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Background

Elderly patients with advanced chronic kidney disease (CKD) and multiple co-morbidities have high symptom and depression scores in cross-sectional studies. However, long-

form measurements of depression and symptom burden are not practical for regular routine screening use in all patients. Originally devised by Roth et al (1999) for the National

Comprehensive Cancer Network (NCCN), the Distress Thermometer (DT) is a simple self-scoring visual analogue scale for recording global distress (a composite of physical
wellbeing, psychosocial and spiritual issues). We have found it quick and easy to use, even in our multi-ethnic CKD population. We now use it as a tool to enhance

communication and ensure a patient-centred approach at all low clearance clinic (LCC) patient visits.
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We suggest using a cut-off of 27 when using the Distress Thermometer as a screening
tool — this gives a specificity of 89.9% for the HADS, and 91.5% for the BDI-II:
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Median time taken to complete the DT was 4mins (IQR 3-omins). 285/319 people

completed the acceptability questionnaire — of these only 4/285 felt upset by being asked Fig 3 Linear regression for MSAS-SF (Renal)

to complete the Distress Thermometer, and of the 5/285 who suggested changes, 3

suggested changes to the reference questionnaires and not to the DT itself. /’- b’
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Discussion

The Distress Thermometer is a quick, acceptable and valid tool in UK renal population, especially for older and frailer patients

who may have difficulty completing longer tools. It may be used as an ultra-short depression screening tool in both CKD and
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dialysis populations (using a cut-off of 27 for “caseness”).

We have also found it to have utility as a general aid to discussion during the clinical consultation even in those patients who
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do not meet the criteria for “caseness”, as a way of ensuring a patient-led agenda.
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