained in five patients
(3.7%) and answers to TTO could not be obtained in
14 (10.4%) patients. This non-response was caused by
patient refusal to answer anduor cognitive problems in
understanding the SG and TTO concepts. The reasons
for refusal were diffuse and included religious reasons,
familial circumstances, and patient fatigue. Responders
and non-responders to SG anduor TTO were compared

Table 1. Patient characteristics according to treatment modality
(mean, SD, range, or per cent)

HD (ns69) PD (ns66)

Agea 60 (15) 21�87 55 (13) 25�79
Male 52% 66%
Marrieduliving together 75% 86%
Employed 19% 30%
Educational levela

Low 32% 20%
Intermediate 64% 73%
High 4% 12%

Primary kidney disease
Glomerulonephritis 10% 13%
Renal vascular diseaseb 25% 23%
Nephritis 16% 11%
Cystic kidney disease 10% 11%
Diabetes mellitus 7% 15%
Others and unknown 32% 27%
Number of comorbid

conditions
1.75 (1.40) 0�6 1.80 (1.29) 0�7

Type of comorbid condition
Cardiovascular 62% 77%
Diabetes mellitus 12% 18%
Malignancy 9% 3%

Weekly Kt uVurea (total) 3.7 (0.89) 2.0–5.8 2.0 (0.43) 1.3–2.9
Therapy change in past

6 months
12% 8%

Months on dialysis 15 (3) 7�23 15 (4) 7�22
Months on this modality 12 (5) 3�23 13 (5) 3�21

aP-0.05, HD vs PD.
bIncluding hypertensive nephrosclerosis.

Table 2. Mean (SD and range) scores on health-status and health-
preference questionnaires

Outcome parameter HD (ns69) PD (ns66)

Health profiles
SF-36 PCSa,b 37.6 (10.6) 15�58 38.3 (10.7) 16�56
SF-36 MCSa 47.9 (12.3) 14�66 48.4 (11.0) 23�65

VAS
EQVAS (scale 0–100) 60.3 (17.7) 5�100 62.4 (20.3) 10�95

Health preferences
SG (scale 0–1) 0.86 (0.19) 0.2–1.0 0.82 (0.23) 0.0–1.0
TTO (scale 0–1) 0.89 (0.17) 0.15–1.0 0.87 (0.21) 0.0–1.0

a Standardized to general population mean (mean 50, SD 10).
bP-0.001, compared with a similar age-group from the general
population w23x.
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with respect to age, number of comorbid conditions,
time on dialysis, and HRQOL as measured with health
profiles. Results of the non-response analysis are shown
in Table 4. Compared with responders, non-responders
were older and had a worse self-rated health as
assessed with the EQVAS.

The lower part of Table 2 shows the mean SG and
TTO scores of both patient groups. HD and PD
patients groups valued their health status equally high
(P)0.05), with scores between 0.82 and 0.89.

Association between background variables
and HRQOL outcomes

The results of the multiple regression analyses to
explain the independent associations between demo-
graphic, clinical, and treatment variables on the one
hand and outcome variables on the other hand are
shown in Table 5. The number of comorbid conditions
was negatively associated with all HRQOL outcomes,
except MCS. Age was negatively associated with PCS
and with the EQVAS score. Employed patients had
better PCS and EQVAS scores. The number of months
on dialysis was negatively associated with MCS and
EQVAS scores. Treatment modality was not associated
with any of the HRQOL outcomes. The models con-
structed showed that HRQOL was poorly explained by
the background variables under study (total adjusted
R2 from 1.9 to 18.2%).

Relationships between health profiles and
health preferences

The correlations between health profiles outcomes and
health preference measurements are shown in Table 6.
Correlations between the two types of questionnaires
were poor to modest (rs0.03�0.31). With regard
to the TTO, the highest correlations were found with
SF-36 scales social functioning (rs0.29), bodily pain
(rs0.23), and vitality (rs0.21). The SF-36 domains
that correlated best with the SG score were vitality
(rs0.31), mental health (rs0.29), and social
functioning (rs0.24).

Discussion

The present cross-sectional study using four different
HRQOL measures showed a similar impairment of
quality of life in HD and PD patients. Compared with
a general population sample of similar age, impair-
ments were most obvious in the physical components
of health profiles, but much less for the mental compon-
ents. The preference-based measures yielded relatively
high scores for dialysis patients. Multiple regression
analysis showed that background variables, such as
the presence of comorbid diseases, explained 15% of
physical HRQOL and 18% of the VAS. Correlations
between the different HRQOL tests were poor to
modest. These findings will be discussed in the
following sections.

The severely reduced physical HRQOL of dialysis
patients in comparison with the general population has
been reported in many other studies (reviewed in w26x).
The equivalence of HRQOL in HD and PD patients
found in the present study is in accordance with the
results of other recently published investigations
w27,28x, but could also be related to the inadequate
power to detect differences between groups. Given the
number of patients included in our study, the power
was adequate (b)80%) to detect differences of 5.3
(PCS) to 5.7 (MCS) units in the scale scores between
PD and HD patient groups. Our study adds to
the existing nephrologic HRQOL literature because
we have not only applied health status measures but
also health preference measurements. Preference-based
instruments have been used less often than health

Table 3. Proportion of HD and PD patients showing none (level 1), some (level 2), or severe (level 3) problems on EQ-5Dprofile

EQ-5D dimensiona HD PD

Level 1 Level 2 Level 3 Level 1 Level 2 Level 3

Mobility 46.4 53.6 0.0 57.6 39.4 3.0
Self-care 82.6 14.5 2.9 89.4 9.1 1.5
Daily activities 40.6 39.1 20.3 37.9 50.0 12.1
Anxietyudepression 78.3 20.3 1.4 74.2 22.7 3.0
Pain 59.4 36.2 4.3 53.0 42.4 4.5

aDifferences between modalities not significant (P)0.05).

Table 4. Analysis of non-response to SG (ns5) anduor TTO
(ns14)

Feature Non-responders
mean (SD)

Responders
mean (SD)

Agea 67 (11) 56 (14)
No. of comorbid conditions 1.9 (1.6) 1.8 (1.3)
Time on dialysis (months) 14 (2.4) 15 (3.9)
SF-36 PCS scoreb 34 (12) 38 (10)
SF-36 MCS scoreb 44 (16) 49 (11)
EQVAS scorea 48 (16) 63 (19)

aP-0.01, responders vs non-responders.
b Standardized to the general population mean (mean 50, SD 10).
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status measures and only three studies have reported
on health preferences of PD patients w4,7,14x. The
present study has shown that health preferences of HD
and PD patients were similar. A remarkable finding
of the present study was the high scores (0.82–0.89)
obtained using the preference measurements. These
values indicate that patients on average valued their
current health state as 82–89% of normal health. The
average TTO value found in the present study (0.88),
was similar to the value found after renal transplanta-
tion (0.87) in a study from the 1980s w4x. Typical values
of prevalent dialysis patients are in the 0.40–0.70 range,
with two exceptions of patients reporting values above
0.80 w10,19x. Highest scores were found in patients with
a renal transplant w4,16x, in patients using erythro-
poietin w9x, and in more recently published studies
w6,10,12,19x.

Why do our scores differ from scores found pre-
viously? We excluded patients with language or vision
problems from our study, but, due to the nature of
preference measurement, such positive patient selec-
tion must also have been present in other series.
Besides, the SF-36 outcomes in our patients are similar
to other published SF-36 scores of dialysis patients
w29,30x, making it less likely that our higher preference
scores are caused by selection bias. Our patients were
recruited from a clinical study on adequacy of dialysis.
Consequently, patients were monitored intensively by
highly motivated staff members. This may have had
a positive influence on perceived HRQOL. Further,
widespread use of erythropoietin (Epo) among study
patients (85%) may have played a role. Most of the
previous work on preferences of dialysis patients stems
from the pre-Epo period. Of the three studies that have
reported on the contribution of Epo to health prefer-
ence scores, one small study (ns28) showed higher
TTO scores after introduction of Epo w9x. However, a
large (ns118) placebo-controlled randomized trial w5x
and an observational study in 40 patients w17x showed
stable TTO scores after the introduction of Epo, des-
pite improvements in the physical and fatigue domains
of HRQOL. Given the fact that the best evidence
is provided by the randomized trial, we do not con-
sider Epo use as an important factor to explain our
relatively high preference scores.

The influence of non-responders on the high average
preference scores has at best been limited. The patients
in our sample that did not respond to SG anduor TTO
(12%) were older and had a worse self-rated health
than responders. In the unlikely event that all non-
responders to the TTO had valued their current health
state at 0, the average TTO score still would have
been 0.79. Finally, it has to be considered that
preference-based methods are less reliable than sug-
gested w4,7,31x, at least in a cross-cultural context,
because cultural differences present between countries
or continents might have a strong influence on the
valuation of health. In the present study, some patients
refused to answer SG and TTO for religious reasons.
It is possible that this religious factor resulted in
unwillingness of patients to trade-off quality and
quantity of life or to accept a gamble with a negative
outcome, resulting in higher scores than in non- or
less religious populations. Also, cultural differences in
the attitude towards risk may exist. Our finding of
high preference values in Dutch dialysis patients is
in accordance with data from other international
comparative research w32x, which showed that The
Netherlands, among 48 countries, scored highest on
several well-being scales. A positive general attitude
to life in The Netherlands might, therefore, have
influenced preference scores in our study. We sug-
gest that health preference scores of similar patient
populations may not easily be compared if elicited
in different countries or continents. The influence of
cultural differences on health preferences and the
transferability of study results to other countries
remains a subject for future study.

Correlations between health preferences methods
and health profiles were absent to moderate (maximal
Pearson’s r 0.31). This finding is in accordance with
results of previous research in ESRD patients w10,18x,
pre-dialysis patients w33x, and other seriously ill patients
w34,35x, but could also be contributed to insufficient
variance in the data or insufficient statistical power to
detect correlations. Correlation as a measure of asso-
ciation depends on the variance of values found.
Because patients’ preference scores in the present study
concentrated at the upper end of the scale, high
correlations are unlikely. The sample size used was

Table 5. Multiple regression analysisa to study the association between demographic, clinical-, and treatment-related variables and outcome
variables, expressed as standardized regression coefficient b, partial R2 and total R2b

SF-36 PCS SF-36 MCS EQVAS SG TTO

Age �0.14 (2.0%) �0.19 (2.6%)
Employment status 0.18 (3.3%) 0.16 (7.0%)
No. of comorbid conditions �0.28 (8.9%) �0.20 (3.7%) �0.19 (3.0%) �0.14 (1.9%)
No. of months on dialysis �0.17 (3.3%) �0.24 (4.9%)
Total R2 15.1% 3.3% 18.2% 3.0% 1.9%

aNo violations of necessary assumptions in multiple regression analyses were detected.
bAssociations shown in the table were the only significant associations found. The number in each cell refers to the standardized regression
coefficient b, indicating the relative importance of the independent variable: the higher the b coefficient the higher the contribution of the
independent variable in the regression equation. The bracketed number in each cell symbolizes R2, the explained variance of the dependent
variable accounted for by the single independent variable. Total R2 is the percentage of variation of the dependent variable score that is
accounted for by the independent variables together.
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large enough to detect correlations as low as 0.25 with
adequate statistical power, but most correlation co-
efficients were below that threshold. Two studies which
have used multiple regression analyses to study the
independent associations between health profiles and
health preferences found R2 values of 19 and 0%
w33,34x. We have not reported such multivariate ana-
lyses because it is instantly clear from the low Pearson
correlation coefficients (Table 6) that health prefer-
ences scores cannot be explained by health profile
outcomes. The implication of this finding is that both
types of questionnaires truly reflect different aspects
of the HRQOL concept. The health profiles assess
patients’ functioning on different domains of quality of
life, whereas the health preferences methods elicit indi-
vidual judgements of the value of the current health
status, relative to full health and death. The implica-
tion is that the two types of questionnaires may lead to
different conclusions on HRQOL of dialysis patients.
The descriptive questionnaires SF-36 and EQ-5D
indicated that quality of life of dialysis patients in this
study was severely impaired. Despite these impair-
ments, patients valued their health status as high as
82–89% of normal health. The discrepancy between the
results of the descriptive questionnaires and the pref-
erence measurements might be explained by the fact
that the coping mechanism, through which patients
gradually learn to adapt to their new situation and
to accept the fact that it will remain unchanged, is
more reflected in the preference-based methods than
in the descriptive questionnaires. The reality for many
ESRD patients seems to be that, despite the severe
physical limitations experienced in everyday life, they
subjectively experience a relatively high quality of life.

The multivariate regression analyses (Table 5)
failed to show obvious relationships between socio-
demographic-, clinical-, and treatment-related vari-
ables and health preferences scores. Previous research
showed that health preferences were also not cor-
related with clinical variables, such as haematocrit,
haemoglobin, and glomerular filtration rate w33x. If
health preferences scores are poorly explained by
both health status (Table 6) and socio-demographic,
clinical-, and treatment-related variables (Table 5),
what else constitutes a person’s preference score?
Besides, by coping behaviour of patients, the prefer-
ence scores may be influenced by beliefs about health,
previous experiences and knowledge, a person’s atti-
tude towards risk and time and non-health related
factors, such as financial status, family circumstances,
and social support w31x. These confounders hamper
the strict interpretation of the preference scores as the
valuation of health status only and, consequently, the
use of health preference methods in clinical HRQOL
studies, especially in populations of chronic patients.
In such populations, the coping process may prevent
patients from using the whole range of possible scores
w36x. Two of the three prospective Epo studies that used
the TTO instrument reported no difference in health
values after treatment with Epo had been started w5,17x.
Also, a study in survivors of myocardial infarction
concluded that health values are stable over time, des-
pite changes in health status w37x. This further reduces
the usefulness of health preference methods, especially
in prospective studies. Other disadvantages of health
preferences methods include the necessity of an inter-
viewer situation, the relatively high non-response
and the unknown influence of cross-cultural factors
on health values of patients. Until these issues are
resolved, the use of health preferences methods should
be limited to a research context.

Acknowledgements. Parts of this study were published in abstract
form in Peritoneal Dialysis International 1997 volume 17,
Supplement 1. We are indebted to Roos Wisse, Barbara Nijman,
and Rita Morren for the conduction of interviews, to Jan van
Busschbach, Frans Rutten, and Sjoerd Terpstra for comments on
earlier drafts of this paper and to Rosalind Rabin, who assisted
with English language editing. We thank the following members
of the NECOSAD Study Group and nephrologists from the
participating dialysis centres for their cooperation: J. Barendregt,
Maastricht; M. Boekhout, Leiderdorp; E. W. Boeschoten,
Amsterdam; W. J. W. Bos, Nieuwegein; H. R. Buller, Amsterdam;
F. W. Dekker, Amsterdam; W. Geerlings, ‘s-Gravenhage; P. G. G.
Gerlag, Veldhoven; J. P. M. C. Gorgels, Haarlem; R. M. Huisman,
Groningen; K. J. Jager, Amsterdam; W. A. H. Koning-Mulder,
Enschede; M. I. Koolen, ‘s-Hertogenbosch; K. M. L. Leunissen,
Maastricht; K. J. Parlevliet, Arnhem; C. H. Schroder, Utrecht;
P. Stevens, Amsterdam; J. G. P. Tijssen, Amsterdam; R. M.
Valentijn, ‘s-Gravenhage; A. van Es, Hilversum; J. A. C. A.
van Geelen, Alkmaar; L. van Leusen, Arnhem; H. H. Vincent,
Nieuwegein; P. Vos, Utrecht.

References

1. Rettig RA, Sadler JH, Meyer KB et al. Assessing health and
quality of life outcomes in dialysis: a report on an Institute of
Medicine workshop. Am J Kidney Dis 1997; 30: 140–155

Table 6. Correlation (Pearson’s r) between descriptive instruments
and preference measurements

TTO SG

SF-36a PF 0.18 0.16
RP 0.15 0.23c

BP 0.23b 0.23c

GH 0.14 0.16
VT 0.21b 0.31c

SF 0.29c 0.24c

RE 0.11 0.07
MH 0.15 0.29c

PCS 0.21b 0.21b

MCS 0.19b 0.23c

EQ-5D Mobility �0.15 �0.18b

Self-care 0.03 �0.07
Daily activities �0.19b �0.20b

Pain �0.16 �0.13
Anxietyudepression �0.18b �0.20b

aAbbreviations: PFsphysical functioning, RPs role functioning—
physical, BPsbodily pain, GHsgeneral health perceptions,
VTsvitality, SFs social functioning, REs role functioning
emotional, MHsmental health, PCSsPhysical Component
Score, MCSsMental Component Score.
bP-0.05.
cP-0.01.
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