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Abstract: Chronic kidney disease is a major health problem due to the significant financial burden for the
healthcare system and likewise for the patient who needs the treatment. The patient’s whole life situation is
turned upside down with chronic kidney disease when they are confronted with the forced change to start
treatment with hemodialysis. Patients undergoing hemodialysis require direct and continuous care. Identifying
the barriers to and factors facilitating hemodialysis care can improve care quality. The increasing number of
patients with end stage renal disease (ESRD) has caused a substantial rise in the number of individuals
receiving hemodialysis. A literature review was conducted through sources of data base available in the
Medline/Pub Med, Google Scholar, Science Direct, and EBSCO Academic Search Complete for studies
published in Gulf countries. Fourteen studies were found to be related to the domains of hemodialysis patient
care in the Sultanate of Oman. Almost 34 percent of the published studies (four studies) were from Saudi
Arabia, another four each from Iran, two each form Iraq and Oman respectively, one each from Qatar and the
entire GCC. Although the current status of the hemodialysis patient care in the Sultanate of Oman is affected by
several factors and necessitates the need for identifying the satisfaction on patient care in renal dialysis unit,
concerns of patient undergoing hemodialysis, and health care providers’ experiences on patient care in renal
dialysis unit, and the barriers and facilitators on patient care in renal dialysis unit. Future studies should be
conducted to identify other factors that could influence the hemodialysis patient care in the Sultanate of Oman
and the development of interventions to help both the HD patients and the health providers.
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. Introduction

Chronic kidney disease is a major health problem due to the significant financial burden for the
healthcare system and likewise for the patient who needs the treatment. The patient’s whole life situation is
turned upside down with chronic kidney disease when they are confronted with the forced change to start
treatment with hemodialysis.

Patients undergoing hemodialysis require direct and continuous care. Identifying the barriers to and
factors facilitating hemodialysis care can improve care quality. The increasing number of patients with end stage
renal disease (ESRD) has caused a substantial rise in the number of individuals receiving hemodialysis. Chronic
kidney disease (CKD) is presently considered a public health issue worldwide and it includes a range of
different pathological processes that cause the irreversible loss of kidney function [1]. The survival of the
patients depends on renal replacement therapy such as dialysis and transplantation [2]. Among these treatment
methods, hemodialysis is a common and successful one to control renal diseases [3].

The number of persons receiving renal replacement therapy (RRT) worldwide is estimated at more than
2.5 million, with the incidence growing by approximately 8.0% annually [4-5]. In the USA, 91.9% of renal
patients underwent hemodialysis treatment in 2009 [6]. Moreover, hemodialysis (HD) remains the common
mode of renal replacement therapy where blood is filtered through an external dialyser performing functions
similar to the kidney [7].

Furthermore, HD has a major influence on the everyday life of patients since it involves adjustment to
an extensive and complicated treatment regimen where patients are generally required to be present at the
hospital three times a week for treatment sessions that last four hours, in combination with continual nutritional
management related to dietary and fluid intake, multiple medications as well as recommended exercise.

The provision of care for these patients, before and after the initiation of dialysis, is less than at the most
favorable level, resulting in a high financial burden and unfavorable clinical outcomes for patients as well as the
health care system [8].

The Gulf Cooperation Council countries (GCC) such as Saudi Arabia, UAE, Kuwait, Qatar, Bahrain
and Oman share similar culture and ethnic backgrounds as well as have similar socio-demographic and socio-
economic development.The aim of the present study is to review the published literature on hemodialysis patient
care in the Gulf countries.
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Il.  Methods

A literature review was conducted through online sources of data base available in the Medline or
PubMed, Google Scholar, Science Direct, and EBSCO Academic Search Complete for published studies in Gulf
Countries and nearby areas. Search terms used singly or in combination included: patient satisfaction,
hemodialysis, barriers and facilitators, concerns, health care providers, experiences, patient care, renal dialysis
unit. Criteria for inclusion were 1) the study is done among any of the Gulf countries such as Kuwait, Bahrain,
Oman, Qatar, Saudi Arabia, United Arab Emirates, Iran, Iraq and Egypt; 2) related to any of the satisfaction,
concerns, experiences, barriers or facilitator components or domains. No specific range for year of publication
was specified, so as to retrieve maximum number of studies. Fifteen studies were found to be related to the topic
were able to be retrieved from the web search. But one study was found to be repeating the information. Thus,
there were fourteen studies finally considered for the literature review and are summarized under the following
subheadings.

I11.  Results
3.1 Status of Hemodialysis in the Gulf Countries

A systematic review on the epidemiology of end-stage renal disease in the countries of the Gulf
Cooperation Council (GCC) which consist of Saudi Arabia, the United Arab Emirates, Kuwait, Qatar, Bahrain,
and Oman using mixed methods among patients on regular dialysis or End Stage Renal Disease (ESRD) for a
minimum of at least three months [9]. However, since many outcomes were reviewed, studies that estimated the
incidence and prevalence of ESRD as outcomes should not have defined the study population as ESRD
population or patients on regular dialysis including those that mainly comprised children or pregnant woman
were excluded. Results revealed that forty-four studies included in the review show that the incidence of ESRD
has increased while the prevalence and mortality rate of ESRD in the GCC has not been reported sufficiently.
The leading primary causes of ESRD recorded in the countries of the GCC is diabetes with the most prevalent
co-morbid conditions being Hypertension and Hepatitis C Virus infection; the most common cause of death was
cardiovascular disease and sepsis. Therefore, this study highlights that the lack of national renal registries data is
a critical issue in the countries of the GCC.

Another study was carried out which focused on the renal placement therapy in the Sultanate of Oman
where it was found out that health services have improved accordingly, including services for patients with
chronic renal failure [10]. The incidence of end-stage renal failure in this country is estimated to be around 120
million inhabitants annually. The causes of renal failure are still mostly uncertain but assumed to be chronic
glomerulonephritis, since many cases at present are advanced stage. However, diabetes mellitus forms 14.5% of
the causes of renal failure in this population. The services for renal failure patients are fully paid for by the
government. Furthermore, dialysis services started in Oman in the form of intermittent peritoneal dialysis (IPD)
in Al-Nahdha hospital in the capital Muscat in 1980. In the same hospital, hemodialysis was introduced later in
1983. In 1999, there are 345 hemodialysis and three CAPD patients in Oman, while there is none on 1PD.
Hemodialysis patients in Oman receive an average of eight hours dialysis per patient weekly and the most
common type of permanent vascular access used is arteriovenous fistula. Cuprophane dialyzers are the most
commonly used in this country. Furthermore, reuse is not practiced. However, there are only 18.5% of
hemodialysis patients on bicarbonate dialysis. There are currently 23% of hemodialysis patients on
erythropoietin as a replacement therapy for anemia associated with renal failure. Interestingly, only 17.6% of the
hemodialysis patients in Oman have positive antihepatitis C antibodies. This is rather low in comparison with
the nearby countries.

The demographics and outcome of hemodialysis patients during a five years study period in Qatar
where the data of all the patients on regular hemodialysis from January 1* 2002 to December 31st, 2006 were
included in this study was collected from the medical records and entered into an especially designed
questionnaire [11]. The prevalence of end stage kidney disease in Qatar is 624 patients per million populations
with an incidence of 202 patients per million populations per year. Currently, 278 patients are on hemodialysis,
65% of them are Qatari; males represent 51%, whereas 44.6% are between 65-74 years of age. Diabetic
nephropathy is the commonest cause of end stage Kkidney disease (48%), followed by primary
glomerulonephritis and hypertensive glomerulopathy. Arteriovenous fistula was the vascular access in 57% of
patients. The incidence of Hepatitis B, C and Human immunodeficiency virus had been stable throughout the
study period though our hemodialysis population had increased by 1.5 fold. The first and five years survival
rates of our patients were 84 and 53% respectively. Qatar has one of the highest rates of dialysis patients with a
good long-term survival report. Peritoneal dialysis remained to be the key solution for the rapidly expanding
patients’ pool. Maintenance of national registry of dialysis patients and improving our organ transplant program
is an essential goal.

The epidemiological transition of end-stage kidney disease in Oman was examined by using the End
Stage Kidney Disease (ESKD) data from1983 to 2013 [12]. Data from 1998 to 2013 were obtained through an
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Information Management System. Data before 2008 were collected from patients’ files. A questionnaire based
on USRDS form 2728 was completed by nephrologists once a citizen reached ESKD. Results show that a total
of 4066 forms were completed, with a response rate of 90% (52% male). The mean (SD) age was 50.1 (14.0)
years. By 31 December 2013, there were 2386 patients alive on RRT, of whom 1206 were on hemodialysis
(50.5%), 1080 were living with a functioning kidney transplant (45.3%), and 100 were receiving peritoneal
dialysis (4.2%). The incidence of ESKD on RRT was 21, 75, and 120 per million population in 1983, 2001, and
2013, respectively. Similarly, the prevalence of ESKD was 49, 916, and 2386 in 1983, 2001, and 2013
respectively. Among patients with ESKD on RRT, a progressive rise was seen in diabetic nephropathy, with
5.8%, 32.1%, and 46% in 1983, 2001, and 2013 respectively. This further reveals that the incidence and
prevalence of ESKD has increased progressively over last 30 years and this is expected to continue to increase
at an even higher rate in view of the progressive rise in non-communicable diseases. Thus, the continuous
improvement in registries is required to improve capturing of ESKD patients for providing accurate data to
health authorities, and enhancing public awareness of the magnitude, future trends, treatments, and outcomes
regarding ESKD.

3.2 Level of Satisfaction on Patient Care in Renal Dialysis Unit

Several factors were identified as affecting hemodialysis patients’ satisfaction with their dialysis
therapy [13]. There were 322 recruited patients in the study where the male patients reported worse effect of
dialysis on family life, social life, energy, and appetite. Longer period since the commencement of dialysis was
associated with adverse effect on finances and energy. Lower level of education was associated with worse
dialysis effect on stress, overall health, sexual life, hobbies, and exercise ability. The results imply that level of
satisfaction is affected by gender, duration on dialysis, educational level, and standard of care given.

The concept of health-related quality of life (HRQoL) for patients with end-stage renal disease on
haemodialysis in the eastern region of Saudi Arabia [14] was carried out and seven themes defining HRQoL
emerged from the qualitative data which reflected the subjectivity of the concept. The domains of HRQoL were
the physiological, social, psychological, religious and vocational domains. Each of those domains was defined
by determinants that affect other domains and the overall HRQoL. These were synthesised into a single
definition, which incorporated all five domains. A model of HRQoL of patients undergoing haemodialysis in
Saudi Arabia was developed explaining the relationship between the key domains and HRQoL. Healthcare
services were discussed as a factor that affects the health status of patients and plays an indirect role in the life
quality of this patient group. Hence it was considered as a factor rather than a domain. This illustrates that the
concept of HRQoL is highly individual and is affected by the views of individuals living in a specific culture.
Additionally, it is affected by the social, cultural and religious backgrounds of those individuals. The
conceptualisation of HRQoL in this study was almost similar to the Western conceptualisation, however, the
relationships between the key domains of HRQoL and their determinants differed. The social and religious
domains were highly influenced by the Arabic culture and the Islamic religion. HRQoL in patients with ESRD
in the Eastern Region of Saudi Arabia has a different meaning and conceptualisation from that seen in
comparable Western literature. The assessment of HRQoL of patients with renal failure and on haemodialysis in
Saudi Arabia requires a culturally-adapted instrument. This would ensure valid and reliable results that could be
used in decision-making and the planning of care.

A cross-sectional study was used which focused on patients’ satisfaction with care at dialysis unit and
the study sample was selected from Beni-Suef University Hospital. This study involved 79 patients on
hemodialysis. The sample has slightly more males (59.5%) and the majority of the patients are married (74.7%),
and their education was mostly basic (read and write) (48.1%) or primary (26.6%). Whereas more than half of
the patients on dialysis therapy between 1 and 5 years and Significant variation in all dimensions reported by
patients were unsatisfied except time spent with doctor (64.6) and accessibility & convenience (57.0). Moreover
technical quality was good (53.2%). Furthermore, the correlation between patients’ satisfaction dimensions and
patients personal characteristics’ there were highly significant correlation (P=.003) between sex and technical
quality, while marital status was negatively correlated (P=-.042) with time spent with doctor. Nonetheless, our
results suggest that almost half of the study sample reported in general Satisfaction were unsatisfied, however
the financial aspect, communication and interpersonal manner should be achieved to improve health care
outcome then subsequently increase level of patients’ satisfaction, and further research regarding patient
satisfaction is required [15].

Another study on patients’ satisfaction toward nursing care at hemodialysis units was conducted [16].
This descriptive study was carried out at hemodialysis units of Baghdad teaching hospitals from Feb. 4™, 2010
through Sep. 5", 2010. A purposive (non-probability) sample of (150) patients at the hemodialysis units in
Baghdad teaching hospitals was selected. The data were collected through the use of constructing questionnaire
and by means of an interview technique with the patients; the questionnaire consists of two parts (1)
demographic data (2) patients’ satisfaction to nursing care. The validity of the study questionnaire was
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determined through the panel of experts and the reliability of the study questionnaire was determined through
the pilot study. Descriptive statistical analysis procedure (frequency, percentage and mean of score) and
inferential analysis procedure (person correlation coefficient, chi-square test and t-test) were used for data
analysis. The findings of the study indicated that there is high satisfaction to clinical nursing care,
communication/patient-nurse relationship and moderate satisfaction toward nursing health education. Not
statistical significant difference between (gender, age, educational status, marital status, occupational status,
frequency of hemodialysis and duration of hemodialysis) while there is a statistical significant difference
between patients’ occupational status and their satisfaction toward communication /patient-nurse relationship.

3.3 Concerns of Patient Undergoing Hemodialysis

One of the many concerns of patients undergoing hemodialysis in Saudi Arabia is insomnia. Studies
have shown that insomnia is a common sleep disorder among patients with end-stage renal disease (ESRD).
Using observational cross-sectional study which carried out over a period of five months in two hemodialysis
centers in Saudi Arabia, the study found out that out of 227 enrolled patients, insomnia was reported by 60.8%.
The mean patient age was 55.7 £ 17.2 years; 53.7% were male and 46.3% were female. Insomnia was
significantly associated with female gender, afternoon hemodialysis, Restless Legs Syndrome, high risk for
obstructive Sleep Apnea Syndrome and excessive daytime sleepiness (P-values: 0.05, 0.01, < 0.0001, < 0.0001,
and < 0.0001, respectively). No significant association was found between insomnia and other variables,
including BMI, smoking habits, underlying etiology of renal failure, dialysis duration, association with
hemoglobin, ferritin, and phosphorus or dialysis adequacy as measured by the Kt/V index. The results signify
that indeed insomnia is common in dialysis patients and is significantly associated with other sleep disorders.
Greater attention needs to be given to the care of dialysis patients with regard to the diagnosis and management
of insomnia and associated sleep disorders [17].

3.4 Health Care Providers’ Experiences on Patient Care in Renal Dialysis Unit

A quantitative exploration of the barriers and facilitators to nurse-patient communication was
conducted in Saudi Arabia. This study aimed to investigate barriers and facilitators of nurse-patient
communication in Saudi Arabia using the Nurses’ Self-Administered Communication Survey. The survey was
distributed to a random sample of 291 nurses working in medical and surgical departments at five hospitals in
Saudi Arabia. The results indicate that the Filipino and Saudi Arabian nurses perceived greater barriers to
communication with respect to personal/social characteristics, job specifications and environmental factors then
nurses of other nationalities. In addition, nurses with shorter experience in Saudi Arabia perceived greater
barriers to communication with respect to the clinical situation of patient and environmental factors than the
nurses with longer experience. Lastly, nurses who had not attended specialist courses on communication skills
acquisition perceived greater barriers to communication with respect to personal characteristics and job
specifications than nurses who had attended such courses [18].

Furthermore, another study which evaluated nurses’ practices throughout hemodialysis treatment for
patients in hemodialysis unit at Baghdad teaching hospitals was carried out [19]. This descriptive study was
conducted at hemodialysis units of Baghdad teaching hospitals started from December 25", 2011 through May,
9™ 2012. Non-probability (purposive sample) of (30) nurses, who were working in hemodialysis units, were
selected from Baghdad teaching hospitals. The data were collected through the use of constructed questionnaire,
which consist of two parts (1) Demographic data form that consist 10-items and (2) Nurses’ practices form that
consist of 25 items, by means of direct interview technique and visualization of the nurses. The findings of the
study indicated that there was a deficit in the nurses’ practice that should be applied to the patient throughout
hemodialysis treatment. No significant relationship was found between nurses’ practice and their gender, level
of education, years of experience in hemodialysis units, while significant relationship was found between
nurses’ practice and their marital status. The study recommended that the importance of employing Academic
nurse in Hemodialysis units, a booklet should be designated and distributed to all nurses who were working in
hemodialysis units including the standard actions that should be applied and followed to care for patients in
hemodialysis units, and an educational program should be designated to the nurses who were working in
hemodialysis units including the standard actions that should be applied to care for patients in hemodialysis
units
3.5 Barriers and Facilitators on Patient Care in Renal Dialysis Unit

The knowledge, barriers and facilitators of exercise in dialysis patients was measured through a
qualitative study among patients, staff and nephrologists. Despite the growing evidence on benefits of increased
physical activity in hemodialysis (HD) patients and safety of intra-dialytic exercise, it is not part of standard
clinical care, resulting in a missed opportunity to improve clinical outcomes in these patients [20]. In-depth
interviews were conducted with a purposive sample of HD patients, staff and nephrologists from 4 dialysis
units. Sixteen (16) in-center HD patients participated in the study (mean age 60 years, 50% females, 63%
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blacks), 14 dialysis staff members (6 nurses, 3 technicians, 2 dietitians, 1 social worker, 2 unit administrators)
and 6 nephrologists (50% females, 50% in private practice). Although majority of the participants viewed
exercise as beneficial for overall health, most patients failed to recognize potential mental health benefits. Most
commonly reported barriers to exercise were dialysis-related fatigue, co-morbid health conditions and lack of
motivation. Specifically for intradialytic exercise, participants expressed concern over safety and type of
exercise, impact on staff workload and resistance to changing dialysis routine. One of the most important
motivators identified was support from friends, family and health care providers. Specific recommendations for
an intra-dialytic exercise program included building a culture of exercise in the dialysis unit, and providing an
individualized engaging program that incorporates education and incentives for exercising. This shows that
patients, staff and nephrologists perceive a number of barriers to exercise, some of which may be modifiable.
Participants desired an individualized intra-dialytic exercise program which incorporates education and
motivation, and they provided a number of recommendations that should be considered when implementing
such a program.

A study on patients’ perception of comfort facilitators during hemodialysis procedure was conducted
using qualitative method. Twenty four patients receiving hemodialysis participated in this study by purposive
sampling. The sampling was over when the data saturation occurred. The semi-structured interviews were
applied as the main data gathering tool. The data analysis was conducted by conventional qualitative content
analysis in eight phases where three themes emerged in the study such as the presence of competent nurses, the
delightful presence of the others, and coping with comfort obstacles. Each theme consisted of some categories.
It seems that to achieve the patients’ comfort during the hemodialysis procedure, the health care teams, hospitals
in charge and the patients themselves have to do their best to provide the patients’ comfort [21].

Patients undergoing hemodialysis require direct and continuous care. ldentifying the barriers to and
factors facilitating hemodialysis care can improve care quality. Another study was conducted which aimed to
assess the barriers and facilitators of care for hemodialysis patients. It utilized qualitative study and content
analysis approach. The study was performed in hemodialysis ward of Kowsar hospital in Semnan, in 2014. The
main topic of health care challenges was divided into two main categories, including the facilitators and barriers
of hemodialysis care. The facilitators of hemodialysis care had four subcategories, including intimate
relationship, basic knowledge, hemodialysis skills, and experience. The category of barriers had eight
subcategories, including shortage of nurses and heavy workload, weak authority of the head nurse, ignorant
director of nursing, shortage of nephrologists, lack of vascular surgery expert, lack of nurse’s aide and nursing
assistant, unskilled staffs, and interference by patients’ caregivers. The findings of this study showed that access
to human resources and their abilities were among the factors facilitating care. However, lack of qualified
medical staff at each level of care delivery was one of the barriers to hemodialysis care. Hence, it is of great
importance for policy makers, managers, and program designers to recruit human resources who have the
characteristics and competencies required for providing hemodialysis care. In a study on a group of
hemodialysis patients, in Semnan of Iran, it was found that access to human resources and their abilities were
among the factors facilitating care. However, lack of qualified medical staff at each level of care delivery was
one of the barriers to hemodialysis care. Hence, it is of great importance for policy makers, managers, and
program designers to recruit human resources who have the characteristics and competencies required for
providing hemodialysis care [22].

IV.  Discussion

The burden of Chronic Kidney Disease (CKD) is increasing in alarming proportion all over the world.
Kidneys are probably the only vital organs which can be realistically replaced by artificial means. Maintenance
dialysis is a well-recognized modality of treating patients having end stage renal disease. Several thousands of
patients all over the world are surviving and achieving reasonable quality of life on maintenance dialysis.

Hemodialysis therapy is a very complex and challenging area of patient with end stage renal disease
[23-24]. However, assessment of patients’ satisfaction is very important to evaluate the health care outcomes
and these are becoming increasingly important in health care delivery [25-26]. There is evidence that better
patient satisfaction might be associated with better medical outcome including reduced hospitalization [27] and
reduced mortality [28].

Patient satisfaction is very important aspect to evaluate health care outcome, so patient satisfaction has
been often defined as the extent of agreement between what a patient expects to result or obtain from the
healthcare experience and the perception of care they actually receive [29]. It is considering as an important
indicator for evaluating the health care outcomes, while affects clinical performance, patient retention and
medical malpractice. Furthermore it may be a very effective indicator to measure the success of health care team
especially in dialysis unit when deal with chronic patient undergoing hemodialysis therapy [30].

Chronic kidney disease is a major health problem due to the significant financial burden for the
healthcare system and likewise for the patient who needs the treatment. The patient’s whole life situation is
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turned upside down with chronic kidney disease when they are confronted with the forced change to start
treatment with hemodialysis.

The importance of the nurses’ and doctors’ sincere and genuine interest in the patient as an individual
provides support to the patient [31]. The nurse affects the quality of the support when she shows an interest in
the patients through exhibiting openness during the meeting, which creates opportunities for them to participate
as well as for her to familiarize herself with the patients’ entire lives. The intimate relationships are powerful
indicators of support for patients [32].

The delivery of continuous and coordinated care lessens the demand for hospital services, waiting
times for other services in different parts of the hospital, and the threat of complications [33-34]. That is why
patients treated with hemodialysis not only have a low health related quality of life as [35] as well as
eexperienced mortality rates of 15%-20% each year [36].

The patients and their family members are always in need of care, guidance, training, and ongoing
support provided by the health team from the hospital. Support in caring for patients with chronic renal failure
(chronic kidney disease) poses a challenge for nurses and the entire health team. Assistance should be designed
with the intention that the patient must maintain as high a quality of everyday life as possible, while taking into
account the medical data of the patient [37].

Culture plays a vital role in the patients’ eating and lifestyle behaviors which could affect the
management of kidney disease. Relationships and social activities will likewise challenge the nutritional
management and fluid control for HD patients [38]. The main barriers to the delivery of care in hemodialysis
patients include the following: forgetfulness, safety concerns, lack of understanding and knowledge, poor
communication, and lack of control over social pressures [39]. However, the factors facilitating hemodialysis
care include internal factors (self-starting factors) and external factors (started by parents, professionals, other
professional members of the health care team, and other hemodialysis patients).

On the other hand, the explanations presented by care team members and also the relationship with
other dialysis patients are among the facilitators of dialysis care [40]. The support amidst the struggles of HD
patients and their families is very crucial. Because of various diseases and physical and psychological problems,
this group of patients is in need of constant and comprehensive patient care to ensure their adherence to therapy.
However this type of care is seldom provided for patients. In many hospitals and/or dialysis centers, the delivery
of health care services by health care providers is very complex and people who are affected by the problems
have different levels of sensitivity to the treatment. However, the existing evidences suggest that using a
promising approach, these conditions can be appropriately managed and the outcomes of intervention could be
improved for this vulnerable population [41].

This indicates that the health provider team, hospital officials and the patient himself should do their
utmost to let hemodialysis patients achieve comfort, which is not possible without the intervention of nurses,
doctors, and hospital officials. Nurses and doctors play a significant role in comforting these patients because
they have the most direct contact with them and are able to identify and provide comforting elements. Nurses
and doctors play a key role in the treatment team. They can form suitable relationship, assist to create positive
attitude in the patient, and provide an appropriate caring context for them. Besides, to a large extent officials can
help patients achieve their aims by providing welfare, cultural and ritual facilities, and allowing the presence of
family members and visitors along with observing the others’ rights and security issues.

This study highlights the need to better prepare expatriate nurses before they enter the workforce in Saudi
Arabia on cultural competence and language skills.

V.  Conclusion

This review presents an overview of the increasing burden of ESRD in the GCC countries, which is
similar to the rest of the world. It also provides a list of the major causes of ESRD in these countries and the
most frequent morbidities associated with ESRD.

The available data also do not provide an accurate and updated estimate for relevant outcomes.
Additionally, considering the increasing burden of chronic kidney disease (CKD), these results stressed the
needs and the importance of preventative strategies for leading causes of ESRD. Furthermore, more studies are
needed to describe the epidemiology of ESRD and for assessing the overall quality of renal care.

Many barriers continue to restrict access to maintenance dialysis among the ESRD population. As
efforts are being made to tackle these issues, other challenges are assuming greater prominence. The findings of
this study showed that access to human resources and their abilities were among the factors facilitating care;
however, lack of qualified medical staff at each level of care delivery was one of the barriers to hemodialysis
care. Hence, it is of great importance for policy makers, managers, and program designers to recruit human
resources who have the characteristics and competencies required for providing hemodialysis care. The
facilitators of hemodialysis care had four subcategories namely intimate relationship, basic knowledge,
hemodialysis skills, and experience. The category of barriers includes shortage of nurses and heavy workload,

DOI: 10.9790/1959-0602080108 www.iosrjournals.org 6 | Page



Hemodialysis Patient Care in Renal Dialysis Unit among Selected Hospitals in the Sultanate of Oman

weak authority of the head nurse, ignorant director of nursing, shortage of nephrologists, lack of vascular
surgery expert, lack of nurse’s aide and nursing assistant, unskilled staffs, and interference by patients’
caregivers. The findings of this study showed that access to human resources and their abilities were among the
factors facilitating care. However, lack of qualified medical staff at each level of care delivery was one of the
barriers to hemodialysis care.
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