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AWARENESS, UNDERSTANDING AND TREATMENT PRACTICES WHEN 
MANAGING CACHEXIA IN END-STAGE KIDNEY DISEASE 
 
Background: Cachexia is a wasting syndrome found within a range of chronic 
illnesses/life-limiting conditions, however awareness and understanding of 
cachexia amongst renal Health Care Professionals has not been investigated. 
Objectives: To ascertain the awareness, understanding and treatment practices of 
Health Care Professionals who provide care for people with cachexia and end-
stage renal disease. 
 
Methods: Health Care Professionals were recruited via the European Dialysis and 
Transplant Nurses Association/European Renal Care Association in September 
2018. This was an exploratory study using a mixed-methods approach with those 
who provide care for patients with end-stage renal disease and cachexia. An online 
survey and two focus groups were conducted. Descriptive statistics and inductive 
thematic analysis were used to explore current knowledge and practices in renal 
cachexia.  
 
Results: A total of 93 participants from 30 countries completed the online survey. 
Twelve Health Care Professionals agreed to participate in the focus groups. 
Reduced appetite, weight loss and muscle loss in relation to cachexia were 
accurately described, but the percentage of weight loss was unknown. The 
importance of multi-professional collaboration was recognised; however, the 
current management of cachexia was wide-ranging. Quality of life, patient-clinician 
communication and specialist support for carers were regarded as vital. 
 
Conclusion: Timely identification and management of cachexia are needed to 
improve the quality of life for patients and appropriately support families. In order 
for these goals to be achieved, there is a need to increase awareness and 
understanding of cachexia amongst renal nurses. 
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INTRODUCTION 
Cachexia is recognised as a syndrome that is associated with chronic disease-
related malnutrition with inflammation, highlighting specific nuances of the 
condition compared with other malnutrition disorders (Cederholm et al. 2017). 
Cachexia is a syndrome found within a range of chronic illnesses/life-limiting 
conditions, including cancer, cardiac and renal disease, and is known to affect 
approximately nine million patients globally (Farkas et al. 2013; Arthur et al. 2014). 
The generic definition of cachexia in chronic illness by Evans et al. (2008) identified 
weight loss or a body mass index (BMI) <20 kg/m2 and at least three out of five 
clinical or laboratory criteria: decreased muscle strength, fatigue, anorexia, low fat-
free mass, inflammation, anaemia or low serum albumin. It is associated with 
increased morbidity, premature mortality, and significantly impacts on quality of life 
(QoL) due to associated anorexia, fatigue and decreased physical function 
(Muscaritoli et al. 2016). Early identification and accurate diagnosis are vital to 
improve health outcomes and overall survival rates (Argilés et al. 2014) however, 
recent research highlights a continuing lack of awareness and understanding of 
cachexia by health care professionals (HCPs) across many disciplines 
(O’Donoghue et al. 2018). Cachexia research has largely focused on patients with 
cancer or other end-of-life populations (Fearon et al. 2015; Ter Beek et al. 2016), 
however, no studies have investigated the awareness and understanding of 
cachexia amongst renal HCPs. It is important to identify such gaps in knowledge 
to help inform and improve current clinical practice within renal health care. 
 
LITERATURE REVIEW 
There is a wide spectrum of nutritional disorders associated with kidney disease 
(Cederholm et al. 2017) whereby HCPs have an important role to play when caring 
for patients with or at risk of cachexia including nutritional screening, symptom 
management and psychological support to promoting behaviour change (Scott et 
al. 2016). Substantial work has led to the development of a universally accepted 
definition for cachexia, which aims to help clinicians to identify and treat the 
underlying metabolic and nutritional issues (Arends et al. 2017), however, current 
clinical guidelines have not been updated to reflect the redefinitions (ESPEN 
guidelines, Cano et al. 2009; NKF KDOQI guidelines, Abecassis et al. 2008). There 
is no uniform disease-specific consensus on optimal therapy for cachexia in end-
stage renal disease (ESRD) (Penet & Bhujwalla 2015) and a continuing overlap of 
wasting disorders (Cederholm et al. 2019) has resulted in HCPs lacking knowledge 
and clarity on appropriate nutritional care and effective nutritional care 
interventions (Scott et al. 2016). It is essential that HCPs have standard concepts 
and terminology to be able to appropriately screen, assess and treat patients. 
Surveys using traditional measures of nutritional status indicate that muscle 
wasting is common among persons with ESRD, with up to 75% of adults 
undergoing maintenance dialysis affected (Mak et al. 2011). ESRD is an 
inflammatory state, associated with an increase in biomarkers of inflammation, e.g. 
C reactive protein, and can result in cachexia, with loss of muscle and fat stores. 
Weight loss is the prominent clinical feature defining cachexia (>5% or more weight 
loss over 6 months or >10% or more over 12 months; Evans et al. 2008; Mak et 
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al. 2011), however, limited data are available on the classification of cachexia in 
persons with ESRD who often exhibit symptoms of anorexia, loss of lean muscle 
mass and altered energy expenditure. These symptoms are consistent with the 
syndrome of cachexia observed in other chronic diseases including cancer, heart 
failure and acquired immune deficiency syndrome (Kalantar-Zadeh et al. 2003). 
While progress has been made in exploring the awareness, understanding and 
treatment practices of HCPs who manage cachexia in these conditions, there 
continues to be a lack of knowledge in ESRD. To date, no study has explored 
these aspects for HCPs managing cachexia in ESRD. The importance of this work 
is underscored by the negative impact that symptoms of cachexia have on the 
quality of life (QoL) and the association of cachexia with a substantially increased 
risk of premature mortality (Kalantar-Zadeh et al. 2013). Skeletal muscle mass loss 
associated with cachexia cannot be fully reversed by conventional nutritional 
support alone, emphasising the need for early and specialist interventions. 
Cachexia is a multifactorial syndrome associated with anorexia, weight loss, 
nutritional deficits and metabolic derangements that would require a multimodal 
therapy approach to effectively combat the negative impact of this disorder. 
 
THE STUDY 
 
AIM 
The aim of this study was to explore the awareness, understanding, and treatment 
practices of HCPs who manage cachexia in persons with ESRD. 
 
DESIGN 
Descriptive statistics from the survey provided are summarised narratively. Focus 
groups were used (one in Italian and one in English) and analysed using an 
inductive thematic analysis. 
 
PARTICIPANTS 
A purposive sampling strategy was applied using members of the European 
Dialysis and Transplant Nurses Association/European Renal Care Association 
(EDTNA/ERCA). The EDTNA/ERCA is an international multi-disciplinary 
organisation established to address the special educational needs of HCPs 
working with renal patients. Members include nurses, physicians, social workers, 
dieticians, technicians, transplant co-ordinators and unit managers. An initial 
invitation to the survey was sent and opened by 818 of 2,197 EDTNA/ERCA 
Members in September 2017, with a follow-up reminder email sent in July 2018. 
Approximately 11% (n = 93) of members that opened the email participated in the 
survey and subsequent participants of the survey agreed to take part in the focus 
groups (n = 12). The 11% response rate is considered typical for web surveys and 
can be treated as reliable when response quality is checked (Van Mol 2017). 
 
DATA COLLECTION 
 
SURVEY 
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An invitation email that contained a link to the online 15-minute survey was 
contained within an email sent by EDTNA/ERCA to its members. The survey 
consisted of 13 multiple-choice questions and covered several relevant areas 
including weight loss, management of cachexia, and key goals of treatment. 
Ninety-three participants from 30 different countries completed the online survey. 
The basis of the survey was taken from Muscaritoli et al. (2016), with permission 
from the authors and adapted for the renal population. The questionnaire has not 
been externally validated as it has been administrated only by the original authors 
and has not been used in a renal population. 
 
FOCUS GROUP 
At the end of the survey, participants were asked to forward contact information if 
consenting to take part in a future focus group. Twelve HCPs (seven Italian and 
five English participants) provided contact email addresses. Two 45-minute focus 
groups were conducted (one in Italian and one in English). Two experienced 
nephrology academics acted as moderator and note taker for the focus groups. 
 
ETHICAL CONSIDERATIONS 
Ethical approval was obtained from the University relevant to the study 
(04.18.M5.V2). Completion of the anonymous online survey was taken as consent. 
Those who completed the online survey were asked to click on a link that took 
them outside the anonymous survey to provide their contact details if they wished 
to be part of a focus group. The English-speaking focus group took place at the 
47th EDTNA/ERCA International conference in Genoa, Italy and the Italian 
speaking focus group took place within the nephrology department at Padua 
Hospital, Italy, in September 2018. Informed consent was gained from all 
participants prior to the focus groups commencing. 
 
DATA ANALYSIS 
Quantitative survey data from the completed online surveys were exported into 
SPSS. Data from the survey were analysed using SPSS software (IBM Corp. 
Released 2016; IBM SPSS, Statistics for Windows, Version 24.0, Armonk, NY: 
IBM Corp). Descriptive statistics including frequencies and percentages were 
generated for each response. Analysis of the qualitative interviews was carried out 
using the framework of qualitative analysis developed by Huberman and Miles 
(2002) using an inductive approach to coding and analysis. This approach aims to 
clarify the data via data reduction and created meaning in the data through the 
development of summary themes or categories from raw data. Both focus groups 
were digitally recorded and transcribed verbatim, the Italian speaking focus group 
manuscript was translated into English. Data analysis was led by one researcher 
(CM) and themes identified were independently confirmed by a 
further author (JR). 
 
RIGOUR 
Participants from the two countries took part in the focus groups, unlike the survey 
which included participants from 30 countries. Therefore, maintaining the 
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trustworthiness of the qualitative data collected involved method triangulation. To 
check and establish the validity of the findings, a comparison was made between 
the survey and focus group responses. Using multiple perspectives allowed 
verification of data (Onwuegbuzie & Leech 2007). To ensure the transferability of 
qualitative enquiry, the purposive sampling strategy used in this study ensured key 
informants were included to provide important knowledge of the issues under 
investigation (Anney 2014). 
 
FINDINGS 
 
SURVEY 
 
Table 1. Demographic and professional characteristics of participants  
 
Characteristics n=93 (%) 

Gender Female 78 (72%) 

Age, mean (SD), years 

25-34 14 
35-44 33 
45-54 28 

55-64 15 

65-74 3 

Profession 

Nursing 84 (90.3%) 
Doctor 2 (2.2%) 
Dietician 5 (5.3%) 
Other 2 (2.2%) 

Time in current role, years 

<5 5 (5.4%) 
5-10 9 (9.7%) 
10-15 10 (10.8%) 
15-20 27 (29.0%) 
20-25 11 (11.8%) 
>25 31 (33.3%) 

 
 
Table 1 reports the demographic and professional characteristics for participants 
who completed the online survey. The respondents were predominately female 
(72%; n = 78) and those from the nursing profession (90%; n = 84). The majority 
of participants were between 35 and 44 years of age. Only 5% of participants had 
worked in their current role for less than 5 years (n = 5), 61% (n = 57) of participants 
between 5 and 25 years. A large number of participants had worked in their current 
role for more than 25 years (33%; n = 31). 
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Thirty countries participated in the survey, as can be seen in Figure 1. The majority 
of respondents were from the UK (n = 12; 13%) followed by Spain (n = 9; 10%), 
Greece (n = 9; 10%), Italy (n = 8; 9%), Denmark (n = 6; 7%) and Australia (n = 5; 
5%). Four HCPs participated from the following countries: Sweden, Portugal and 
Saudi Arabia. Three HCPs participated from the Netherlands. Two HCPs 
participated from the following countries: South Africa, Poland, Pakistan, Belgium, 
Croatia, Germany, Lebanon and Israel. One HCP participated from the following 
countries: Romania, The Former Yugoslav Republic of Macedonia, United Arab 
Emirates, Cyprus, Czech Republic, France, Finland, Ghana, Hungary, Lithuania, 
Oman and Iran.  
 
Figure 2. Survey question: What indicators do you consider to be part of 
cachexia in renal disease? Select all that apply. 
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The most commonly reported symptoms of cachexia by HCPs (Figure 2) were 
weight loss and anorexia (loss of appetite, 85%). This was followed by key 
indicators; muscle wasting (80%), loss of muscle strength, fatigue and low serum 
albumin (68%), BMI <20 kg/m2 and increased inflammatory markers (60%), 
anaemia (57%) and failure to thrive (39%). Additional answers included 
“depression” and “satiate molecules as leptin not being removed by standard HD 
that might be removed more effectively with HDF” and “decreased physical 
activity”.  
 
Figure 3. Survey question: in which cases have you seen a treatment for 
cachexia being prescribed? Select all that apply. 
 

 
 
The primary factor leading to a treatment for cachexia being prescribed (Figure 3) 
was weight loss > 5% (63%) followed by BMI < 20 kg/m2 (45%) and “renal disease 
and both procatabolic + non-responsive to treatment” (41%). This was followed by 
<3 month survival (22%), sarcopenia and weight loss >2% (20%), low performance 
score (18%), weight loss <5% (12%). Additional answers included “muscle 
wasting, loss of appetite, low albumin”, “low albumin”, “have not seen treatment for 
cachexia being prescribed”, “chronic inflammation”, “declining SGA score”, “hard 
to eat” and “albumin < 4”.  
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Figure 4. Survey question: At what percentage of (involuntary) weight loss 
from baseline do you consider a patient to be cachectic and need to start 
treatment? 
 

 
 
The majority of participants reported that if patients had >5% (30%) of involuntary 
weight loss from baseline, they would consider them to be cachectic and start 
treatment (Figure 4). This was followed by >10% of involuntary weight loss (23%), 
however, over one-fifth (22%) of participants did not know what the percentage of 
involuntary weight loss from baseline is considered to represent cachexia requiring 
treatment. The remaining participants (26%; n = 24) reported >15% of involuntary 
weight loss or greater. 
 
 
Figure 5. At what percentage of (involuntary) weight loss over the previous 
12 months would you consider a patient to be cachectic? 
  

 
A quarter of participants (n=23) did not know what percentage of (involuntary) 
weight loss over the previous 12 months would indicate a cachexic patient. This 
was followed by 23% of participants who correctly reported 10% (n=21). Others 
reported 5% weight loss (17%; n=16) and 15% (14%; n=13).  The remaining 
participants (n=20) reported involuntary weight loss of 20% or greater over the 
previous 12 months.   
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Figure 6. What are the factors that are considered in clinical practice when 
an agent is being used to treat cachexia in renal disease and rate the 
importance of each factor? 
 

An improvement in the quality of life was rated as the most important factor (69%) 
when an agent is being used to treat cachexia in ESRD (Figure 6). This was 
followed by relieving family distress (41%) in addition to the ability to maintain the 
patient at current weight/prevent further weight loss (40%), improve fatigue (39%).  
 
 
Figure 7. In your opinion what are they key goals of first line treatment for 
cachexia in renal disease? Select all that apply. 
 

 
 
As can be seen in Figure 7, the primary goal of first-line treatment for cachexia in 
kidney disease was improving quality of life (85%) followed by improvement in 
nutritional status (81%) and improve or stabilise weight (77%). Managing individual 
symptoms (62%) and minimising side effects (56%) were rated next. Only two 
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participants responded that they “don’t know” what to do and no participants 
reported they would do nothing. An additional (other) answer included “patients 
must have good dialysis adequacy”. 
 
 
Figure 8. What improvements would you like to see in the treatment of renal 
cachexia? Select all that apply. 
 

 
 
When asked what improvements they would like to see in the treatment of renal 
cachexia (Figure 8), the majority of participants reported they would like the ability 
to improve quality of life for patients with renal cachexia (72%) followed by a 
disease-specific definition for renal cachexia to help identify such patients (68%). 
A specific treatment for renal cachexia was also reported (66%), followed by a 
treatment that could be used early and/or preventively (65%) and the ability to 
provide a rapid benefit or improvement of renal cachexia (44%). Additional 
responses included “follow up with psychologist” and “to try HDF on this group of 
patients”. 
 
 
FOCUS GROUP 
 
Key themes included: understanding cachexia; management of cachexia; and the 
impact on QoL for patients and carers. Each will be explored in turn with excerpts 
provided.  
 
UNDERSTANDING CACHEXIA 
The term “cachexia” was associated with negative outcomes. Imagery of “frail” 
patients who had, muscle mass reduction, a “flaccid appearance” and were 
approaching end-of-life was conveyed by participants;  
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“…somebody heading towards end of life, they have started to lose a lot of weight, 
I sort of visualise in the bed that little person…dialysis is nearly done, they are 
really struggling to maintain their bodyweight and…with life I guess.” 
 
Lack of oral intake and weight loss, despite issues with fluid retention that are 
specific to this chronic illness, were often portrayed as characteristics of cachexia;  
 
“…not eating well, often despite that fact, they have gained all that fluid weight…so 
all of a sudden they are cachectic…then sort of just end of life body failures.” 
 
The preferential loss of lean muscle mass associated with cachexia and its impact 
on physical ability were also highlighted, as was the multi-dimensional impact of 
cachexia;  
 
“Somebody that hasn’t got any energy, often depressed and just very flat, cannot 
fulfil his physical activity or duty, generally weak, sometimes anxious, can’t cope. 
Risk of infection or having infection.” 
 
MANAGEMENT OF CACHEXIA 
The current management of patients with ESRD and cachexia was described as 
poor;  
 
“You know everybody knows its [renal cachexia] management inadequate…” 
 
HCPs agreed they had an important role to play in the prevention, diagnosis and 
treatment of cachexia where there are routine opportunities to intervene in relation 
to maintenance haemodialysis patients; 
 
“…I think we forget that sometimes with these [day] patients that are not admitted 
to our ward, we see them 3 times a week in our haemodialysis unit, maybe now 
we should start looking at the restriction.” 
 
HCPs acknowledged that a lack of guidelines or standards of care for the treatment 
of renal cachexia made current practice wide-ranging and superficial; 
 
“There are no evaluation scales [for renal cachexia], they are sometimes evaluated 
by dieticians. Nurses talk about evaluation scales, but they not do not use them.” 
 
Cachexia was depicted as a complex condition that required specialised care, but 
the signs of cachexia were often overshadowed by other conditions causing a 
delay in intervention; 
 
“…the real reason [nurses] pick up [on cachexia] is ultimately often the  patient has 
never been noted to be losing weight…suddenly they go into pulmonary oedema 
and somebody is saying oh my goodness they have got 8 kilos of fluid and it turns 
out they have actually lost 6 kg of bodyweight… 
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that is not an unusual occurrence in a dialysis unit unfortunately.” 
 
Participants emphasised the need for a multi-professional approach when 
identifying and treating patients with cachexia. However, factors such as funding 
were highlighted as having a substantial impact on appropriate patient care. 
Without a specialist team there was risk of failing to prevent, diagnosis, provide 
timely treatment and improve quality; 
 
“Nutritional screening and [a] physician and also involve a social worker…the 
social worker can improve their psychological status…[help patients] follow the 
orders and advice of the nutritionist…” 
 
An integrated multi-professional approach model, seen within cancer care, was 
considered as ideal for ESRD patients; 
 
“…there are all sorts of support that cancer patients get which other patients don’t 
automatically get…there is a team. I can see it working so well for cancer and it is 
almost looking like you could create a similar model for renal patients.” 
 
THE IMPACT ON QOL FOR PATIENTS AND CARERS  
HCPs acknowledged the impact of cachexia on QoL as extensive, and that it 
continues to be an unmet need in the care of patients with kidney disease; 
 
“Counselling in all honesty, usually if someone is cachectic there is usually 
something underneath happening,…a lot of them are either depressed or maybe 
they are getting to the stage that they should come off dialysis so really talking to 
them and understanding what’s going on and why they are 
losing weight and the reasons…” 
 
Food and eating are also fundamental aspects of QoL that are impacted by ESRD. 
It was also recognised by HCPs that “information material is scarce or absent” and 
this lack of information can mean that patients are “very frightened” about changes 
in appetite that may be associated with cachexia: 
 
“…do they just not want food anymore……so I think really talking to the patients is 
the first step to trying to understand what’s going on and do they want to change 
and what can we put in place to change it”. 
 
When family involvement was absent, it was seen as a disadvantage 
for the patient and the HCPs involved; 
 
“Very often a lot of families don’t come in…patients [are] brought in by community 
transport… if you challenge them on what they are eating they will just tell you 
what they think you are wanting to hear.” 
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Participants explained that the management of food can cause significant distress 
for families and carers of patients with cachexia. In many cases, confusion around 
renal diet restrictions coupled with cachexia was seen; 
 
“(Relatives and patients) get hung up and confused about the 
restrictions…paranoid about their potassium. It is drilled into them from nowhere 
that they have got to watch their potassium so consequently they won’t eat any 
foods with potassium…gets really complicated in their heads, they just get 
confused and a lot of their families too.” 
 
Indeed, lack of eating was a barometer of health and carers could interpret 
cachexia as a sign that the end-of-life was approaching, causing considerable 
distress; 
 
“My experience is that [relatives] get very anxious…because they think, now we 
are at the end of life…suffering cachexia you know, now it is very bad.” 
 
DISCUSSION 
A lack of uniform clinical knowledge and an absence of diagnostic criteria for 
cachexia in patients with ESRD hinders both research and clinical management of 
this condition and is likely to have a negative impact on a range of health outcomes 
including patient survival (Laviano et al. 2015). Therefore, it is important to assess 
awareness and understanding of cachexia to help improve early identification, 
treatment and support for patients and their families. 
 
The survey provides insights into the views of HCPs, the majority of whom are from 
a nursing background, on the range of prognostic indicators of cachexia associated 
with ESRD. The observation of weight loss as a prognostic indicator for cachexia, 
alongside loss of appetite and muscle wasting, demonstrates many HCPs are able 
to discriminate between renal cachexia and other forms of weight loss such as 
starvation (Cuppari et al. 2014). However, specific nuances of cachexia, such as 
the percentage of weight loss indicative of a diagnosis of cachexia was not known 
and can have consequences for when management strategies can be started. 
 
Conversely, a reliance on weight loss alone could result in delayed intervention 
and irreversible health outcomes. Discrimination of cachectic prognostic factors 
can be difficult in ESRD due to associated co-morbidities, or the dialysis process 
itself. This emphasises the importance of understanding the nutritional and 
metabolic complexities in renal cachexia to reach the correct diagnosis. 
 
This study, similar to other disease groups (Fearon et al. 2015), reported the 
management of cachexia as complex and challenging for HCPs compounded by 
a lack of guidelines or standards of practice for the treatment of renal cachexia 
(Reid et al. 2010). Good quality cachexia management involves multi-professional 
resources. This includes dedicated dieticians and psychological support. In 
addition, timely standardised assessment, inclusion of families as well as 
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evidence-based practice recommendations to reflect the multi-dimensional impact 
of cachexia are required (Reid et al. 2018). Models of care for cancer patients with 
cachexia were regarded as good examples that could be adapted for the 
management of patients with ESRD. Multidisciplinary rehabilitation models of care 
for cancer cachexia have been shown to improve QoL as well as improving survival 
rates (Ellis 2012). Additionally, specialist cachexia clinics, for cancer patient 
populations, provide the assessment and expertise needed by individuals with the 
cachexia syndrome (Del Fabbro et al. 2011). 
 
The role of QoL was strongly acknowledged as a key factor in the identification, 
treatment and support of cachexia. Research has shown QoL is significantly 
impaired in patients with ESRD (Joshi 2014). Depression, sleep disorders and 
sexual dysfunction as well as a range of associated co-morbidities (e.g. diabetes; 
Pagels et al. 2012) impacting on QoL are commonly reported in ESRD (Stenvinkel 
et al. 2015). ESRD treatment is also associated with reduced QoL in caregivers 
(Goff et al. 2015). The management of ESRD involves significant lifestyle changes 
for both patients and caregivers. Problematic areas identified in this study include 
encouraging food intake. Such issues are reported as central to caregiving and 
can cause conflict and distress (Reid et al. 2009). Families also have an 
important role to play, as found in this study, as they help patients engage with 
clinical teams and their absence can have a negative impact. Research 
demonstrates that family support can improve treatment transition and increase 
compliance rates (Dobrev et al. 2001). Thus, underpinning the importance of 
supporting families in parallel with patients. 
 
This is the first qualitative study eliciting the views of HCPs about cachexia in renal 
disease. Whereas anecdotal evidence suggested that diagnosis and treatment 
was ad-hoc, this study provides an evidence base in relation to this and in 
particular how the lack of evidence-based guidelines hinders timely management. 
Additionally, this study highlights that similar to cachexia in other chronic illnesses, 
it negatively impacts on both patients and their lay carers. 
 
LIMITATIONS 
This study has limitations relating to the smaller than anticipated survey sample 
size. Although over 2000 registered members of the EDTNA/ERCA were invited 
to take part, we cannot be sure all access their emails regularly, and if the invitation 
reached all members. That said, of the 818 that did open their email, an 11% 
response rate is typical for web surveys and can be treated as reliable when 
response quality is checked (Van Mol 2017). Also, although 30 countries provided 
responds to our survey, only two countries participated in the focus group and the 
majority of respondents were from one professional discipline (nursing). This 
study was also limited to EDTNA/ERCA members which reduced generalisability 
of findings. These limitations highlight potential biases including the 
representativeness of participants and the lack of generalisation to other HCPs 
and countries. 
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CONCLUSION 
This is the first international study to examine the awareness and understanding 
of cachexia in ESRD within renal HCPs. There were 30 countries participating 
which provides a novel worldwide perspective. The HCPs clearly understood the 
implications of cachexia including physical, psychological and social factors and 
recognised the need to identify uniformed disease-specific management for 
cachexia in ESRD. Overall, this information helps to inform the learning and 
support needs of renal HCPs. Our findings have identified some knowledge gaps 
for HCPs when attempting to recognise cachexia in ESRD patients. This could be 
remedied by targeted education on cachexia and its impact in ESRD. It is essential 
that HCPs understand the multifactorial nature of cachexia and apply it consistently 
in clinical practice. 
 
However, more research is needed to investigate models of cachexia management 
in this population, working towards a uniform criteria for screening, diagnosis and 
treatment to update relevant clinical guidelines (Kokura et al. 2017). 
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