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ABSTRACT 

Background: Chronic kidney disease (CKD) and its progression to end-stage renal disease (ESRD) 

represent a major global health burden, with hemodialysis serving as the most common renal 

replacement therapy for affected individuals. Malnutrition, particularly protein-energy wasting, is highly 

prevalent among patients undergoing hemodialysis and is strongly associated with increased morbidity, 

mortality, and diminished quality of life. This review aims to provide a comprehensive overview of 

nutritional challenges faced by hemodialysis patients, with a focus on assessment methods, factors 

contributing to nonadherence, and current intervention strategies to improve outcomes. 

The paper begins with an overview of CKD, ESRD, and available treatment modalities, highlighting the 

profound impact of kidney dysfunction and dialysis on nutritional status. Nutritional assessment in this 

population requires a combination of clinical, biochemical, and dietary tools to accurately identify 

malnutrition and its risk factors. Factors affecting nonadherence—such as complex dietary restrictions, 

psychosocial and socioeconomic barriers, and comorbid conditions—are explored for their role in 

compromising patient outcomes. The review discusses evidence-based nutritional interventions, 

including individualized dietary counseling, oral supplementation, and multidisciplinary care 

approaches. Barriers to optimal nutrition are considered from both patient and healthcare system 

perspectives, with emphasis on the need for culturally sensitive and patient-centered solutions. 

Emerging trends and research gaps are also identified. 

Conclusion: Optimizing nutritional care in hemodialysis patients requires early assessment, ongoing 

support, and tailored interventions. Addressing barriers and promoting adherence through education 

and multidisciplinary collaboration are key strategies to improve quality of life and clinical outcomes in 

this high-risk population. 
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Introduction 

Chronic kidney disease (CKD) has become a significant global health concern, affecting millions of 

people and contributing to rising rates of morbidity and mortality worldwide [1]. As kidney function 

declines, patients face a complex array of medical and lifestyle challenges that impact nearly every 
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aspect of their health, with nutrition standing out as a particularly important factor [2]. The progression 

from CKD to end-stage renal disease (ESRD) is associated with an increased burden of comorbidities, 

frequent hospitalizations, and diminished quality of life [3,4]. 

Malnutrition, especially protein-energy wasting, is a well-recognized complication among individuals 

receiving hemodialysis [5]. The causes are multifactorial, involving both the disease process itself and 

the demands imposed by renal replacement therapies [6]. Poor nutritional status has been strongly 

linked to worse clinical outcomes in this population, underscoring the critical need for effective 

assessment and management strategies [7,8]. 

This review will explore the nutritional challenges faced by hemodialysis patients, beginning with an 

overview of CKD and ESRD, current treatment modalities, and a detailed examination of factors 

affecting nutritional status. Additionally, special attention will be given to the assessment tools 

available, factors contributing to nonadherence, and evidence-based interventions aimed at improving 

outcomes in this vulnerable group. 

Chronic Kidney Disease and End-Stage Renal Disease 

Chronic kidney disease (CKD) is defined as abnormalities of kidney structure or function, present for 

more than three months, with implications for health [9]. It is classified into five stages based on 

glomerular filtration rate (GFR) and the presence of kidney damage, ranging from mild kidney 

dysfunction to complete loss of function [10]. The global prevalence of CKD is rising, driven by 

increasing rates of diabetes, hypertension, and an aging population [11,12]. In many countries, CKD 

represents a growing public health challenge due to its association with cardiovascular complications, 

reduced quality of life, and increased healthcare costs [13]. 

End-stage renal disease (ESRD) is the final, irreversible stage of CKD, where kidney function is 

insufficient to sustain life without renal replacement therapy [14]. ESRD patients require either dialysis 

or kidney transplantation to survive. The transition from early CKD to ESRD is often gradual, marked 

by worsening metabolic disturbances, accumulation of toxins, and significant comorbidities [15]. This 

progression has profound implications for patients’ nutritional status, as the loss of renal function alters 

protein, electrolyte, and fluid metabolism [16]. 

Despite advances in medical care, patients with ESRD continue to face high risks of hospitalization, 

malnutrition, and mortality [17]. Understanding the epidemiology and pathophysiology of CKD and 

ESRD is essential for developing effective management strategies, particularly regarding nutritional 

support in the dialysis population [18]. 

 Treatment Options for ESRD 

End-stage renal disease (ESRD) represents a critical phase where kidney function is no longer adequate 

to meet the metabolic and fluid needs of the body, necessitating renal replacement therapy (RRT) to 
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sustain life [19]. The primary modalities of RRT include hemodialysis, peritoneal dialysis, and kidney 

transplantation [20]. 

Hemodialysis remains the most widely used form of RRT globally. It involves circulating the patient’s 

blood through an external filter (dialyzer) to remove waste products and excess fluids before returning 

the cleansed blood to the body [21]. Most patients receive hemodialysis three times per week at 

specialized centers, though home-based therapies are also available in some regions [22]. Despite its 

life-sustaining benefits, hemodialysis is associated with significant challenges, including vascular 

access complications, infection risk, and strict dietary and fluid restrictions [23]. 

Peritoneal dialysis is another option, utilizing the patient’s own peritoneal membrane as a filter to 

clear waste products and excess fluids via a catheter placed in the abdomen [24]. While peritoneal 

dialysis offers greater flexibility and independence, it may not be suitable for all patients, especially 

those with certain comorbidities or poor abdominal health [25]. 

Kidney transplantation is considered the treatment of choice for suitable candidates, offering 

improved survival and quality of life compared to dialysis [26]. However, transplantation is limited by 

donor availability, the need for lifelong immunosuppression, and potential complications such as 

rejection and infection [27]. 

The choice of RRT is influenced by a variety of factors, including patient preference, comorbid 

conditions, availability of resources, and psychosocial considerations. Regardless of modality, patients 

with ESRD face substantial nutritional and metabolic challenges that must be addressed as part of 

comprehensive care [28]. 

 Nutritional Challenges in Hemodialysis Patients 

Patients undergoing hemodialysis encounter a range of nutritional challenges that can significantly 

affect their health and outcomes [29]. Malnutrition—particularly protein-energy wasting (PEW)—is 

highly prevalent among this population, arising from a combination of decreased nutrient intake, 

metabolic alterations, and losses during dialysis sessions [30]. The dialysis process itself can contribute 

to nutrient losses, especially of water-soluble vitamins, amino acids, and trace elements [31]. 

Anorexia is common in hemodialysis patients, often driven by uremic toxins, chronic inflammation, 

gastrointestinal symptoms, and the restrictive nature of the renal diet [32]. Dietary limitations, 

including reduced intake of potassium, phosphorus, sodium, and fluids, are necessary to prevent 

metabolic complications but can further restrict dietary choices and caloric intake [33]. Many patients 

also struggle with altered taste sensation, early satiety, and psychological factors that affect their 

appetite and food preferences [34]. 

Furthermore, comorbidities such as diabetes, heart failure, and gastrointestinal disorders can further 

complicate nutritional management in these individuals [35]. Catabolic conditions, frequent 
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hospitalizations, and infections may also lead to increased protein and energy requirements that are 

difficult to meet with dietary intake alone [36]. 

If unaddressed, these challenges can result in significant nutritional deficits, muscle wasting, impaired 

immune function, and increased susceptibility to infections and hospitalization [37]. As such, 

identifying and managing nutritional problems is a cornerstone of care in the hemodialysis population 

[38]. 

A. Assessment of Nutritional Status 

Accurate assessment of nutritional status in hemodialysis patients is essential for early identification 

of malnutrition and timely intervention [39]. Multiple assessment methods are recommended, as no 

single measure provides a complete picture of nutritional health in this population [40]. 

Clinical assessment involves a detailed medical and dietary history, physical examination focusing on 

signs of muscle wasting, subcutaneous fat loss, and overall functional status [41]. Biochemical 

markers such as serum albumin, prealbumin, transferrin, and total cholesterol are frequently used, 

though they may be influenced by inflammation and other comorbid conditions [42]. Anthropometric 

measurements, including body mass index (BMI), mid-arm circumference, and triceps skinfold 

thickness, provide additional information but may be affected by fluid overload common in dialysis 

patients [43]. 

Standardized tools such as the Subjective Global Assessment (SGA) and the Malnutrition-

Inflammation Score (MIS) have been validated for use in the dialysis population, combining clinical 

judgment with objective data [44]. Dietary intake assessments, such as 24-hour dietary recalls or food 

frequency questionnaires, can help identify nutrient deficiencies and guide personalized nutrition plans 

[45]. 

Regular and comprehensive nutritional assessment is vital, as early recognition of risk enables prompt 

intervention and improves clinical outcomes [46]. 

B. Factors Affecting Nonadherence in Hemodialysis Patients 

Nonadherence to dietary, fluid, and medication recommendations is a common challenge among 

hemodialysis patients, often compromising nutritional status and overall treatment outcomes [47]. 

Several factors contribute to nonadherence, making it a multifaceted problem requiring individualized 

approaches. 

Dietary and fluid restrictions can be particularly difficult to maintain over the long term. The 

prescribed diet for hemodialysis patients often limits the intake of potassium, phosphorus, sodium, and 

fluids, leading to frustration, monotony, and decreased enjoyment of meals [48]. Cultural and 

socioeconomic factors may further complicate adherence, as access to recommended foods or 

understanding dietary instructions can be limited by language barriers, financial constraints, or 

traditional food preferences [49,50]. 
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Psychosocial elements, including depression, anxiety, and lack of social support, are strongly 

associated with poor adherence in this population [51]. The chronic nature of kidney disease, frequent 

hospital visits, and a sense of dependence on healthcare providers can contribute to emotional distress 

and treatment fatigue [52]. Additionally, complex medication regimens and the side effects of various 

drugs may discourage patients from following their prescribed therapies [53]. 

Nonadherence can result in worse nutritional outcomes, increased risk of hospitalization, 

cardiovascular complications, and reduced quality of life [54]. Identifying barriers to adherence and 

providing targeted education, counseling, and support are essential strategies for improving patient 

outcomes [55]. 

C. Impact of Malnutrition on Morbidity, Mortality, and Quality of Life 

Malnutrition in hemodialysis patients has profound effects on clinical outcomes, contributing to 

increased morbidity, mortality, and a decline in quality of life [56]. Protein-energy wasting, the most 

severe form of malnutrition in this group, is independently associated with higher rates of 

hospitalization, longer hospital stays, and increased susceptibility to infections and complications 

[57,58]. 

Numerous studies have demonstrated a strong correlation between poor nutritional status and elevated 

risk of cardiovascular disease—the leading cause of death among dialysis patients [59]. 

Hypoalbuminemia, a marker of malnutrition, is recognized as a powerful predictor of mortality in this 

population [60]. Furthermore, malnutrition impairs immune function, delays wound healing, and 

reduces the patient’s ability to recover from illness or surgical procedures [61,62]. 

The impact of malnutrition extends beyond physical health. Patients with inadequate nutritional status 

often report decreased energy, muscle weakness, and impaired functional capacity, which can limit 

independence and participation in daily activities [63]. These factors negatively affect psychosocial 

well-being and are associated with higher levels of depression and reduced health-related quality of 

life [64,65]. 

Addressing malnutrition is therefore a cornerstone of comprehensive care in hemodialysis, with early 

identification and intervention playing a critical role in improving outcomes and enhancing the overall 

well-being of patients [66]. 

D. Nutritional Interventions and Support Strategies 

Effective nutritional intervention is essential to improve clinical outcomes and quality of life in 

hemodialysis patients [67]. The foundation of nutritional management includes individualized dietary 

recommendations, which should account for the patient’s clinical status, laboratory values, 

comorbidities, and personal preferences [68]. Dietary counseling by a qualified renal dietitian is 

considered a critical component of patient care, facilitating the creation of practical meal plans that 
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optimize protein and energy intake while adhering to necessary restrictions on potassium, phosphorus, 

sodium, and fluid [69]. 

Oral nutritional supplements are often recommended for patients unable to meet their nutritional needs 

through diet alone, particularly those with poor appetite, high catabolic rates, or significant weight loss 

[70]. In certain cases, intradialytic parenteral nutrition (IDPN) may be used to deliver nutrients 

during dialysis sessions, especially in patients with severe malnutrition unresponsive to oral 

interventions [71]. Additionally, strategies such as meal fortification, small frequent meals, and the 

inclusion of culturally appropriate foods can help address patient-specific barriers to adequate intake 

[72]. 

A multidisciplinary approach involving physicians, dietitians, nurses, and social workers is essential 

for the comprehensive management of nutritional issues. Patient education, addressing 

misconceptions, and providing ongoing support can empower patients to make informed choices and 

improve adherence to dietary recommendations [73]. Furthermore, regular monitoring and 

reassessment of nutritional status ensure that interventions are adjusted according to changing clinical 

needs [74]. 

Evidence-based nutritional interventions not only enhance nutritional status but are also associated 

with reduced hospitalization rates, lower mortality, and improved overall quality of life for 

hemodialysis patients [75]. 

Barriers to Achieving Good Nutritional Status 

Despite the clear benefits of optimal nutrition, many hemodialysis patients face significant barriers 

that hinder the achievement and maintenance of adequate nutritional status [76]. Healthcare system 

limitations, such as limited access to specialized dietitians, insufficient nutrition education, and time 

constraints during clinic visits, can impede the delivery of individualized dietary counseling and 

follow-up [77]. In some settings, resource shortages or lack of reimbursement for nutrition services 

further exacerbate these challenges [78]. 

Patient-related factors also play a critical role. Limited knowledge or misunderstanding of dietary 

recommendations may lead to unintentional dietary errors [79]. Financial difficulties can restrict access 

to high-quality, renal-appropriate foods, while transportation issues may prevent patients from 

attending regular follow-up visits or educational sessions [80]. Comorbidities such as depression, 

cognitive impairment, or poor social support can further reduce motivation and ability to adhere to 

dietary advice [81]. 

Cultural and social influences may shape food choices and eating patterns, occasionally leading to 

conflicts between traditional diets and prescribed renal diets [82]. In many cases, family and caregiver 

support is essential for meal preparation and adherence to complex dietary regimens [83]. 
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Overcoming these barriers requires a holistic and patient-centered approach, integrating 

multidisciplinary support, culturally sensitive education, and strategies to address socioeconomic and 

psychosocial determinants of health [84]. 

Conclusion 

Nutritional status is a cornerstone of health and well-being in patients undergoing hemodialysis. The 

interplay between CKD, ESRD, treatment modalities, and complex metabolic changes creates a high 

risk of malnutrition and its associated complications. Early and accurate assessment, multidisciplinary 

support, and tailored interventions are critical for improving outcomes, reducing morbidity and 

mortality, and enhancing quality of life for this vulnerable population. Despite ongoing challenges 

including nonadherence, healthcare system limitations, and socioeconomic barriers emerging research 

and innovative approaches offer promise for more effective and patient-centered nutritional care. 

Continued efforts are needed to address knowledge gaps and implement evidence-based strategies that 

support the unique needs of hemodialysis patients worldwide  
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