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Abstract
Background: Patients with end-stage kidney disease need renal replacement therapy to ensure survival.
Kidney transplant is superior to dialysis due to better survival. Patients with obesity cannot be approved
for kidney transplant until they lose su�cient weight. Obesity may complicate the surgical procedure, and
the risk of graft loss increases with increasing body mass index. Attaining appropriate weight loss is
often a hindrance for transplantation for the patient with obesity, and further knowledge of minds,
thoughts and attitudes are necessary to better help these patients to lose weight.

Methods: Semi-structured interviews with patients who needed to lose weight to be approved to the
kidney transplant list at a Danish hospital, were recorded and transcribed. From patients’ responses, we
identi�ed descriptive categories using a phenomenological approach. Factors affecting outcomes were
derived re�exively from these categories.

Results: Ten interviews were analyzed. Experiences of obesity and weight-loss attempts were described
across 4 categories; (i) Restrictions and exhaustion, (ii) Hope and hopelessness, (iii) Support and self-
discipline, and (iv) Motivation based on severity.

Conclusions:  Patients with obesity that hinders kidney transplantation need additional help with the
dietary restrictions that follow a kidney disease. They need bridging between a kidney-friendly diet and a
sustainable diet that will ensure weight-loss. These patients also express how they do not want to be
alone in their weight-loss battle. They are looking for help, camaraderie and support to obtain weight-loss.

Background
In Denmark it is estimated that 10–15% of the adult population has a kidney disease [1]. Chronic kidney
disease (CKD) can arise from a number of diseases, but most commonly diabetes and hypertension [1].
Progressive loss of kidney function is seen, which ultimately results in the need for renal replacement
therapy (dialysis or transplantation) [2]. For suitable candidates, kidney transplant is desirable over
dialysis, because it improves survival, quality of life and is less costly than dialysis [3]. For patients in
dialysis that are younger than 65 years old an age-standardized mortality rate was found to be 1.7 times
higher in patients with obesity (BMI ≥ 30 kg/m2) than those with normal body mass index (BMI).
Corresponding to an excess rate of 5.2 deaths/100 patient-years [4]. In patients with obesity, pre-
transplant weight-loss is necessary in order to reduce the risk of surgical complications at the time of
transplantation and improve outcome of graft function after transplantation. Recipients tend to gain
weight up to 10 kg post-transplant. The post-transplant weight gain is the result of multiple factors, and is
usually intensi�ed by glucocorticoids and immunosuppressive drugs [5]. A pre-transplant (BMI) > 
30 kg/m2 along with post-transplant immunosuppression increase the risk of new-onset diabetes after
transplantation [6], and increasing BMI > 30 kg/m2 is associated with greater risk of graft loss. Patients
with a BMI ranging from 30-34.9 have a graft survival rate of 93.9% at 1-year, and 88% at 5-year. Patients
with a BMI ≥ 35 have a graft survival rate of 75% at 1-year, and 63% at 5-year [7]. The incidence of end-
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stage kidney disease (ESKD) is increasing faster than the prevalence of CKD, therefore more patients are
in need of a kidney transplant [8]. Kidney transplants remain a scarce resource and the obligation to
steward organs to good outcomes is inherent in transplant practice [9]. When approved for the kidney
transplant list, the average wait time for Danish patients is nationally 17 months [10]. Therefore, long-
term weight loss, de�ned as a minimum 10% loss of initial bodyweight and maintained for minimum 1
year, is recommended for patients with ESKD that are also obese. Long-term weight-loss is obtained by
only 20% after one year, and even fewer maintain weight-loss beyond this [11], which leaves patients in
need of a kidney transplant that are obese, forever at the back of the line. To give patients with obesity a
reasonable chance of ever getting a kidney transplant, it is important that weight-loss is obtained. Studies
have found an increasing number of patients with ESKD to be overweight [12], but attention has to be
paid to how we can ensure long-term weight-loss in these patients. This study aims to explore the minds,
thoughts and attitudes of patients with obesity who must lose weight in order to receive a new kidney.
The perspective is, that we as health professionals in the future can adapt better ways to help patients
with obesity lose adequate and sustainable weight.

Methods

Design
This semi-structured interview study used an exploratory research design, guided by qualitative content
analysis.

Participants
A total of 10 patients from the same outpatient hemodialysis clinic at Herlev Hospital were included in
the study; seven males and three females, with an age range of 42 to 66 years (Table 1). Nine of these
patients were required to lose weight to meet the criteria for being approved for the kidney transplant list,
and one patient had succeeded in weight-loss and had been added to the kidney transplant list.
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Table 1
Summary characteristics of study population. Data
are presented as numbers (percentages) or median

(range)
Demographic category  

Total number of participants 10

Gender

Female

Male

3 (30)

7 (70)

Age 54 (42–66)

BMI 39.4 (29.3–51.2)

Dialysis 7 (64)

Diabetes 4 (40)

Marital status

Single

Married/De facto

2(20)

8(80)

Employment status

Employed

Retired/early retirement

5 (50)

5 (50)

Maximal variation was desired, including age-span, different causes of chronic kidney disease, both
female and male sex and �nally patients on dialysis or patients with eGFR < 15 ml/min/1.73 m2 who
were not yet on dialysis. The patients needed to be able to communicate in Danish. At the time of the
interviews patients were all outpatients at departments of nephrology at two medium sized hospitals and
they were all in the process of losing weight.

Data collection
Data was collected in the fall of 2020. Patients who agreed to participate were interviewed over the phone
at a time convenient for the patient. The researcher repeated the information about the study, and
obtained consent from the patients verbally and in writing. A semi-structured interview-guide was used
(Table 2). Questions were developed based on existing literature and the aim of the study. The questions
were open-ended and revolved around the experience of being overweight, the impact this had on their
everyday life, to what degree they felt supported in their weight-loss attempts, and their long-term goals
for obtaining weight-loss. The interviews ranged from 7 to 20 minutes, with the average being 13
minutes. The interviews were tape-recorded and transcribed verbatim.
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Table 2
Interview questions based on existing literature

1. Tell me about the entire course of your
disease

2. If you go all the way back to your childhood
and until today, then how has your relationship
with your body and weight been?

3. How has your relationship with food been
throughout your life? Has your weight gone up
and down?

4. How has your relationship with physical
activity been throughout your life? Have you
been physical active throughout your life?

5. Is it your experience that your family and
friends understand your situation and can
offer you the support you need?

6. How do you plan to succeed in losing
weight?

7. How has your experience been having a kidney
illness and having been met with restrictions
concerning your weight, to receive treatment?

8. How much weight do the doctors want you to
lose?

9. What kind of support do you think would be
helpful in losing weight? Have you received any
support, and was it helpful?

10. Do you believe that you will be successful in
losing weight?

Data analysis
Interviews were transcribed maximum two weeks after having taken place. Transcriptions were then
analyzed using inductive conventional content analysis [13]. The purpose was to derive meaning from
the interviews and to identify recurring conceptual patterns of experience across the data material.
Analysis took place in phases. First step, the author listened through the audio recordings and carefully
read and re-read the transcriptions to become familiar with the content of each interview. Next step was
identifying meaning units by collecting words or statements relating to the same central meaning. The
meaning units were condensed and sorted into categories related to their content. Data collection ended
when saturation was reached, which was determined when no more new information was gained from
the interviews. Throughout the analytical process the meaning units and categories were discussed by all
the writers to increase validity and the trustworthiness of the results [14].

Ethical approval
The patients were reassured that participation was entirely voluntary and that they could withdraw at any
point for any reason. They were guaranteed con�dentiality and anonymity in the presentation of the
�ndings. Ethical approval was not necessary according to Danish law since this was an interview study
[15]. This study was part of a Master’s thesis which is protected under the data laws of The University of
Copenhagen.

Results
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Four categories came forward in the analytic process of the interviews. Restrictions and exhaustion -
describing how the patients handle strict dietary restrictions and how they muddle through the exhaustion
both obesity and a kidney disease can bring along. Hope and hopelessness - patients trying to lose
weight feel a deep sense of hopelessness. Most of the time they are on the brink of giving up, yet, in the
middle of the hopelessness, they discover new hope and renewed energy to push on. Support and self-
discipline - how patients in their weight-loss battle want support from the hospital, general practitioner
and local community, along with family and friends, but how they also discover that they are the only
ones responsible to make a change. The last category motivation based on severity, describes how
patients that need to lose weight to get on the transplant list, tend to put off weight-loss until their
condition is so dire that they essentially are forced to do something about it.

Restrictions and exhaustion

In this category patients described struggling with the dietary restrictions kidney disease brings, while
also having to lose weight. Several patients expressed frustrations about the restricted diet: One patient
said: “it’s extremely hard to lose weight when you have to be careful all the time and think about how
much potassium and phosphate is in the different foods.” Another interviewee said: “I have tried to eat
reasonably, but I �nd it di�cult since there are so many things I can’t eat”. A patient who also has
diabetes together with her kidney disease said: “One thing is to have this diabetes, and I used to be
allowed to eat fresh vegetables. But then when I got my kidney disease, I found it very di�cult that I
couldn’t eat that anymore.” Another one said: “I feel like many of the things I need to eat in relation to my
kidney disease, are the same things, they say, don’t work on a diet, such as white bread, which you would
normally avoid if you’re on a diet.”

The patients in this study described an extreme level of exhaustion. Many expressed that the energy
simply isn’t there to get out and exercise, one says: “I was so tired after getting off work, that I had to go
home and sleep for an hour before I could go and do sports”. Another one expressed how he wished to
have more energy. One believed that his obesity is the main reason for his tiredness: “you get extremely
hindered from particularly extreme obesity, you’re constantly tired, and adding a kidney disease and
dialysis on top of that doesn’t help at all”, he goes on to say: “I can remember being mentally tired all the
way back from when I was a kid.” Several also expressed that they would like to exercise more, but it’s
di�cult when the dialysis treatment is 3 days per week, and perhaps together with a job.

One patient said: “I need to �nd a way to deal with the exhaustion, that’s something I need to �nd a
rhythm in before I can add exercise to my schedule.”

Hope and hopelessness

Patients described their weight-loss endeavors with an all-encompassing hopelessness. Words
expressing their feelings of having to lose weight included: impossible, battle, and that it simply wasn’t
going to happen. One patient’s experiences with weight-loss were: “they told me to lose 10 kg, and my
initial reaction was that I couldn’t, and that it wasn’t going to happen.” Another one expressed how he
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found it basically impossible to lose weight: “When you have to lose more than 20 kg you might as well
give up right away. It’s not realistic, and not something you just do in 6 months... I �nd it entirely
impossible.” Several patients expressed how weight-loss is something you need extra time and “room” for
in life, they explained how they had too much going on currently, to take on the weight-loss battle, and
also expressed that when life would settle down a bit, they would have the time to get serious about
weight loss. One patient said: “when I �rst was told how much weight I needed to lose, it just knocked me
completely out” yet goes on to say: “I have actually already lost 12 kg, so I’m counting on that I can get on
the list pretty soon.” One patient was particularly frustrated with her own inabilities to lose weight: “I’m so
annoyed that I can’t just do it, I think to myself - why don’t you just do it?!”

Support and self-discipline

Support from the hospital, general practitioner and the surrounding community along with close friends
and family members was something the patients thought about a lot, but also how losing weight and
generally taking care of yourself was entirely your own responsibility, and how no one can do the job for
you. One described how he thought the doctors and his family focused on the weight too much, and felt
like it took focus away from what was important, his kidney disease. He also described how he felt he
had gotten a lot of support from the hospital where he had talked to a dietitian, but that he himself, was
not very good at following the advice he was given. Another one said: “I see a dietitian regularly, but
honestly it’s your own responsibility do to something about it.” One described how she on her own found
weight-loss support, but also expressed that you are on your own trying to �gure it out. Another patient
described how his wife was very supportive when he wanted to go away on a 3-month weight-loss stay.
He went on to explain that he had not received any support from the hospital or the local community, he
said: “I was extremely frustrated when there was no help to get, but then I said, OK, only you can do
something about this.” One discussed how the advice he got from a dietitian was good, but that “it was
basically the same old song; it’s easy to say what to do, but very hard to follow”. Several expressed how
they would like a group or a partner to meet with and exercise, someone to set goals with that will keep
you motivated. One said: “I want someone to keep an eye on me, someone I meet with, so that if I show
up and haven’t lost weight, that I would be embarrassed.” Another one said: “I would like to meet with
someone and exercise. If I have to go to the gym alone, I just won’t get it done.” Several expressed that the
advice and diet plan they got from the dietitian didn’t suit them very well, and that it often suggested
meals that they would never eat. One patient who was included in this study had already managed to
lose su�cient weight to get on the transplant list, when asking him what it took, he only had one answer;
“self-discipline and nothing else”.

Motivation based on severity

A general experience in this category was that many of the patients did not feel much urgency to lose
weight, because their illness was not serious enough yet. They all expressed though, that as soon as they
got to be in very bad shape, then they would be able to lose su�cient weight. Others had also discovered,
that losing weight was their only way, simply because they were so hindered in everyday life, that they
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could not function at all. One patient described that he did not feel ill enough, and that this was the
reason he was not motivated to lose weight yet. One described that when she was told to lose weight, it
completely �attened her, but she also said: “I’ve been thinking lately, that if I’m going to get a transplant at
all, I’ll have to get on the weight-loss very soon.” One patient explained how she knew she could keep her
illness at bay, at least for a while, if she would eat healthy and exercise, but that dialysis was inevitable
and transplant after that. One patient described how he was so overweight that he could not do anything
at all, and that is what eventually ended up motivating him to lose weight, he said: “it wasn’t until I started
in dialysis that it became serious to me, when you suddenly can’t do anything at all, it’s time to get in
gear.”

Discussion
In this semi-structured interview study, we explored the minds, thoughts and attitudes of patients with
obesity who must lose weight in order to receive a kidney transplant, and 4 categories were central in the
interviews with the patients. Restrictions and exhaustion, hope and hopelessness, support and self-
discipline and motivation based on severity.

Restrictions and exhaustion described how food was central to the investigated patients. Other studies
have found food to be central as well [16–18]. What to eat, when and how much is extremely important
when trying to obtain weight-loss. The restricted diet that is associated with both CKD, but also ESKD, is
something that was brought up by the patients repeatedly. A kidney-friendly diet, which consists of many
modi�cations is considered one of the most complex and restrictive therapeutic diets. In addition to this,
adults with ESKD tend to perceive the diet to be complicated and contradictory to typical healthy eating
advice. For example, fruits, vegetables and dairy products are often restricted in ESKD due to their
potassium and/or phosphate content [19]. Another element described in this category was the level of
exhaustion the patients felt. Fatigue is often a major problem in patients with a kidney disease, and is
seen in 60–97% of patients with ESKD undergoing hemodialysis, and as many of 69% of non-dialysis
patients with CKD [20]. It has been reported to be a major obstacle to maintain usual daily activities and
quality of life [21]. Fatigue is a frequent symptom when a severe decrease in kidney function is present
which leads to build-up of toxins and waste products in the blood along with anemia, medicine and
dialysis [22]. There is strong association between the presence of fatigue and increased BMI, number of
co-morbidities, decreased physical activity, and depression. And the severity of fatigue correlates with an
increasing BMI [23]. Extreme daytime sleepiness also correlates with an increased BMI, which is believed
to be associated with both sleep apnea, but also a high fat diet, which is shown to result in
hypersomnolence in both humans and animals [24].

Hope and hopelessness were found to be an important experience for the patients. Addressing pathways
to sustained weight-loss would initially often be met with a deep sense of hopelessness, but as we got
into the discussion it would be turned around to hope, and a belief that things would improve, that they
would be able to lose su�cient weight and thereby improve their physical condition. Hope is described as
an optimistic attitude of mind based on an expectation of positive outcomes. Studies have found that
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hope is positively correlated with life satisfaction and serves as a buffer against the impact of negative
and stressful life events [25]. It has been discovered in studies that family members can help induce hope
in severely ill patients, and that this alone can help the affected patient to push on and get better [26].
This can be applied to the patients in this study as well, both that they had a deep sense that things will
get better, but also that they realized that their friends and family wanted them to get better and wanted
them to lose su�cient weight to get on the transplant list. It is clear that hope is important and necessary
to overcome di�culties in life [25].

The category support and self-discipline, discovered how the patients felt support or lack thereof in losing
weight, and how they deciphered having enough self-discipline to stick with their weight-loss path. Lack
of support, particularly from healthcare professionals, is something described often in the literature. It has
been found that general practitioners often dismiss their patient’s obesity as a behavioral problem. It is
assumed that weight-loss is within a person’s control, losing weight is easy, and all you basically need to
do, is to eat healthy and exercise, simple as that. It is proposed that healthcare professionals are not
interested in the patient’s personal story, and that they do not offer recognition for what the patient has
already done and is currently doing [17, 27, 28]. Self-discipline was described as an important ability, and
is something that has often brought up in literature as extremely important and the key to sustainable
weight-loss [29]. It was evident from this study that some patients have the ability to be disciplined about
their weight-loss, and others need a helping hand. It has been described how persons who can maintain
their weight-loss and those that have a healthy weight are extremely vigilant about their weight,
particularly regarding dietary intake. In contrast, weight re-gainers tend to feel that the effort involved in
weight-maintenance is not worthwhile [16].

The category motivation based on severity described putting off weight-loss attempts. Reasons were
many; too many things going on, too little time, too many hours at work, recently started dialysis and
having to move were some of the examples. Other literature has described the same, where patients
expressed contradictory feelings, and needing to get past the ambivalence to an acceptance that there is
a responsibility to take action [30]. It has also been shown that individuals that engage in little or no
physical activity have a perceived lower quality of life, but that if more time is spent on physical activity,
this will improve quality of life and counteract procrastination[31]. In more recent literature it has been
found that an increasing concern centers around socioemotional skills, especially self-control and self-
regulation, with consequential poor health outcomes including obesity. Individuals with higher hyperbolic
rates of discounting (Hyperbolic discounting is a person’s desire for an immediate reward rather than a
higher-valued, delayed reward), who are considered impulsive or lacking self-control, tend to eat
unhealthy diets, to drink too much alcohol, and to procrastinate when it comes to engaging in healthy
behaviors, which together led to obesity [32–34].

Strengths and limitations

The patients were only interviewed once, which meant that we did not get to ask the participants follow-
up questions, which would have been interesting and useful. This could have provided us with more
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information and insights, and covered more ground such as emotional eating, hedonic hunger, eating as
an addiction and stigma in society which is described in different literature. The opportunity to follow the
patients over time and include additional interviews would also have been helpful, and is suggested for
future studies. The patients were interviewed over the phone by someone they had never interacted with
before, which could have lowered the con�dence they had in describing their di�culties in something as
personal as weight issues. It is possible that more in-depth answers would have been reached had the
interviews been face-to-face. Additionally, the research method and sample size limit the ability to
generalize outside of the speci�c patient data and geographic location, though we do believe that
�ndings are transferable to similar contexts. We tried to remain sensitive about our unavoidable
preconceptions by reporting opposing views and through consideration of the research limitations.

Perspectives

On the road to discover new and additional ways to assist those affected by obesity, we learned that still
much more can be done. For this speci�c group of patients, it was the dietary restrictions and the severe
fatigue that bothered them the most. Better guidelines about what patients with a kidney disease can eat
in order to both meet the dietitian’s advice, but also to lose weight is warranted. More research in how to
combat fatigue in this speci�c patient group is necessary. All the patients hope for the best, they continue
to push on, even on the di�cult days. How to mobilize this hope and energy that comes with it and use it
for weight-loss must be researched further. A positive association between self-monitoring and weight-
loss has been consistently found in previous studies, this should be further investigated in this special
group of patients. The patients were all crying out for help in trying to lose weight, they expressed very
strongly how much they wish to succeed, but simply need help and support to master weight-loss.
Bringing and getting family members more involved could it potentially improve weight-loss outcomes,
which is also something that must be discovered further. How we can support those affected, but also
create or utilize motivation earlier on must be further explored.

Conclusions
In this study four categories came forward; Restrictions and exhaustion, hope and hopelessness, support
and self-discipline and motivation based on severity. Diving into the minds of the patients we discovered
that they all desperately want to lose weight. They are painfully aware that losing weight is necessary to
get a kidney transplant. The patients express that they want help to eat better, within the restrictions that
come with their kidney disease. They want support from their surrounding community to exercise more,
and they do not want to take on the weight-loss battle on their own. They want a partner or a group that
can keep them motivated.

List Of Abbreviations
BMI
body mass index, CKD:Chronic kidney disease, ESKD:End-stage kidney disease
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