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Implementation of Standardized Nutrition
Guidelines by Renal Dietitians Is Associated
With Improved Nutrition Status

Katrina L. Campbell, BHIth Sci (Hons), PhD,* Susan Ash, BSc, Dip Nut Diet, MHealth
Planning, PhD,t Rachel Zabel, B Hlth Sci (Hons),T Catherine Me+titner; BSc, M Nutr
Diet, T Philip Juffs, BSc, Grad Dip Nutr Diet,§ and Judith D. Bauer, BSc, Grad Dip Nut
Diet, M Hith Sc¢, PhDY

Objective: Standardized nutrition guidelines that focus on a nutrition care process have been used by dietitians
treating renal patients in Australia for over 3 years. We show the impact of this implementation on the nutritional
status of a cohort of hemodialysis patients.

Design: We conducted a retrospective observational study, investigating a cohort of maintenance hemodialysis
patients after the implementation of a systematic approach to the patient’s nutritional care.

Setting: This stuffy took place in public and private in-center hemodialysis units.

Patients: Patients included a cohort of 65 maintenance hemodialysis patients (mean age * SD, 64 + 15 years;
58% male; dialysis vintage median [interquartile range], 22 [10 to 46] months).

Interventions: All participants were provided with a dietary interview at least every 6 months, with intensive follow-
up where required, and were monitored monthly regarding weight and biochemistry. Outcomes were assessed
annually between May 2004 and December 2006, after the implementation of this model of care.

Main Outcome Measure: Energy and protein intake according to dietary interview, nutritional status according to
subjective global assessment, and data regarding dry weight and biochemistry (including albumin, potassium, and
phosphate) were collected by the dietitian at each facility. Change in each outcome measure over time was assessed
using repeated-measures analysis.

Results: The proportion of patients with malnutrition (subjective global assessment B or C) decreased from 14% at
baseline to 3% after 2 years. Serum albumin, potassium, and dry weight remained stable throughout the study pe-
riod, and there was a significant decrease in serum phosphate over time (mean = SD,1.8 = 0.5t0 1.5 = 0.5 mmol/L, P
= .004). Dietary energy and protein intake changed significantly over the study period (P = .001 and P = .022,
respectively), with the highest mean intake recorded during the final follow-up assessment.

Conclusions: The implementation of a systematic approach to patient care, in line with nutrition management
guideline recommendations, was associated with an improvement in nutritional status and dietary intake in this
cohort of maintenance hemodialysis patients, without the need for increased resources or dietitian time.
© 2008 by the National Kidney Foundation, Inc.

LINICAL PRACTICE guidelines for the
management of chronic kidney disease
(CKD) have become popular in recent years as
ameans to promote consistency of care and improve

outcomes. Nutrition management in CKD is guided
by a number of published clinical practice guide-
lines.'™ These guidelines include the National Kid-
ney Foundation Kidney Dialysis Outcomes Quality
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2 CAMPBELL ET AL

Initiative (K/DOQI),’ Caring for Australians with
Renal Impairment (CARI) ;> American Dietetic As-
sociation (ADA) Medical Nutrition Therapy Evi-
dence-Based Guides for Practice: Chronic Kidney
Disease (Nondialysis),4 ADA Guidelines for Nutri-
tional Care of Renal Patients (3rd Edition),” and
the European Guideline on Nutrition.” Recently,
evidence-based practice guidelines for the nutritional
management of CKD were published,' comprising
a set of evidence-based practice statements linked
to the nutrition care process,” and endorsed by the
Dietitians Association of Australia. These guidelines
represent a summary of the evidence provided in
the aforementioned guidelines,” > ® * against the
classification system of the Australian National
Health and Medical Research Council."’ Because
of the paucity of well-designed studies, many of the
statements in these guidelines were largely based on
expert consensus rather than levels of evidence.
The ultimate goals of implementing guidelines
that inform practice are to promote consistency
among practitioners, objective decision-making,
and the measurement of quality and effectiveness
of care.'"'? Further, the implementation of best-
practice management for a patient population the-
oretically equates with promoting outcomes of
improved survival, reduced morbidity, increased
efficiency of care, and improved quality of life.”
There is a lack of evidence in the literature re-
garding the effectiveness of practice after the imple-
mentation of guideline recommendations.”” In
particular, there is a need to evaluate the effective-
ness of guidelines concerning the implementation,
monitoring, and evaluation components of the nu-
trition care process in CKD, which is largely opin-
ion-based." A recommendation common to
clinical practice guidelines in CKD is that patients
on maintenance hemodialysis are regularly moni-
tored for risk of malnutrition and receive a dietary
interview and intervention with a dietitian, at least

Q4 pix-monthly. To achieve this, a systematic process

to capture each and every patient at least once every
6 months is required.” ™ Such a system can only be
justified by an improvement in patient outcomes.
Importantly, when evaluating the effectiveness of
medical nutrition therapy, optimizing the interme-
diate outcomes of appropriate dietary intake, bio-
chemistry, and nutritional status is critical in
achieving positive long-term outcomes.'*

The principle aim of this study was to evaluate
a model of nutritional management that applied
a systematic approach to capturing all maintenance

hemodialysis patients at least once every 6 months
for a thorough dietary and nutrition status assess-
ment, in addition to monthly biochemistry moni-
toring. This was undertaken by evaluating changes
in nutrition-related outcomes in patients receiving
hemodialysis in public and a private tertiary dialysis
centers, over a 3-year period.

Methods
Study Design

This was a retrospective evaluation of observa-
tional data collected over the study period, from
guideline implementation in 2004 to 2006. The re-
nal dietitians at each intervention site (one public
tertiary teaching hospital and one private facility)
initiated specific nutrition care guidelines for hemo-
dialysis patients, as described in the Evidence-Based
Practice Guidelines for the Nutritional Manage-
ment of Chronic Kidney Disease.' Renal dietitians
provided each patient with structured nutrition
care, and assessed nutritional status and dietary in-
take at least every 6 months, in addition to monthly
assessments of biochemistry and weight. The
Research Ethics Committee at each investigator’s
institution provided approval for the study.

Study Subjects

Data were collected at the Royal Brisbane and
Women’s Hospital, a public tertiary teaching hospi-
tal, and the Wesley Hospital, a private tertiary facil-
ity in Brisbane. Patients undergoing maintenance
hemodialysis for longer than 3 months at baseline,
and who were maintained on regular, in-center he-
modialysis (on average, three times per week), were
eligible for inclusion. Data from participants were
excluded if they had died, changed modes of renal
replacement therapy (e.g., transplantation or
home-based therapy), or if their care had been trans-
ferred to another facility.

Data Collection

Demographic data on age, gender, dialysis vin-
tage, and presence of comorbidities were obtained
from medical case notes at baseline. Changes in pa-
tient outcomes from baseline, including dry (post-
dialysis) weight, body mass index, biochemistry,
nutritional status, and dietary intake, were moni-

tored 6-menthly from 2004 to 2006. However, be- gs

cause data were only documented annually at one

site, gnnual data were included in this investigation. Qs
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Dry weight was recorded on Wedderburn Tanita

Q7 BWBB; scales immediately after a dialysis session.

Q8

Q9

Height was measured using a stadiometer. Body
mass index was calculated as weight/height (m)~.
Biochemical measures of albumin (bromocresol
green), potassium, and phosphate were recorded at-
ter—collection immediately before the dialysis ses-
sion after less than a 48-hour break from dialysis
in the public facility and after the long break, or
more than 60 hours after the last dialysis session at
the private facility. As a result of these differences,
only the biochemistry data from the public facility
will be considered, insofar as midweek collection is
consistent with guideline targets.

Nutritional status was assessed using the patient-
generated subjective global assessment (PG-SGA),
which was validated for use in hemodialysis."> An
experienced dietitian conducted these assessments
every 6 months. In the PG-SGA, patients are as-
signed a rating of well-nourished (A), moderately
malnourished or suspected of being malnourished
(B), or severely malnourished (C), based on an as-
sessment that includes a medical history (covering
weight change, dietary intake, gastrointestinal
symptoms, and changes in functional capacity)
and a physical examination (assessment of muscle
stores and edema).'® The PG-SGA, in addition to
assigning a category of A, B, or C, also uses a scoring
system based on additional questions regarding the
presence of nutrition-impact symptoms and meta-
bolic stress. Each component of the PG-SGA pro-
vides a score of 0 to 4, depending on the impact of
the symptom on nutritional status. All component
scores are added (typical scores range from O to
35): the higher the score, the greater the risk of
malnutrition.

The dietitian at each site assessed dietary intake
by a diet-history interview at each of the six-
monthly monitoring appointments. This method
assessed average current intake over a week,
accounting for differences on dialysis and nondialy-
sis days. Dietitians also used a checklist method to
crosscheck types and frequencies of foods con-
sumed. References to standard household measures
or food models were used to assist in estimating por-
tion sizes. Intake provided from the diet history was
recorded as the average number of servings from se-
lected reference food groups. Average daily intake
for energy and protein was quantified using corre-
sponding analyses from reference food group esti-
mates. Energy and protein intake estimates were
then adjusted relative to body weight, using the

standard methodology described elsewhere,’ to
give kJ/kg/day or g/kg/day, respectively.

To establish the validity of dietary-intake results,
the proportion of underreporting among partici-
pants was assessed using the Goldberg cutoff'” for
energy intake reported at the final data collection
point. Participants were identified as “low energy
reporters” if their energy intake ratio to basal-energy
expenditure (calculated from the Harris-Benedict
equation) equaled less than 1.3. Only patients con-
sidered weight-stable, as defined by an arbitrary cut-
off of less than a 2.5% change in past 6 months,
underwent assessment for under-reporting.

Statistical Analysis
Data were analyzed using SPSS for Windows,

version 13, Descriptive characteristics between g

participants at each site were compared using
chi-square and independent-sample f-tests. Cate-
gorical outcomes were compared over time by us-
ing the McNemar-Bowker chi-square test.
Change over time for each continuous outcome
was assessed by repeated measures over the 3-year
study period. In each repeated-measures regres-
sion model, the assumption of sphericity was
tested, and where the assumption was not met,
a Greenhouse-Geisser correction was used, and
fractional degrees of freedom are presented in the
results. For outcome variables not normally dis-
tributed, the nonparametriq equivalent; Fried-

man’s test was used. All tests were two-sided, on

with statistical significance set at P <<.05.

Results
Description of Study Participants

Table 1 compares the characteristics of all he-
modialysis participants at baseline, based on
whether they were included in the final cohort
or whether they died or transferred care during
the study period. There was no difference be-
tween patients who were in the final cohort or
those who died during follow-up. Those who
transferred care were younger and with a lower
BMI, and were more likely to be female compared
with the other groups.

As shown in Table 2, participants from both the
public and private facilities who were included in
the cohort were comparable in terms of most char-
acteristics at entry into the study, with no significant
differences at baseline. The dietitian-to-patient
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4 CAMPBELL ET AL

Table 1. Characteristics of Hemodialysis Patients at Baseline, Comparing Cohort With Annual Data
Collection With Those Who Died or Were Transferred From 2004 to 2006 (n = 117)

Cohort from 2004-2006 Died Transferred Care P Value*

N 65 36 16

Age (years) 64.3 = 14.8 67.7 +12.0 56.4 £ 16.7 .039
Gender % male 58% 62% 27% .049§
Location (% private) 32% 38% 30% .858§
Weight (kg) 74.3 =181 73.5 +16.8 61.3 =+ 13.3 .040
BMI (kg/m?) 26.6 +5.7 26.4 +5.6 223 £3.5 .029
Dialysis vintage 22 (10-46) 24 (17-42) 18 (8-32) .282+

(months)t
Percent malnourished (SGA B) 14% 12.5% 25% .333§

SGA B, subjective global assessment, mild to moderate malnutrition.

*t-test.

tMedian (interquartile range).
Kruskal-Wallis test.
§Chi-square test.

ratio, shown in Table 3 for each hemodialysis facility,
was also comparable during the study period.
Therefore, the results for both facilities were com-
bined in the prospective evaluation.

Patient Outcomes

In the cohort of patients maintained on dialysis
from 2004 to 2006, albumin, potassium, and
weight were all stable, as shown in Table 4.
Mean serum phosphate levels were significantly
reduced over the study period (1.8 to 1.5 mmol/
L, P = .004). Although the PG-SGA scores
remained stable over time, Table 4 indicates that
the proportion of patients classified as malnour-
ished (SGA category B or C) decreased from
14% at baseline to just 3% after 3 years of imple-

menting the guidelines, a clinically significant
trend that approached statistical significance:
F(1.8) = 2.92, P =.062.

The mean intakes for energy and protein were
significantly different at each of the three time-
points (Table 4). The proportion of cohort patients
meeting what is considered the ideal intake for
protein (>1.2 g/kg) and energy (>125 kJ/kg) in-
creased 30% to 48% for protein, and 10% to 20%
for energy, over the study period (Figs. 1, 2).
Change in energy intake, according to the cate-
gories shown in Figure 2, reached statistical signif-

icancey McNemar-Bowker chi-square test, 24(3) .

= 20.522, P <.001). The lowest reported intake
of energy and protein in 2005 corresponded
with the highest prevalence of underreporting, as
shown in Figure 3. Although wvariable, the

Table 2. Baseline Characteristics of Maintenance Hemodialysis Patients in 2004 Upon Implementation of
Nutrition Management Guidelines, Presenting Overall Cohort (n = 65), and Comparing Characteristics of

Both Private (n = 21) and Public (n = 44) Facilities

Private Facility Public Facility P Value*®

N 21 44

Age (years) 66.9 = 16.9 63.0 + 13.8 .36
Gender % male (n = 38) 48% 63% .26§
Weight (kg) 716 =154 75.5 £19.5 .55
BMI (kg/m?) 26.1 £5.8 26.9 £5.8 .75

% Diabetes Mellitus 14% 36% .07§
Dialysis vintage (months)t 17 (11-38) 23 (9-58) .60+
% Malnourished (SGA B) 10% 16% .32

SGA B, subjective global assessment, mild to moderate malnutrition.

*t-test.

tMedian (interquartile range).
tMann-Whitney test.
§Chi-square test.
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Table 3. Ratio of Dietitians to Hemodialysis
Patients, and Total Full-Time Equivalent Provided
to Hemodialysis Service

Baseline 2005 2006

Average patient per 213 208 228
dietitian

Public (total HD
patients/FTE
dietitian)

Private (total HD
patients/FTE
dietitian)

79:0.35 83:0.40 92:0.40

38:0.20 42:0.20 45:0.20

HD, hemodialysis; FTE, full-time equivalent.

reported mean protein intake for 2006 improved

aisqueto 1.18 = 0.28 g/kg IBW/ day. Therefore, on av-

erage, these patients were close to achieving the
protein intake recommended in the guidelines

(1.2 g/kg/day).

Discussion

We sought to establish the effectiveness of im-
plementing a systematic approach to nutritional
care in hemodialysis. Conducting a thorough nu-
tritional and dietary assessment of all patients sys-
tematically, at least once every 6 months, allows
for early recognition and treatment of nutritional
issues that may lead to the development of malnu-
trition, including gastrointestinal symptoms and
appetite disturbance. Such an assessment also
allows early intervention, to optimize serum
potassium and phosphate as well as fluid manage-

ment. This approach resulted in a decreased prev-
alence of malnutrition and a trend toward
improved dietary intake without the need for
increased resources, including dietitian time.

Malnutrition is an independent predictor of
morbidity and mortality in maintenance dialysis
patients.'” " Recently, SGA showed validity
as a measure of nutritional status against gold-
standard body-composition tools assessing lean
muscle tissue in CKD.?" ** Other indicators of
optimal nutritional status in CKD are maintenance
of dry weight” and a BMI between 23 and 26 kg/
mfﬁlthough the evidence for treatment or pre-
vention of malnutrition in maintenance dialysis
patients is limited, studies show that nutritional in-
tervention, including counseling and the provision
of oral supplements, increases serum albumin and
improves outcomes in hemodialysis patients. > >

The prevalence of malnutrition in this sample at
baseline, as assessed by SGA, was 14%. This is rel-
atively low compared with rates reported in the lit-
erature, which can be up to 64% in dialysis
populations.”” Considering the high risk of devel-
oping malnutrition in this population and its asso-
ciation with poor outcomes, the results obtained
in this cohort, of less than 5% of patients classified
as malnourished in 2006, connote a positive out-
come. Together with the reduction in rate of mal-
nutrition, dry body weight was stabilized over the
data-collection period, and the mean change was
within 0.5% over the previous 6 months at each
time point.

Table 4. Changes in Dietary Intake, Weight, Nutritional Status, and Biochemistry (Mean =+ SD) Over Time for

Full Cohort of Maintenance Dialysis Patients (n = 54) After Implementation of Nutrition Care Guidelines

Baseline 2005 2006 Repeated-Measures Test
Dietary intake
Protein (g/kg) 1.14 £ 0.26 1.06 = 0.32 1.18 = 0.28 F(1.9) = 3.98, P = .022*
Energy (kJ/kg) 101.7 = 28.6 90.9 + 26.3 104.5 + 271 F(1.9) = 7.82, P = .001*

Nutritional status

SGA (n (%) A:B/C) 56 (86): 9 (14) 60 (92): 7 (8)

63 (97): 2 (3)

F(1.8) = 2.92, P = .062

PG-SGA median (IQR) 3.0 (1.0-6.0) 2.0 (1.0-5.0) 2.0 (1.0-5.5) X(2) 4.798, = 0.091+
Biochemistryt

Albumin (g/L) 38444 38828 38.0 £ 3.7 F(1.9) = 0.82, P = .440*
PO, (mmol/L) 1.8+ 0.5 1.6 =05 1.5+05 F(1.8) = 6.29, P = .004*
K* (mmol/L) 49+ 0.7 5.0 + 0.6 49+ 0.6 F(1.9) = 0.46, P = .621*
Weight status

BMI (kg/m?) 26.6 £ 5.7 26.5*55 26.2*+55 F(2) = 0.687, P = .505*
Weight change (%) 0.17 = 8.6 -0.3+47 -0.3 £ 11 F(1.8) = 0.370, P = .670

SGA, subjective global assessment; A, well-nourished; B/C, malnourished; PG-SGA, patient-generated subjective global

assessment; IQR, interquartile range; BMI, body mass index.
*Repeated-measures analysis of variance.
tFriedman test.
tBiochemistry results from public facility only (n = 33).
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Figure 1. Protein intake of cohort of hemodialysis
patients after implementation of systematic ap-
proach to nutritional management (n = 65).

A recent survey of renal dietitians in the United
States indicated that one of the most frequently
implemented guidelines from K/DOQI was the
use of dietary interviews to assess intake, promot-
ing dietary protein intakes of 1.2 g/kg and an en-
ergy intake of 30 to 35 kcal/kg (126 to 145 kJ/
kg)."! The aim of achieving this level of dietary
protein and energy was promoted in this study.
As a result, in conjunction with decreased rates
of malnutrition, this cohort of patients also dem-
onstrated an increase in reported dietary intake as
of the final data collection, with a mean energy
intake OF 104.5 £ 27.1 kJ/kg/day and Ay mean;
protein intake 1.18 * 0.28 g/kg/day. The mean
values corresponded with an increased proportion
of patients meeting guideline targets for intake of
protein (>1.2 g/kg) and energy (>125 kJ/kg).
This shows that the care process recommended
in the guidelines is effective in improving dietary
intakes.

70

m < 100 kl/kg
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50 1
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20 + ==

10 1 T

0.

Baseline 2005 2006

gure 2. Energy intake of cohort of hemodialysis
patients after implementation of systematic ap-
proach to nutritional management (n = 65).
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Figure 3. Prevalence of underreporting in a sub-
group of weight-stable patients at each time-point
in a cohort of maintenance hemodialysis patients
from 2004 to 2006 (n = 65). Underreporting = intake
<1.3 times basal metabolic rate. Weight-stable =
weight change = 2.5% over previous 6 months.

The reported changes in intake should be con-
sidered together with measures of validity. Al-
though the Goldberg cutoff is a crude method of
determining low-energy 1repo1'ting,17 it does give
insights into overall reported intakes. Interestingly,
the fluctuations in reported intakes corresponded
with the rates of underreporting, e.g., the lowest
reported intake (energy, 90.9 = 26.3 kJ/kg/day;
protein, 1.06 = 0.3 g/kg/day) occurred at the
time-point with the greatest rate of under report-
ing (in weight-stable patients) in 2005. Low en-
ergy reporting was—evidenced in over 60% of
weight-stable hemodialysis patients.”® Therefore,
the rates in this sample (Fig. 3) are not uncommon.
Although the mean reported intake remained
below recommendations, it is likely that true in-
take is closer to the recommendations in light of
the level of underreporting. The percentage
(10% to 20%) of patients meeting energy require-
ments, over the study period, remained low.
However, the majority of these patients were
well-nourished and overweight (mean BMI,
26.6 kg/m?).

Evaluation of reported protein intake was used
rather than an objective measure, such as protein
nitrogen appearance (PNA). The issue with col-
lection of a single PNA measurement it that it
only captures that specific day, and it may fluctuate
significantly between days. It also assumes the
patient to be metabolically stable.* In addition,
PNA is also limited because it may be influenced
by changes in comorbid status, including
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inflammation. Finally, a dietary interview is a key
component of nutrition care, because it allows
the dietitian to capture “usual” intake, account
for day-to-day variation, and provide individual-
ized advice to the patient.

Serum albumin, a well-established independent
predictor of total and cardiovascular mortality in
hemodialysis patients,”’ > remained stable over
the study period. In a recent retrospective analysis
of biochemical guidelines targets, the largest inde-
pendent survival benefit was found for patients
with serum albumin =38 g/L (hazard ratio,
0.27; 95% confidence interval, 0.24 to 0.31).33
In this study, the mean albumin level was above
38.0 g/L throughout the 3-year period. Prospec-
tive observational studies generally indicate
a steady decline in serum albumin in maintenance
hemodialysis patients after 12 to 18 months of
dialysis,>**> a phenomenon that appeared to be
attenuated in this sample. Hence this systematic
approach to patients’ nutritional care may be asso-
ciated with improved longer-term outcomes.
Randomized, prospective clinical trials are needed
to confirm this association.

Albumin is cited as the most important
method to evaluate nutritional status by renal
dietitians in the United States.'’ Although poor
dietary intake may contribute to hypoalbumine-
mia, the presence of inflaimmation is now
regarded as the most prominent cause of low
albumin synthesis in CKD patients.”® Therefore,
when considering itg unstable nature and influ-
ence by non-nutritional factors, it is important
to ensure that practitioners undertake more com-
prehensive and specific measureg of nutritional
status on a regular basis.

Serum phosphate and potassium are also man-
aged as part of the dietitians’ panel of assessment
measures and recommendations in practice guide-
lienes." Serum phosphate significantly decreased
after the implementation of this nutrition care
model, even while protein intake increased.
Evidence suggests that the best management strat-
egy to assist patients in attaining optimal serum
phosphate levels is to provide repeated and inten-
sive patient counseling, with progressive adjust-
ments of phosphate-binder dosage.”” This was
facilitated by monitoring every patient’s progress
regularly, and by conducting routine dietary assess-
ments, enquiries, and education regarding binder
usage and general phosphate management, in ad-
dition to promoting optimal nutritional status.

In general, barriers to the implementation of
practice guidelines tend to include lack of knowl-
edge, lack of awareness or trust in a guideline,
inability to implement guidelines, and inability
to agree on a uniform unit protocol.”” In a recent
survey of renal dietitians by the National Kidney
Foundation, 97% were aware of the K/DOQI
guidelines, yet only 5% had implemented all the
guidelines."' The most common reasons were
lack of resources (57%), insufficient time (40%),
and inadequate support from the dialysis unit
(29%). Although it is commonly perceived that
implementing guidelines for dietetic practice is
a difficult and costly task, the dialysis units in this
study operated a service with a ratio of 1 dietitian
full-time equivalent per 200 to 220 patients, and
this ratio remained consistent through the study
period . Although this ratio is not ideal, as based
on recommended targets of 1:135 from the British
Workforce Guidelines®” and 1:100 recommended
by the National Kidney Foundation-Council on
Renal Nutrition and ADA Renal Practice
Group,” implementing this systematic approach
to patient care enabled effective and efficient use
of available dietetic care in this setting. A further
increase in the staft ratio would enable more inten-
sive nutrition services to be provided, which may
result in additional improvements in nutrition-
related outcomes.

There are several limitations to this study. First,
it was undertaken as a retrospective, observational
study, and therefore there was no control arm.
Although it was recognized that a randomized,
controlled trial evaluating this service provision
would offer the strongest evidence, in this situa-
tion it was not feasible, given the design and nature
of this study as a quality-assurance activity. Sec-
ondly, this study was not designed as a prospective
observational study. Therefore, our outcome mea-
sures were limited to intermediate nutritional
markers, and not indices of morbidity, mortality,
or gold-standard body-composition techniques
to demonstrate changes in nutritional status. In ad-
dition, the collection of biochemical variables was
not uniform between sites, and therefore was ana-
lyzed in public hospital patients only. Finally, in the
data collection, there was little account for the
effect of comorbid illness, including markers of
inflammation, on changes in dietary intake and
nutrition status.

Implementing practice guidelines, changing
clinical practice, and improving patient outcomes
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relies not only on the scientific validity of the
guidelines, but also on their usability for clinicians
and their proven ability to improve patient out-
comes.”” Although the evidence base from high-
quality, randomized, controlled trials focusing on
dietetic practice are limited, this study demon-
strated that the implementation of a systematic
approach to patient care, in line with nutrition
management guideline recommendations, had
a positive effect on intermediate outcomes. With-
out the need for increased resources or dietitian
time, this approach resulted in improvements in
dietary intake, the maintenance of dry body
weight and albumin levels, and a reduction in rates
of malnutrition to less than 5% in a sample of
dialysis patients.

References

1. Ash S, Campbell KL, MacLaughlin H, et al: Evidence based
practice guidelines for nutritional management of chronic kidney
disease. Nutr Diet 63 (Suppl2):S35-S45, 2006

2. Voss D: The CARI guidelines: nutrition and growth in kid-
ney disease. Nephrology 10(Suppl):S177-S203, 2005

3. National Kidney Foundation: K/DOQI clinical practice
guideline for nutrition in chronic renal failure. Am J Kidney Dis
39(Suppl 2):S1-S140, 2000

4. American Dietetic Association: Chronic kidney disease
(non-dialysis) medical nutrition therapy protocol. In: Medical
nutrition therapy evidence-based guides for practicq. Chicago:
American Dietetic Association, 2002

5. Wiggins K: Guidelines for nutritional care of renal patients
Renal Dietitians Dietetic Practice Group, American Dietetic
Association. Chicago: American Dietetic Association, 2002

6. Fouque D, Vennegoor M, Ter Wee P, et al: EBPG guideline
on nutrition. Nephrol Dial Transplant 22(Suppl 2):45-87, 2007

7. Hakel-Smith N, Lewis NM: A standardized nutrition care
process and language are essential components of a conceptual
model to guide and document nutrition care and patient out-
comes. ] Am Diet Assoc 104:1878-1884, 2004

8. Australian Kidney Foundation: The CARI guidelines (Car-
ing for Australians with Renal Impairment), 2001 (cited March
15, 2004). Available from: http://www.kidney.org.au/cari/
index.htm

9. EDTNA/ERCA;: European guidelines for the nutritional
care of adult renal patients, 2003 (cited 24 July 24, 2006). Available
from: http://www.edtna-ecra.org/pages/education/
guidelines.php

10. National Health and Medical Research Council: How to
review the evidence: systematic identification and review of the
scientific literature. Canberra: National Health and Medical
Research Council, 2000

11. Burrowes JD, Russell GB, Rocco MV: Multiple factors
affect renal dietitians’ use of the NKF-K/DOQI adult nutrition
guidelines. ] Ren Nutr 15(4):407-426, 2005

12. Arenas MD, Alvarez-Ude E Gil MT, et al: Application of
NKF-K/DOQI clinical practice guidelines for bone metabolism
and disease: changes of clinical practices and their effects on
outcomes and quality standards in three hemodialysis units.

Nephrology, Dialysis, Transplantation. OfficialPublication—of

Reenal-Association 21:1663-1668, 2006

13. Chang JJ, Concato J, Wells CK, Crowley ST: Prognostic
implications of clinical practice guidelines among hemodialysis
patients. Hemodialysis International. International-Sympesium
On Home Hemodialysis 10(4):399-407, 2006

14. Splett P: Cost outcomes of nutrition interventions, part
[.Outcomes research. Evansville, IN: Mead Johnson & Co., 1996

15. Desbrow B, Bauer J, Blum C, et al: Assessment of nutri-
tional status in hemodialysis patients using patient-generated sub-
jective global assessment. ] Ren Nutr 15:211-216, 2005

16. Detsky AS, McLaughlin JR, Baker JP, et al: What is subjec-
tive global assessment of nutritional status? ] Parenter Enteral Nutr
11:8-13, 1987

17. Livingstone MBE, Black AE: Markers of the validity of
reported energy intake. J Nutr 133(Suppl):S895-5920, 2003

18. Kalantar-Zadeh K, Kopple JD: Relative contributions of
nutrition and inflammation to clinical outcome in dialysis patients.
Am J Kidney Dis 38:1343-1350, 2001

19. Pifer TB, Mccullough KP, Port FK, et al: Mortality risk in
hemodialysis patients and changes in nutritional indicators:
DOPPS. Kidney Int 62:2238-2245, 2002

20. Pollock CA, Ibels LS, Allen B, et al: Total body nitrogen as
a prognostic marker in maintenance dialysis. ] Am Soc Nephrol 6:
82-88, 1995

21. Campbell KL, Ash S, Bauer JD, Davies PSW: Evaluation of
nutrition assessment tools compared with body cell mass for the
assessment of malnutrition in chronic kidney disease. ] Ren
Nutr 17:189-195, 2007

22. Cooper BA, Bartlett LH, Aslani A, Allen BJ, Ibels LS,
Pollock CA: Validity of subjective global assessment as a nutritional
marker in end-stage renal disease. Am J Kidney Dis 40:126-132,
2002

23. Kuhlmann MK, Schmidt E Kohler H: High protein/en-
ergy vs. standard protein/energy nutritional regimen in the treat-
ment of malnourished hemodialysis patients. Miner Electrolyte
Metab 25:306-310, 1999

24. Leon JB, Albert JM, Gilchrist G, et al: Improving albumin
levels among hemodialysis patients: a community-based random-
ized controlled trial. Am J Kidney Dis 48:28-36, 2006

25. Leon J, Majerle A, Soinski J, Kushner I, Ohri-Vachaspati P,
Sehgal A: Can a nutrition intervention improve albumin levels
among hemodialysis patients? A pilot study. J] Ren Nutr 11:
9-15, 2001

26. Caglar K, Fedje L, Dimmitt R, Hakim RM, Shyr Y,
Ikizler TA: Therapeutic effects of oral nutritional supplementation
during hemodialysis. Kidney Int 62:1054-1059, 2002

27. Campbell KL, Ash S, Bauer J, Davies PSW: Critical review
of nutrition assessment tools to measure malnutrition in chronic
kidney disease. Nutr Diet 64:23-130, 2007

28. Kloppenburg WD, de Jong PE, Huisman RM: The contra-
diction of stable body mass despite low reported dietary energy
intake in chronic hemodialysis patients. Nephrol Dial Transplant
17:1628-1633, 2002

29. Kuhlmann MK, Kribben A, Wittwer M, Horl WH:
OPTA—malnutrition in chronic renal failure. Nephrol Dial
Transplant 22(Suppl):13-19, 2007

30. Lowrie EG, Lew NL: Death risk in hemodialysis patients:
the predictive value of commonly measured variables and an eval-
uation of death rate differences between facilities. Am J Kidney
Dis 15:458-482, 1990

SCO 5.0 DTD m YJRENS50509_proof m 30 November 2008 B 12:32 pm MW ce 38

762
763
764
765
766
767
768
769
770
771
772
773
774
775
776
777
778
779
780
781
782
783
784
785
786
787
788
789
790
791
792
793
794
795
796
797
798
799
800
801
802
803
804
805
806
807
808
809
810
811
812


http://www.kidney.org.au/cari/index.htm
http://www.kidney.org.au/cari/index.htm
http://www.edtna-ecra.org/pages/education/guidelines.php
http://www.edtna-ecra.org/pages/education/guidelines.php
Administrator
Cross-Out

Administrator
Replacement Text
European Dialysis and Transplantation Nurses Association/European Renal Care Association

Administrator
Cross-Out

Administrator
Cross-Out

Administrator
Inserted Text
 CD-ROM.

Administrator
Sticky Note
This guide is published as a CD-ROM. I am not sure how to reference


813
814
815
816
817
818
819
820
821
822
823
824
825
826
827

Q20

STANDARDIZED NUTRITION MANAGEMENT IN HD 9

31. Avram MM, Bonomini LV, Sreedhara R, Mittman N: Pre-
dictive value of nutritional markers (albumin, creatinine, choles-
terol, and hematocrit) for patients on dialysis for up to 30 years.
Am J Kidney Dis 28:910-917, 1996

32. Stenvinkel P, Heimburger O, Paultre F, et al: Strong associ-
ation between malnutrition, inflammation, and atherosclerosis in
chronic renal failure. Kidney Int 55:1899-1911, 1999

33. Tentori E Hunt WC, Rohrscheib M, et al: Which targets
in clinical practice guidelines are associated with improved survival
in a large dialysis organization? ] Am Soc Nephrol
ASN2006111250; 2007

34. Jager KJ, Merkus MP, Huisman RM, et al: Nutritional sta-
tus over time in hemodialysis and peritoneal dialysis. ] Am Soc
Nephrol 12:1272-1279, 2001

35. Parker TF III, Wingard RL, Husni L, Ikizler TA,
Parker RA, Hakim RM: Effect of the membrane biocompatibility
on nutritional parameters in chronic hemodialysis patients.
Kidney Int 49:551-556, 1996

36. Stenvinkel P, Heimburger O, Lindholm B, Kaysen GA,
Bergstrom J: Are there two types of malnutrition in chronic renal
failure? Evidence for relationships between malnutrition, inflam-
mation and atherosclerosis (MIA syndrome). Nephrol Dial Trans-
plant 15:953-960, 2000

37. Kuhlmann MK: Practical approaches to management of
hyperphosphatemia: can we improve the current situation? Blood
Purif 25:120-124, 2007

38. Grol Ry MW What drives change? Barriers to and incen-
tives for achieving evidence-based practice. Med ] Aust
180(Suppl 6):S57-S60, 2004

39. National Renal Workforce Planning Group, Renal Team:
A multi-professional renal workforce plan for adults and children
with renal disease. London: British Renal Society, 2002

40. National Kidney Foundation-Council on Renal Nutri-
tion: American Dietetic Association: Renal dietitian’s standards
for clinical practice. New York: National Kidney Foundation,
2004

SCO 5.0 DTD m YJRENS50509_proof m 30 November 2008 B 12:32 pm MW ce 38

Q21

828
829
830
831
832
833
834
835
836
837
838
839
840
841


Administrator
Cross-Out

Administrator
Replacement Text
18:2377-2384,

Administrator
Cross-Out

Administrator
Replacement Text
,

Administrator
Cross-Out

Administrator
Replacement Text
Wensing M


