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Abstract  

Background: Hemodialysis is becoming more common for chronic kidney disease (CKD), a worldwide 

health issue. This review study examines the complex relationship among nutritional statu.s, illness 

progression, and treatment results in CKD patients on hemodialysis. Aims and objective: The report 

discusses CKD patients' dietary issues, including proteinenergy loss, altered metabolism, and micronutrient 

deficits. Malnutrition in CKD is multidimensional, including inflammation, comorbidities, and dietary 

limitations, making nutritional evaluation complicated. Methods: The nutritional evaluation of CKD patients 

on haemodialysis includes anthropometric assessments, biochemical indicators, dietary questionnaires, and 

imaging. Each method's merits and weaknesses are highlighted to help clinicians and researchers choose 

accurate and reliable nutritional assessment techniques. Results: Nutritional status affects CKD patients' 

mortality, morbidity, and quality of life, according to the review. Dietary advice, oral nutritional supplements, 

and tailored diets are prioritized. Telehealth and tailored diet for CKD patients on haemodialysis are being 

examined. Discussion: The findings seek to influence future research and clinical practice, improving 

consequences and quality of life for CKD patients on haemodialysis. Conclusion: In conclusion, this review 

synthesizes current information on the nutritional evaluation of CKD patients on haemodialysis, highlighting 

the difficulties and potential of managing this complex patient population's nutrition.  
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1. INTRODUCTION   

Chronic kidney disease (CKD) may be attributed to any of the three disease processes, including intrinsic 

renal pathology affecting the vascular, glomerular, or tubule-interstitium, prerenal conditions characterized 

by lower renal perfusion pressure, or postrenal factors causing obstruction. Chronic kidney disease (CKD) is 

defined as an etiology-independent decline in estimated glomerular filtration rate (eGFR) to 60 ml/min/1.73 

mt2 or lower for a minimum of three months. There is a clear upward trend in the frequency and incidence 

of renal failure, which is associated with substantial monetary costs and negative results. Important 

considerations include the evaluation and monitoring of long-term patients participating in intervention 

programmes, including haemodialysis. In recent years, chronic kidney disease (CKD) has been observed on 

a global scale. This disease is characterised by a slow but steady progression and is mostly caused by lifestyle 

factors such diabetes, hypertension, smoking, and alcohol consumption. There is a global reach to the CKD 

pandemic. With a prevalence rate of over 14%, almost 37 million Americans are projected to suffer from 

chronic kidney disease. Over the last century, people have lived longer on average. Recent data from the 

International Society of Nephrology's Kidney Disease Data Centre Study revealed a prevalence of 17%, with 

reported prevalence ranging from less than 1% to 13% across various locations. Chronic kidney disease 

(CKD) has a wide range of possible causes in India. Chronic kidney disease (CKD) of unknown aetiology 

(CKDu) is prevalent in certain regions of Andhra Pradesh, Odisha, and Goa. CKDu is characterised by a 

gradual onset and gradual progression of chronic interstitial nephropathy. [1-2].  

Nearly half of those with severe renal impairment and nearly all of those with mild to moderate renal function 

decline do not receive treatment [3-4]. Regardless of the presence or absence of diabetes or hypertension, the 

prevalence of chronic kidney disease (CKD) stages 3, 4, and 5 was found to rise with age [5]. Comorbidities, 

such as cardiovascular disease, infections, hepatitis, bone diseases, and malnutrition, may increase the risk 

of hospitalisation and death in this population due to their lack of regular physical exercise [6-9]. Chronic 

kidney disease (CKD) patients have a higher risk of death, morbidity, and poor quality of life (QOL) [9]. The 

increasing prevalence of obesity, hypertension, and diabetes—diseases that affect chronic kidney disease and 

end-stage renal disease (CKD/ESRD)—has raised the importance of effectively treating patients' nutrition, 

according to 2018. Healthcare providers still lack adequate training and access to formal nutrition 

programmes, even though there are recommendations and a clear need for it [10]. Additionally, there is 

evidence to show that primary care dietitians are vital in the management of chronic kidney disease (CKD). 

Dietitians who don't often teach patients about kidney illness may require further education to help patients 

cope with the specific challenges of chronic kidney disease (CKD) and end-stage renal disease (ESRD) [10].  

The results of these assessments give light on the patient's specific nutritional needs, which in turn allows for 

the development of more targeted nutritional treatments. Implementing this proactive method in a specific 

community or organisation ensures personalised healthcare, reduces malnutrition-related problems, and 

improves overall well-being [11].  

One of the most important ways to improve patient survival rates in the latter stages of chronic kidney disease 

(CKD) is haemodialysis (HD), the most used renal replacement treatment worldwide [12]. If a kidney 
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transplant is not an option for a patient, dialysis can be used as a supportive treatment in the interim or as a 

therapeutic intervention before the transplant operation [13]. Among patients undergoing maintenance 

haemodialysis (MHD), proteinenergy malnutrition is very common, according to Jafari et al. (year). The use 

of non-sterile dialysate and reverse filtration. Unfortunately, serum C-reactive protein (CRP) levels cannot 

be completely restored to normal levels even after haemodialysis (HD) utilising ultra-pure dialysate and 

biocompatible membranes. What this means is that factors unrelated to dialysis are crucial in triggering the 

inflammatory response [14–17]. Healthcare providers' reports of common conditions like diabetes, 

hypertension, and glomerulonephritis (GN) were the focus of the 2016 study by Anjum et al. [18].   

Previous studies in various healthcare settings have employed a range of tools to comprehensively assess 

patients' nutritional status [18]. A person's eating habits can be better understood with the use of dietary 

evaluations such food frequency surveys and the 24-hour dietary recall [19, 20]. You may learn a lot about 

someone's nutritional health and body composition from anthropometric measurements like their waist 

circumference, skinfold thickness, and body mass index (BMI). The purpose of the study by Molsted et al. 

was to investigate HRQOL in dialysis patients and those with chronic kidney disease (CKD). Results showed 

that compared to people receiving hemodialysis (HD), patients with Parkinson's disease (PD) rated Dialysis 

Staff Encouragement and Patient Satisfaction higher (p≤ 0.05). On the other hand, research has demonstrated 

that smoking is associated with lower HRQOL scores on multiple occasions [21].   

One way to quantify protein status is by biochemical examinations, which include measuring blood albumin 

and prealbumin levels [18]. Integrating many methods in previous studies allows for a more complete 

understanding of nutritional status, which in turn allows healthcare providers to personalise treatments more 

effectively, considering the specific needs of each patient. [22].  

  

2. METHODS AND TOOLS FOR NUTRITIONAL ASSESSMENT  

In order to detect any food deficiencies or excesses, it is essential to evaluate an individual's nutritional status 

through nutritional assessment. It is essential to conduct nutritional screenings on patients with a body mass 

index (BMI) below 18.5 kg/m2 according to the European Society for Clinical Nutrition and Metabolism 

(ESPEN). When it comes to nutritional screening, the Dialysis Malnutrition Score (DMS) and body mass 

index (BMI) are seen as basic instruments [23]. In order to determine if patients receiving HD are at danger 

of malnutrition, these instruments are contrasted with the gold standard, the Patient-Generated Subjective 

Global Assessment (PG-SGA). The number 23.   

A nutritionist screened participants for dietary deficiencies by collecting data related to DMS and BMI cut-

off values. When compared to the PG-SGA, the DMS questionnaire asked more specific questions about the 

patient's dialysis history and included a physical exam section that looked for signs of subcutaneous fat loss 

and muscular atrophy. Each DMS component was scored using a 5-point scale, where 1 indicates normal and 

5 indicates very severe [24]. All DMS components add up to a possible total score between 7 and 35. A 

diagnostic scale developed by Beurer GmbH of Ulm, Germany, known as the Beurer BG 64, was utilised to 

ascertain the dry weight, which is a component of body mass index (BMI). This weight reading was recorded 
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following the end of the dialysis treatment. As per the classification offered by the World Health Organisation 

(WHO), the body mass index (BMI) threshold was established as BMI < 18.5 kg/m2. Looking back, we were 

able to pull serum albumin and serum cholesterol levels from the medical records. When blood albumin 

levels are below 38 g/L and serum cholesterol levels are below 2.59 mmol/L, protein-energy malnutrition 

can be diagnosed according to the criteria set by the International Society of Renal Nutrition and Metabolism 

(ISRNM). A measuring tape was used to take the mid-upper arm circumference (MUAC), and a triceps skin 

fold (TSF) probe was placed on the back of the arm to evaluate its thickness. The following equation was 

used to estimate the mid-arm muscle circumference (MAMC). [24].  

MAMC (cm) =MAUC (cm) -[TSF (mm) x ).  

 

2.1 Common methods and tools for nutritional assessment:  

Various methods and tools are used in nutritional assessment, each providing different insights into an 

individual's nutritional health. Here are some common methods and tools for nutritional assessment:  

A. Anthropometric Measurements:  

• Height and Weight: These fundamental measures may be used in the computation of Body Mass 

Index (BMI), which serves as a gauge for the level of adiposity in the body [25].  

• Waist and Hip Circumference: This metric is valuable in evaluating central obesity and the potential 

for developing chronic illnesses [25]. B. Biochemical Assessment:  

• Blood Tests: Assess the concentrations of several nutrients, including vitamins, minerals, and 

proteins. Typical laboratory assessments include measurements such as hemoglobin concentration, serum 

albumin levels, and vitamin D status, among others [26].  

• Urine Tests: Evaluate the processes of nutrient excretion and absorption [26]. C. Clinical Assessment:  

• Medical History and Physical Examination: One should conduct an examination to identify 

indications and indications of imbalances in nutritional intake, including both insufficiencies and surpluses. 

These may manifest is many ways, including dermatological problems, the state of hair and nails, as well as 

neurological symptoms [27]. D. Dietary Assessment:  

• 24-Hour Dietary Recall: Participants are able to accurately remember and report all food and beverage 

items that they have ingested throughout the previous 24-hour period [28].  

• Food Frequency Questionnaires (FFQ): Evaluate the prevalence of food intake during a certain 

timeframe.  

• Food Records or Diaries: Participants meticulously document every food and beverage intake 

throughout a designated timeframe [28].  

2.2 Role of dietary records, dietary recalls, and dietary interviews  

Dietary records, dietary recalls, and dietary interviews are crucial instruments in the realm of nutrition for 

collecting data pertaining to an individual's food consumption and dietary patterns. Each methodology has 

distinct merits and constraints, and their judicious integration allows for a holistic assessment of an 
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individual's dietary patterns [29]. The following is a comprehensive summary of the functions and 

responsibilities associated with these tools:  

  

  

2.2.1 Dietary Records:  

Role: Dietary records include the practice of persons meticulously documenting and maintaining an exact 

record of every food and beverage intake over a designated timeframe, often ranging from 3 to 7 days. This 

methodology offers a complete and intricate depiction of individuals' everyday food patterns [29].  

Advantages: Enables a comprehensive evaluation of dietary choices, serving sizes, and eating habits. This 

paper presents a comprehensive examination of nutrient consumption patterns. The use of memory is 

minimized, hence decreasing the probability of underreporting [29]. Limitations: Individuals have the 

propensity to modify their dietary patterns when they are aware of being under scrutiny. The successful 

completion of the task necessitates a proficient level of reading and a strong drive for achievement. The 

participation in this activity may impose a significant load on individuals and consume a considerable amount 

of time [29].  

  

2.2.2 Dietary Recalls:  

Role: Dietary recalls include people recollecting and documenting their food consumption within a 

designated timeframe, often spanning the preceding 24 hours. This approach demonstrates efficacy in 

expeditiously evaluating food consumption [30].  

Advantages: The task can be executed expeditiously. This tool is valuable for the estimation of typical food 

habits. The use of dietary records necessitates a greater amount of work from participants in comparison to 

other methods [30].  

Limitations: Depends on the reliability of memory, which may be susceptible to recall bias. The potential 

limitation of this approach is its inability to account for day-to-day fluctuations in dietary consumption. The 

accuracy of the information obtained is contingent upon the interviewer's proficiency in eliciting and 

investigating relevant details [30].  

  

2.2.3 Dietary Interviews:  

Role: Food interviews are a method of data collection whereby an interviewer engages in direct contact with 

a subject to get comprehensive information pertaining to their food habits. The approach may be categorized 

into three types: structured, semi-structured, and unstructured [31]  

Advantages: Enables the resolution of replies that lack clarity. This offers a chance to examine the cultural 

and societal factors that impact individuals' decisions about their eating preferences. This intervention has 

the potential to be modified and used across many groups and contexts [31].  

Limitations: Participants may be subject to social desirability bias, a phenomenon in which individuals may 

alter their responses to align with what they perceive as the interviewer's expectations. The accuracy of 
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dietary habit memory and communication by participants is crucial for this study. The process may be 

somewhat laborious, particularly when carried out in a face-to-face setting [31].  

  

3. Dietary guidelines for haemodialysis patients  

Chronic renal Disease (CKD) stages 4 and 5 are indicative of significant renal impairment, necessitating the 

use of dietary interventions to promote kidney function and enhance overall well-being. Collaboration 

between persons diagnosed with chronic kidney disease (CKD) and their healthcare team, which may include 

a certified dietitian or nutritionist, is crucial in order to develop a tailored strategy [32]. The following are a 

set of general dietary guidelines applicable to individuals in stages 4 and 5 of chronic kidney disease (CKD).  

➢ Protein Intake: It is advisable to closely monitor one's protein consumption, since an excessive 

intake of protein has the potential to contribute to the buildup of waste products within the bloodstream. 

Nevertheless, it is crucial to ensure the maintenance of an appropriate quantity of protein of superior quality 

in order to mitigate the risk of malnutrition. The protein requirements of individuals exhibit variability, 

therefore necessitating the involvement of a healthcare expert to ascertain the optimal quantity for each 

individual [33].  

➢ Phosphorus Control: It is advisable to restrict phosphorus consumption due to the potential 

challenges faced by damaged kidneys in effectively eliminating excessive phosphorus from the bloodstream. 

Phosphorus-rich food sources include dairy products, nuts, seeds, and certain cereals. It is important to 

exercise caution and thoroughly scrutinize food labels due to the presence of chemicals with elevated levels 

of phosphorus in processed and fast meals [34]. ➢ Sodium (Salt) Restriction: In order to regulate blood 

pressure and maintain proper fluid balance, it is advisable to decrease the consumption of salt. This entails 

the practice of refraining from consuming processed and packaged food items, opting for the use of herbs 

and spices as flavor enhancers in lieu of salt, and imposing restrictions on the intake of condiments with high 

sodium content [35].  

➢ Potassium Management: The restriction of potassium consumption may be necessary based on an 

individual's blood potassium levels. Foods that possess a notable concentration of potassium include bananas, 

oranges, potatoes, tomatoes, and some varieties of leafy green vegetables. The potassium content of 

vegetables may be reduced by the process of boiling or leaching [36].  

➢ Fluid Intake: It is advisable to closely monitor one's fluid intake in order to prevent the occurrence 

of fluid excess and subsequent edema. The permissible quantity of fluids may exhibit variability contingent 

upon individual circumstances and the coexistence of medical diseases such as heart failure [37].  

➢ Calcium Levels: It is important to monitor calcium consumption, since imbalances may arise as a 

result of fluctuations in phosphorus levels. The potential need of calcium supplements should be considered, 

with due diligence given to seeking guidance from a healthcare practitioner in order to ascertain the optimal 

amount [38].  
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➢ Medication Management: It is important to adhere to the instructions provided by your healthcare 

practitioner about the consumption of prescription drugs, which may include phosphate binders as well as 

medications aimed at regulating blood pressure and mitigating other associated symptoms [39].  

  

3.1 Nutrient restrictions and allowances   

In the context of managing chronic kidney disease (CKD) stages 4 and 5, it is important to give meticulous 

consideration to the limitations and allowances of nutrients in order to promote general well-being and 

minimize further harm to the kidneys. It is important to monitor protein consumption in order to strike a 

balance between the need for essential amino acids and the necessity to restrict the buildup of waste products 

[40] The management of phosphorus levels is of utmost importance, requiring a decrease in the consumption 

of foods that are rich in phosphorus such as dairy products, nuts, and certain cereal [41].The maintenance of 

equilibrium necessitates the consideration of calcium levels in conjunction with phosphorus. Achieving a 

balanced caloric intake is crucial in order to mitigate the risk of malnutrition. Additionally, the 

comprehensive strategy should include effective medication management, which involves the administration 

of phosphate binders and blood pressure drugs. The implementation of personalized suggestions, which are 

informed by periodic blood tests and consultations with healthcare specialists, plays a crucial role in 

facilitating an efficient and customized strategy for dietary management in individuals with CKD stages 4 

and 5 [41].  

3.2 Importance of individualized dietary plans  

The significance of personalized dietary planning in the treatment of stages 4 and 5 of chronic kidney disease 

(CKD) should not be underestimated. The health state, dietary demands, and tolerances of individuals might 

exhibit substantial variations, hence requiring a customized strategy to maximize desired results [42]. The 

concept of individualization enables the tailoring of protein intake to accommodate the specific needs of 

individuals, taking into account the intricate interplay between fulfilling critical amino acid needs and 

minimizing strain on compromised renal function. This system allows accurate regulation of phosphorus, 

salt, and potassium concentrations, taking into account individualized blood test results, so assuring efficient 

administration while maintaining nutritional sufficiency [43]. The optimization of fluid intake guidelines 

may effectively mitigate the occurrence of problems, such as fluid excess and edema [44]. Personalized 

dietary programs have been shown to not only augment the efficacy of treatment interventions but also foster 

patient well-being and compliance by catering to individual requirements and preferences. Consequently, 

this approach eventually contributes to the enhancement of quality of life among individuals with advanced 

renal disease [45].  

In the past, people with chronic kidney disease (CKD) or end-stage renal disease (ESRD) were estimated to 

have consumed approximately the same amount of calories, protein, electrolytes, and vitamins based on food 

records, the semi-quantitative food frequency questionnaire, and 24-hour meal recall [46-47]. Protein 

consumption is directly related to the urea appearance rate, sometimes called the net urea production rate, 

because urea is the main byproduct of amino acid breakdown [48]. The production of urea nitrogen exceeds 
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the actual protein consumption, leading to a deviation from the average dietary intake, in cases where the 

patient is in a catabolic state with inflammation, infection, and concurrent comorbidities. [48].  

  

3.3 Roles of registered dietitians   

Registered dietitians play a crucial role in providing comprehensive treatment and managing persons 

diagnosed with stages 4 and 5 of chronic kidney disease (CKD) [49]. These healthcare experts possess 

specific knowledge in the field of nutrition and play a crucial role in the creation and execution of 

individualized dietary regimens that cater to the unique requirements of every patient [50]. Within the realm 

of chronic kidney disease (CKD), dietitians engage in close collaboration with healthcare teams to diligently 

oversee and modify dietary plans in accordance with the dynamic health circumstances and individual 

responses to therapy[51].Their area of specialization goes beyond dietary issues, embracing a wide range of 

lifestyle adjustments, behavior change assistance, and educational interventions aimed at empowering 

patients to make educated decisions about their nutritional needs [52]. Registered dietitians play a crucial 

role in improving the quality of life for persons in late stages of chronic kidney disease (CKD) by serving as 

primary advocates for nutritional well-being. Their contributions are vital in achieving optimum health 

outcomes and facilitating the comprehensive treatment of this intricate illness [53].  

  

4. Nutritional assessment and clinical outcomes  

The evaluation of nutritional status has significant importance within the realm of healthcare, since it has far-

reaching consequences for clinical results. By means of assessing food intake, anthropometric measures, 

biochemical indicators, and clinical history, healthcare practitioners may get significant knowledge on an 

individual's nutritional state [54]. This data is crucial for the identification of malnutrition, nutritional 

deficiencies, or excessive nutrient intake, and plays a pivotal role in informing the design and implementation 

of focused therapies [55]. This assessment not only informs the development of treatment programs but also 

helps in the overall management of the respective diseases [56]. The correlation between nutritional health 

and therapeutic outcomes has been well documented, since adequate nutrition plays a significant role in 

bolstering immune function, expediting wound healing, and enhancing overall patient resilience. Hence, the 

implementation of a thorough nutritional evaluation plays a pivotal role in attaining favorable clinical results, 

underscoring the need of including nutritional interventions within the wider framework of healthcare 

provision [56].  

  

4.1 The link between nutritional status and health outcomes   

The correlation between dietary status and health consequences is inherent and significant. The nutritional 

status of an individual, which includes elements such as food intake, nutrient equilibrium, and general 

nutritional welfare, plays a crucial role in determining the body's capacity to operate at its highest level and 

defend against illnesses. Sufficient nourishment has a crucial role in bolstering immunological function, 

sustaining organ health, and fostering general physiological equilibrium [57].The correlation highlights the 
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significance of addressing nutritional requirements within the healthcare sector, as adequate nutrition serves 

as both a fundamental aspect of preventing diseases and a crucial factor in achieving favourable treatment 

results and overall physical and mental wellness [58]. The significance of nutritional status on health 

outcomes, ranging from facilitating growth and development to aiding in the recovery from sickness, 

underscores the fundamental importance of nutrition in a4.2 Impact of malnutrition on morbidity and 

mortality  

The presence of malnutrition has been shown to have a substantial and adverse effect on both morbidity and 

death rates across various groups [61]. Malnutrition, whether in the form of undernutrition, over nutrition, or 

particular nutritional deficiencies, hampers the optimal functioning of the human body, resulting in a series 

of detrimental health consequences [62]. The concurrent decrease in muscle mass and strength is a 

contributing factor to the heightened vulnerability and diminished physical mobility. Over nutrition, which 

is defined as the consumption of excessive calories and imbalances in nutrient intake, is strongly associated 

with the increasing occurrence of obesity-related ailments, including cardiovascular disorders, diabetes, and 

certain forms of cancer [63]. The presence of malnutrition, in its many manifestations, increases the 

susceptibility to sickness, complicates the treatment of chronic diseases, and extends the duration of 

recuperation from acute health emergencies [64]. In addition, it is important to note that malnutrition has a 

significant effect on mortality rates, as it heightens the susceptibility to severe consequences that may be life-

threatening. The recognition and mitigation of malnutrition as a crucial health concern are imperative in order 

to enhance patient outcomes, decrease healthcare expenditures, and promote overall wellness across various 

demographic groups [65].  

  

4.3 Effects of nutritional interventions on patients well being   

Nutritional treatments are of significant importance in improving the overall well-being of patients via the 

identification and rectification of nutritional deficiencies, fostering holistic health, and aiding in the 

management of diverse health disorders [66]. Sufficient nourishment is crucial for the physiological 

processes of the human body, and certain treatments may have significant impacts on the outcomes of patients 

[67]. Tailored dietary programs have been shown to have a positive impact on persons dealing with chronic 

diseases, such as chronic kidney disease (CKD) or cancer. These plans may help alleviate symptoms, increase 

tolerance to therapy, and boost overall quality of life [68-69].   

  

5. Management of Nutritional deficiencies  

The treatment of nutritional deficiencies is a comprehensive strategy that includes the detection, repair, and 

prevention of such deficits in order to enhance overall health. This multifaceted approach is essential in order 

to accurately identify and determine the precise nature of any existing deficiencies [70]. Once properly 

diagnosed, specific therapies are implemented with the objective of replenishing the deficient nutrients [72]. 

The resolution of this issue may need adjustments to one's diet, the addition of supplements, or a mix of both, 

depending upon the extent and characteristics of the insufficiency [73]. Iron deficiency anaemia may be 
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effectively managed by implementing dietary modifications that include foods high in iron content or by 

using iron supplements [74]. In addition to addressing errors, it is crucial to prioritize preventative strategies 

in order to maintain an adequate nutritional status. These strategies include the promotion of a well-rounded 

and varied diet, the fortification of foods, and the consideration of individual risk factors [76].   

The management of Protein-Energy Wasting (PEW) in individuals with chronic renal disease involves 

implementing customized dietary strategies that focus on improving protein consumption while 

simultaneously decreasing phosphorus and potassium levels [76-78]. Additionally, the inclusion of strategies 

that specifically target inflammation and comorbidities further enhances the efficacy of PEW management. 

Furthermore, the implementation of interventions that encourage physical activity and the identification and 

treatment of underlying factors are essential components of a holistic approach to treating protein-energy 

wasting (PEW) in patients with chronic kidney disease (CKD) [79].  

  

Serum Proteins  

Just like with other proteins, the levels of pre-albumin (or transthyretin) and serum albumin are determined 

by the physiological processes of synthesis and catabolism that occur simultaneously. People with chronic 

kidney disease (CKD) frequently experience hypoalbuminemia; however, there is a lack of knowledge 

regarding the levels of serum albumin or pre-albumin in elderly patients on dialysis [80]. Several factors 

influence the control of serum albumin production and catabolism in people with chronic kidney disease 

(CKD) [81]. Protein degradation, decreased protein intake, impaired nutrient absorption, increased levels of 

pro-inflammatory cytokines in the bloodstream, changes in the volume of distribution (like haemodilution), 

bodily losses, comorbidities, malnutrition, sarcopenia, and the effects of ageing are all factors to consider 

(Figure 1). Metabolic acidosis, inflammation, and dialysisrelated losses are the three main causes of 

hypoalbuminemia in patients receiving dialysis. [82].   

  

5.1 Strategies for managing PEW  

The effective management of Protein-Energy Wasting (PEW) necessitates a comprehensive and 

multidisciplinary strategy that encompasses the evaluation and intervention of both nutritional and non-

nutritional elements that contribute to the development and progression of this illness [83]. Below are few 

essential measures for effectively controlling Post-Exercise  Malaise (PEM):  

➢ Optimizing Dialysis Treatment: It is important to customize the dialysis prescription according to 

the individual patient's requirements, taking into account several parameters like the frequency and length of 

dialysis treatments. It is important to effectively regulate fluid equilibrium throughout the process of dialysis 

in order to mitigate the risks of dehydration or excessive fluid accumulation [83].  

➢ Physical Activity: It is advisable to promote consistent engagement in physical activity and exercise 

as a means to maintain muscle mass and enhance general welfare. Engage in collaborative efforts with 

physical therapists to create workout regimens that are tailored to the individual's physical ability [84].  
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➢ Psychosocial Support: Offer psychosocial assistance to mitigate the influence of psychological 

conditions such as depression, anxiety, or social isolation on the individual's dietary consumption [85].   

➢ Education and Counselling: It is important to provide patients and caregivers with comprehensive 

education about the significance of diet in effectively treating Protein-Energy Wasting (PEW). Offer 

guidance and counselling about dietary adjustments, the regulation of portion sizes, and the selection of 

appropriate food options [86].   

➢ Regular Monitoring and Follow-up: It is important to establish a systematic protocol for the 

continuous assessment of nutritional status and subsequent modification of the treatment plan as deemed 

necessary. It is important to consistently evaluate the patient's reaction to therapies and implement any 

required adjustments accordingly [87].  

➢ Medication Management: It is advisable to contemplate the use of appetite stimulants or other 

pharmaceutical interventions, if deemed suitable, under the supervision and direction of a healthcare 

practitioner [88].ttaining and maintaining optimal health throughout one's life [5960].  

  

5.2 Approaches to address micronutrients deficiencies   

The mitigation of micronutrient deficiencies necessitates the implementation of comprehensive measures in 

order to promote and maintain good health. An essential strategy is the promotion of a comprehensive and 

well-rounded dietary pattern that incorporates a wide array of foods that are abundant in essential nutrients. 

When dietary modifications prove to be inadequate, the use of tailored supplements, under the supervision 

of healthcare specialists, may be beneficial in addressing particular deficiencies [89]. The use of routine 

blood testing is necessary in order to evaluate the efficacy of therapies and facilitate any required 

modifications [90]. Moreover, the implementation of food fortification in vulnerable groups might serve as 

a comprehensive approach to address deficits in essential micronutrients at a population level [91]. In order 

to successfully treat micronutrient deficiencies and promote prolonged well-being, it is crucial to adopt a 

comprehensive strategy that encompasses several strategies such as dietary diversification, education, 

targeted supplementation, and public health activities [92].  

  

5.3 Fluid and electrolyte management   

The control of fluid and electrolytes plays a critical role in the maintenance of physiological equilibrium and 

the promotion of general well-being. Sufficient hydration is vital, with individual fluid requirements being 

subject to variation depending on variables such as age, environment, and health problems [93]. In instances 

of renal failure, vigilant monitoring of fluid consumption is necessary in order to avoid fluid excess and its 

accompanying consequences. Electrolytes, such as sodium, potassium, and chloride, are essential for 

maintaining cellular function and need meticulous management [94]. The implementation of dietary 

modifications, such as the restriction of salt consumption and the regulation of potassium-rich food intake, 

constitutes fundamental elements in the control of electrolyte levels. Healthcare practitioners may advise 

persons with certain health issues such as heart or renal disease to follow customized dietary programs in 
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order to maintain an ideal balance of fluids and electrolytes [95]. Systematic monitoring via blood tests plays 

a crucial role in guiding actions and sustaining homeostasis. In order to achieve optimal fluid and electrolyte 

management and mitigate negative health consequences, it is essential to adopt a tailored strategy that takes 

into account an individual's unique health status and specific demands. This approach is crucial for promoting 

overall wellness and minimizing poor health outcomes [96].  

  

5.4 Role of oral nutritional supplements  

Oral nutritional supplements are of essential importance in providing assistance to those who may have 

challenges in adequately fulfilling their nutritional needs just via conventional food consumption [97]. These 

dietary supplements, which come in different formats like beverages, bars, or powders, provide concentrated 

reservoirs of vital nutrients, including proteins, vitamins, and minerals [98]. These products provide 

significant value in circumstances when consumers encounter difficulties such as diminished appetite, 

impaired mastication or deglutition, or heightened nutritional requirements resulting from sickness, surgical 

procedures, or the aging process [99-100]. Nevertheless, it is essential that the utilization of these 

supplements be overseen by healthcare specialists in order to guarantee suitability, accurate dose, and 

integration into a full nutritional regimen. In general, oral nutritional supplements play a significant role as 

supplementary aids to food consumption, facilitating the filling of nutritional deficiencies and fostering 

optimum well-being across various demographic groups [101-102].  

  

6. Challenges and barriers to nutritional assessment   

The process of nutritional evaluation encounters several obstacles, including the underreporting or 

misreporting of food consumption, the inconsistency in eating patterns, and the imprecise calculation of 

portion sizes [103-104]. There are several problems and constraints that might hinder the process of 

nutritional assessment, hence complicating the precise measurement of an individual's nutritional status 

[105].  

➢ Variability in Dietary Patterns: The dietary habits of individuals exhibit significant variation, and 

the extensive range of available food options presents difficulties in establishing standardized evaluation 

methods [106]. The variety seen in dietary patterns may be attributed to a combination of factors, including 

diverse cultural customs, geographical disparities in food availability, and individual preferences [107].  

➢ Inconsistent Tools and Methods: The use of diverse instruments and methodologies for the 

evaluation of nutritional status may give rise to incongruities in the obtained results. The establishment of 

uniformity in healthcare settings is essential in order to guarantee the dependability and comparability of 

evaluations [108].  

➢ Medical Conditions and Medications: Several medical illnesses and drugs have the potential to 

impact an individual's nutritional state. Various factors such as fluid retention, inflammation, or the influence 

of drugs that impact hunger might provide challenges when attempting to evaluate nutritional signs [109].  
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➢ Cultural and Language Barriers: Communication during nutritional evaluations might be 

influenced by cultural influences and language limitations. Instances of misunderstandings or 

misinterpretations have the potential to arise, hence impacting the overall accuracy of the gathered 

information [110].  

➢ Lack of Awareness and Education: A lack of sufficient understanding on the significance of 

nutritional assessment and its implications for health might lead people to disregard or abstain from engaging 

in the assessment procedure entirely [111-112].   

  

6.1 Barriers in adherence to dietary guidelines  

The capacity of people to sustain good eating habits may be impeded by a range of obstacles, hence affecting 

their adherence to dietary standards. The limitations imposed by time and the demands of modern lives often 

result in individuals depending on quick meal choices that may be lacking in nutritional value [113]. Access 

to healthful meals might be restricted by economic issues, such as the financial burden associated with 

purchasing fresh produce and better alternatives [114]. To overcome these obstacles, it is essential to 

implement specific interventions that include educational initiatives, the availability of reasonably priced 

nutritious food options, and the dissemination of culturally appropriate dietary recommendations [115].  

  

6.2 Socioeconomic factors affecting nutritional choices  

Socioeconomic variables have a substantial influence on individuals' nutritional choices, hence leading to 

differences in dietary patterns and overall health outcomes [116-117]. The availability of supermarkets and 

grocery shops offering a diverse range of nutritious options may be constrained in socioeconomically 

disadvantaged communities, hence exacerbating the issue of food deserts [118]. The process of aging and 

the administration of dialysis therapy are two separate but interrelated processes that might potentially 

contribute to the onset of proteinenergy wasting (PEW) in people [119]. The process of aging is an inherent 

and unavoidable phenomenon marked by a progressive deterioration in physiological capabilities [120]. With 

advancing age, it is common for people to experience a decrease in muscle mass, a fall in appetite, and 

changes in metabolism. These factors might together lead to the onset of ProteinEnergy Wasting (PEW). 

Furthermore, the process of aging may sometimes coincide with the presence of chronic medical disorders, 

which can further intensify the difficulties related to maintaining enough nutrition [121].  

In contrast, dialysis therapy serves as a vital intervention for persons diagnosed with end-stage renal disease 

(ESRD) [122]. Although dialysis is essential for the elimination of waste materials and surplus fluids from 

the body, it may also result in undesired repercussions. The regularity of dialysis sessions has the potential 

to lead to heightened excretion of protein and nutrients, hence playing a role in the progression of protein-

energy wasting (PEW). In addition, individuals undergoing dialysis may encounter a variety of symptoms, 

including but not limited to nausea, diminished appetite, and alterations in taste perception, hence presenting 

difficulties in adhering to a nutritious dietary regimen [123].  
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The confluence of the aging process and the use of dialysis treatment gives rise to a multifaceted interaction 

of several elements that contribute to an increased susceptibility to protein-energy wasting (PEW) [124]. The 

implementation of individualized food programs, the monitoring of nutritional status, and the provision of 

nutritional supplements, when deemed required, are crucial measures for maximizing the health and overall 

well-being of elderly adults receiving dialysis therapy [125]. In patients with chronic kidney disease (CKD), 

frailty and its components are prevalent. Frailty includes things like unintentional weight loss, selfreported 

exhaustion, measured weakness, slow walking speed, low physical activity, and reduced muscle mass below 

the 90th percentile for the age- and sex-matched general population. Frailty is also linked to preeclampsia 

(PEW) and muscle wasting. [125].  

   

7. Future direction in Nutritional Assessment  

It is anticipated that the field of nutritional evaluation will see progress in the coming years, mostly propelled 

by technological improvements, individualized methodologies, and a more comprehensive comprehension 

of the intricate relationship between genetics, the microbiome, and nutrition. The following are significant 

trends:  

➢ Precision Nutrition: The field of nutrigenomics has made significant progress, leading to the 

development of a more individualized method for evaluating nutritional needs[126]. This approach takes into 

account an individual's genetic composition and its impact on their unique reactions to various nutrients 

[127].  

➢ Biomarker Development: Further investigation into biomarkers will result in the discovery of more 

refined indicators of nutritional status, facilitating expedited and more precise evaluations [128].  

➢ Data Analytics: The use of big data analytics enables the integration of heterogeneous information, 

so promoting a comprehensive comprehension of the intricate interplay of nutrition, health, and illness [129-

130].  
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➢ Lifestyle Medicine: The acknowledgment of the significance of lifestyle variables outside dietary 

choices, such as physical activity, sleep patterns, and stress management, will be essential in the evaluation 

and implementation of nutritional assessment and intervention approaches [131-132].  

➢ Global Health Equity: The focus will be on ensuring that breakthroughs in nutritional assessment 

technology and treatments are accessible and usable in a wide range of socioeconomic and cultural situations, 

with the aim of addressing global health inequities [133134].  

These observed patterns together indicate a shift towards a more sophisticated, personalized, and 

comprehensive method of evaluating nutritional status. This approach takes into account the complex 

interaction of many elements that influence dietary behaviors and their impact on health results [135]. The 

future landscape of nutritional evaluation and intervention tactics is expected to be influenced by 

technological advancements and a comprehensive comprehension of the intricate aspects of nutrition [136]. 

An area of research that is now receiving attention is the use of omics technologies, including metabolomics 

and proteomics, in order to discern certain biomarkers that provide more comprehensive understanding of 

the metabolic mechanisms affected by diet in persons diagnosed with chronic kidney disease (CKD) [137]. 

This progress sets the stage for the implementation of more efficient and individualized therapies in the 

forthcoming period. The field of healthcare monitoring has been significantly transformed by the progress 

made in telemedicine and digital health, leading to a revolution in the way healthcare is delivered [138]. 

Telemedicine systems play a crucial role in allowing healthcare providers to conduct real-time remote 

consultations, therefore facilitating the monitoring of patients' health status, particularly chronic illnesses, 

via virtual visits [139]. The use of artificial intelligence and machine learning algorithms in the analysis of 

extensive datasets produced by remote monitoring has significantly advanced the field [140-141].The 

ongoing development of these technologies presents a significant opportunity for enhancing the accessibility, 

efficiency, and overall quality of patient monitoring and treatment via the combination of telemedicine and 

digital health solutions [142].  

The incorporation of personalized medicine, using genetic and molecular knowledge, offers customized 

therapeutic approaches that consider individual variances, hence enhancing the efficacy of therapy [143 -

144]]. The application of health technology, including mobile apps and wearable devices, promotes proactive 

health management and facilitates a collaborative partnership between patients and healthcare professionals, 

hence enhancing patient involvement [145-146]. The proliferation of telehealth services enables enhanced 

accessibility to medical expertise, especially in geographically isolated or underserved regions, resulting in 

prompt interventions and enhanced post-treatment support [147]. By integrating these methodologies and 

consistently advancing in these domains, healthcare systems have the potential to provide a patient-centric, 

streamlined, and fair milieu, eventually resulting in enhanced results and an elevated standard of care for 

heterogeneous populations [148-149].  
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CONCLUSION  

The nutritional assessment of chronic kidney disease (CKD) patients undergoing hemodialysisis 

indispensable in addressing the intricate interplay between renal function, dietary intake, and overall health. 

These patients face a complex set of challenges, including protein-energy wasting, altered metabolism, and 

electrolyte imbalances, necessitating a comprehensive nutritional evaluation. A nuanced understanding of 

individual dietary needs and restrictions is vital for tailoring effective interventions that not only meet the 

nutritional demands of CKD but also mitigate the risks of malnutrition and associated complications. Regular 

and thorough nutritional assessments, coupled with personalized dietary plans, enable healthcare providers 

to optimize the well-being of CKD patients undergoing hemodialysis. We can improve these people's quality 

of life and long-term outcomes by highlighting the role of nutrition in the holistic management of chronic 

kidney disease (CKD). This will lead to a more thorough and patient-centered approach to their care.  
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