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End-stage renal disease (ESRD) is the terminal and final phase of several very different 
conditions, which can be hereditary or non-hereditary. Some conditions affect only the 
kidney (e.g. glomerulonephritis), whereas in other cases many systems are affected 
including the kidney (e.g. diabetes mellitus, hypertension). Common to all is the non
functioning of kidneys, which if renal replacement therapy (RRT) is not initiated, will 
ultimately proceed to death. 

With the introduction of RRT in the 1960s survival of patients with chronic renal 
failure, that were otherwise destined to die, became possible. Currently three main types 
of treatment modalities can be distinguished: transplantation, hemodialysis (HD) and 
peritoneal dialysis (PD). As transplantation is limited due to shortage of donors and 
rejection of kidneys most patients are committed to long-term dialysis therapy. 
Hemodialysis is mostly performed in in-hospital dialysis units and usually implicates 3 
dialysis sessions of 3 to 4 hours per week. The blood of the patient is run through an 
artificial kidney, which removes waste products and excess of water from the blood. PD 
mostiy concerns chronic ambulatory peritoneal dialysis (CAPD), a self-performance 
treatment which can be done at home. In this case a sterile dialysis solution is introduced 
into the abdominal cavity, equilibrated with the blood over a period of hours and is then 
drained and replaced with fresh dialysate. Usually four exchanges of 2 liters of dialysate 
per day are required. 

During 1985 and 1995 the number of ESRD patients treated by dialysis in The 
Netherlands has doubled to a total number of 3859 patients in 1995.1 This corresponds 
with a prevalence of 250 dialysis patients per million inhabitants. During the same period 
also the annual incidence of new chronic dialysis patients doubled to a number of more 
than 1200. Despite improvements in dialysis technology, the annual crude mortality rate 
has increased from 13 to 2 1 % during the same period. Both these trends are not unique 
to The Netherlands but are a reflection of a worldwide trend. Possible explanations are a 
higher acceptance rate of older and sicker patients, reduced mortality from other 
conditions and a possible higher incidence of kidney disease.2 

Traditionally, effects of treatment are assessed in terms of mortality and morbidity. 
However, there is a growing recognition that these data alone are an incomplete measure 
of outcome in patients with ESRD. Since dialysis imposes major restrictions on the life
style of the patient, it is particularly important that the patient's own perception of his or 
her quality of life influences decisions regarding their management. 

Whereas clinical outcomes such as blood pressure and death are relatively easily 
quantifiable, the measurement of quality of life is much more difficult. Health, according 
to The World Health Organization (WHO), can be defined as "a state of complete 
physical, psychological and social well-being and not merely the absence of disease or 
infirmity".3 Consistent with this definition, the assessment of quality of life should at least 
address the patient's functioning and well-being in the physical, psychological and social 
domains. 

Despite all research efforts, there is still no conclusive evidence for most patients (i.e. 
without definite medical and/or social contraindication for one or more treatment 
modalities) regarding which dialysis modality yields a specific advantage in terms of 
survival and/or quality of survival. This may be explained by methodological limitations 
of the majority of studies including small and/or selected patient populations, and 
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retrospective or cross-sectional study designs with no or inadequate adjustment for case 
mix. Inherently, the various study populations differed with respect to case mix variables, 
such as comorbidity and therapy history. Regarding quality of life, also different 
definitions of quality of life and tools to assess quality of life have been used. 

In recent years the concept of adequacy of dialysis has been introduced. Results 
regarding the association between estimates of adequacy of dialysis and clinical outcomes 
are not conclusive. This can be attributed to the above-mentioned methodological 
drawbacks of many of the studies as well as to, as yet, insufficient insight regarding how 
adequacy of dialysis is best measured. In addition, so far, hardly any attention has been 
paid to the association between variables of adequacy of dialysis and quality of life 
outcomes. 

In recognition of these issues, the objective of the present thesis is to evaluate the 
outcome of patients starting chronic hemo- or peritoneal dialysis in The Netherlands in a 
prospective way. In particular, the value of different quality of life parameters to express 
the outcome of chronic dialysis therapy is evaluated. The first part of this thesis addresses 
short-term outcomes of chronic dialysis treatment. In Chapter 2, the clinical condition of 
our cohort of patients three months after the start of dialysis is described. In the 
following chapter {Chapter 3), the focus is changed to quality of life. First, a review on 
quality of life is presented. (Chapter 3.1). The concept of quality of life is defined, 
methodological problems in assessing quality of life are outlined, existing quality of life 
measures applied in dialysis patients are reviewed and the results and the bottle-necks in 
the interpretation of QL studies in dialysis patients are discussed. In Chapter 3.2, the 
generic quality of life of our cohort of patients three months after the start of dialysis is 
described and put into perspective of the generic quality of life of a Dutch general 
population sample. In addition, demographic, clinical and adequacy of dialysis variables 
associated with quality of life are identified. Chapter 3.3 reports on disease-specific quality 
of life in terms of disease and dialysis related physical symptoms three months after the 
start of dialysis. Both patient and treatment variables associated with symptoms are 
studied and the relation between physical symptoms and generic quality of life is assessed. 
The second part of this thesis (Chapters 4 to 6) deals with the mid-term outcomes. In 
Chapter 4, cardiovascular and non-cardiovascular mortality during the first years of dialysis 
are studied and risk factors for cause-specific mortality are identified. In Chapter 5, we 
describe the course of quality of life during the first 18 months of dialysis treatment. 
Differences between H D and PD patients are compared, and patient and treatment 
characteristics at the start of dialysis associated with quality of life over time are identified. 
In Chapter 6, survival and aspects of quality of survival are integrated in one outcome 
measure, so-called poor outcome. Predictors of poor outcome one year after the start of 
dialysis are identified. Finally, in Chapter 7, a general discussion of the findings is presented 
and future directions are formulated. A summary concludes this thesis. 
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