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Hyperphosphatemia:

the ‘silent killer of patients with renal failure’ (1)
&
leading cause of osteodystrophy (2)

Up to 60% of patients are not adherent to the
low P diet (3)

1- Locatelli, F. et al Nephrol Dialysis Transplant 2002
2- Block GA et al Clin Nephrol. 2000
3- Denhaerynck K et al, Am J Crit Care 2007
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Malnutrition is Multifactorial
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Original Paper

| _  nephron |
Cliniccal Nephron Clin Pract 2008:109:c173—c130
Pracfice DOI: 10.1159/0001454162

More Dietetic Time, Better Outcome?

A Randomized Prospective Study Investigating the Effect of More Dietetic Time on
Phosphate Control in End-Stage Kidney Failure Haemodialysis Patients

Belinda Morewy?® Rebecca Walker= Andrew Davenport?

“Increased frequency of dietetic consultations
=» improved clinical outcomes.”

‘em- Academy of Nutrition
right. and Dietetics

2 hours/month  up to 1 year
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Mutr Rewv. 2014 Jun 11_ doi: 10.1111/mure.12115. [Epub ahead of print]
Dietary educational interventions for management of hyperphosphatemia in hemodialysis patients: a systematic
review and meta-analysis.

Karavetian M, de Vries N, Rizk R, Elzein H
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self management
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THE PROJECT FOLLOWED THE STEPS OF INTERVENTION MAPPING

Step 1: Needs assessment — analysis of determinants

Literature study, cross-sectional study and focus group
study about determinants of medication non-adherence

!

Step 2: Intervention objectives

Formulation of specific intervention objectives, based on
information of the needs assessment

!

Step 3: Health behavior change methods and
techniques

Literature study to select appropriate health behavior
change methods and techniques in accomplishing the
specific intervention objectives

L

Sliep 4: Intervention content and pilot >

Determination of Intervention content (created by combining
health behavior methods and techniques) and pilot of
intervention and materials

i

@5: Implementation of intervention)

!

Step 6: Evaluation of intervention >




Dietetic Practices in Hemodialysis Units in Lebanon and Their Conformity with KDOQI
Nutrition Guidelines

Mirev Kal'aretianl_'. Hafez Elzein:. Nahla Hw-allaj. Nanne de Tl'ie.‘;4

Int ] Health Nutr 2013 4(2):1-8

35.45%
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Numuaonal education Iior management ol osteodystuopny (INENVU) mial: Design and
patient characteristics, Lebanon  Karavetian et al ; Nutrition Research and Practice (Mufr Res Pract) 2014:8(1):103-111

Randomization on HD units
& Patient Assignment to Each Group

Cluster A: Cluster B:
6 HD units 6 HD units

v

Dedicated Dietitian
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|

v 7
Training on KDOQI
nutrition guidelines
v ¥
Baseline (t1) evaluation on all study parameters
Patient education as
per study protocol: —
2hour/patient/month
\ 4 \ /4
Post (t2) Evaluation on all study parameters
\ 4 \4 \4
No Education —m
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Follow up (t3) evaluation on all study parameters
Brief education to "waiting controls"patients — m
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tracking chart

Low P food items

Karavetian
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Outcome variables

* Demographics
: Weight (kg), length (cm)
: 24 hour recall detailed in next slide
: Serum P (mmol/L)
Blood Urea Nitrogen (BUN) mmol/L

: Malnutrition Inflammation Score (MIS)!
has 10 components, total score from 0 to 30:

0 (normal), 1-10 (mildly malnourished),

11-20 (moderately malnourished)

21-30(severely malnourished).

Health related Quality of life (HRQOL- SF36)

1- Kalantar-Zadeh K, Kopple JD, Block G, Humphreys MH. A malnutrition-inflammation score is correlated with morbidity and
mortality in maintenance hemodialysis patients. Am J Kidney Dis. 2001; 38:1251— 1263.



Dietary protein intake

* Dietary protein intake (g) was assessed through

* 24-hour recall questions,
* administered to patients on 3 nonconsecutive days during each study phase.

Protein intake was estimated using the renal exchange system and the
USDA nutrient database (version 25).

The mean of the 3 days represented the actual daily protein intake of
each patient.

Daily protein requirements were calculated as follows: 1.2 g*standard
body weight (kg).

Finally, the % Daily Protein Intake was calculated as follows:
(actual daily protein intake [g]/daily protein needs [g])*100.



Statistical analysis

Statistical Package for the Social Sciences (SPSS)- 16
0.05 significance at 95% confidence level

Descriptive analysis was conducted, categorical data were reported as frequencies
and percentage counts: continuous data as means + standard deviation (SD).

Pearson’s Chi Square (X?) was used to show group differences for categorical
variables.

ANOVA and Duncan’s post hoc test was done to detect group differences for
continuous data.

Within group differences for

e continuous variables: General Linear Model (GLM) and post hoc test (Bonferoni)
to test the differences between all possible pairs (TO &T1, TO&T2, T1&T2) within
the treatment condition

* non-parametric variables : Friedman test and Post Hoc test (Wilcoxon Signed
Rank test) to test the differences between all possible pairs (TO &T1, TO&T2,
T1&T2) within the treatment acondition



Results & Discussion



Table 1 Effect of NEMO trial on study parameters

DD (n = 88)

Serum P (mmol/L)

EP (n=196)

THD (n=210)

P value (Between group)

T0 1.78+0.5°" 1.712 £0.47% 1.6 + 048

T1 163 +046° 1.7+05 1.61 + 0.48° 0.462

T2 169 +0.53" 1.8+0.65" 1.64+ 048"
MIS

T0 726+351*% 6.62 +3.16 0% 6.07 + 3.90*® 0.07

T1 768+ 3.49° 787+ 3.50° 749+ 333P 0.606

T2 9.20+ 3.90° ¥ 9.62+ 4.56°Y 8.24+ 407®
Daily protein intake (%)

T0 65.72+ 5.91° 59.35+ 2.98* 56.03+ 1.64° 0.125

T1 50.81 + 2 48" 55.06+ 2764 56.87+ 1.49°% 0.047

T2 39.76% +1.36°Y 38.65 +1.39%Y 49 87+ 1.48°% 0.00
BUN (mmol/L)

T0 3121 +12.78 35.4 +15.90° 4161+ 121° 0.460

T1 2903 +11.63 3385 +1411° 3805 +1.17° 0.332

T2 2974 +11.34% 34 4] +1421% 40.14 +1.18% 0.921
HRQOL

T0 51+ 6.34 52+6.53 50 + 6.6.30 0.07

T1 53+725 50 +736 52 +6.51 0.17

T2 51 =756 51 +6.73 52+ 739 0.74

ab Superscripts (in columns) indicate within group significant differences (P<0.05), based on the General Linear Model

repeated measures.
¥eSuperscripts (in rows) indicate between groups significant differences (P<0.05), based on one-way ANOVA and post hoc
Bonferroni tests.



The success of the intensive dietetic education on HD patients suggests
the importance of a dedicated dietitian in the HD unit.

Moreover, the deterioration of most of the study parameters at follow
up, when the frequency of dietitian-patient meetings was nearly non-
existent, show the importance of the continuous presence of a
dedicated dietitian in the HD unit, when they are given sufficient time
for patient education.

Finally, the modest decrease over time in serum P seen in the DD group
should be considered as a positive benefit, as a “drastic” fall (or rise) in
serum P is associated with higher mortality risk.

In the end, the role of the authorities is critical to the improvement in
health policies related to nutrition services.



Implication for Future Practice:

Having a dedicated dietitian improves patient clinical outcomes.

The role of the MOPH is critical in improving the current status.
Below are suggested steps

1. provide specialized training to dietitians on KDOQJ standards,

2. consider renal dietitians as key health care professionals in the
management of HD patients,

3. integrate the standards of dietetic care of renal patients n the
accreditation standards of hospitals,

4. allocate budget for employing renal dietitians dedicated to the HD
unit.



Thank you

kmirey@gmail.com



