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2.0 Statements on Medical Nutrition Therapy (MNT)

MNT to Improve Outcomes

2.1.1 In adults with CKD 1-5D, we recommend that a registered dietitian nutritionist (RDN) or an international equivalent, in
close collaboration with a physician or other provider (nurse practitioner or physician assistant), provide MNT. Goals are to
optimize nutritional status, and to minimize risks imposed by comorbid conditions and alterations in metabolism on the
progression of kidney disease (1C) and on adverse clinical outcomes (OPINION).
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1.0 Statements on Usual Care
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Routine Nutrition Screening

1.0.1 In adults with CKD 3-5D or postiransplantation, it is reasonable to consider routine nufrition screening at least biannually
with the intent of identifying those at risk of protein-energy wasting (OPINION)
Nutrition Screening Tools

1.0.2 In adults with CKD 3-5D or posttransplantation, there is limited evidence to suggest the use of one tool over others for
identifying those at risk of protein-energy wasting (PEW) (2D)
Routine Nutrition Assessment

1.0.3 In adults with CKD 3-5D or postiransplantation, it is reasonable that a registered dietitian nutritionist (RDN) or an in

ternational equivalent conduct a comprehensive nutrition assessment (including but not limited to appetite, history of
dietary intake, body weight and body mass index, biochemical data, anthropometric measurements, and nutrition-focused
physical findings) at least within the first 90 days of starting dialysis, annually, or when indicated by nufrition screening or
provider referral (OPINION).
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MNT Monitoring and Evahuation

2.1.3 In adults with CKD 3-5D or posttransplantation, it is reasonable for the registered dietitian nutritionist (RDN) or an in-
ternational equivalent to monitor and evaluate appetite, dietary intake, body weight changes, biochemical data, anthro-
pometric measurements, and nutrition-focused physical findings to assess the effectiveness of MNT (OPINION).

1.5 Statements on Composite Nutritional Indices

7-Point Subjective Global Assessment (SGA)

1.5.1 In adults with CKD 50, we recommend the use of the 7-point Subjective Global Assessment as a valid and reliable tool for
assessing nutritional status (1B).

RATINGS
Weight loss ____ kg in the past 6 months (circle one rating for each category)
Ratings | Weight loss
7 0%
6 <3%
5 | 3<% 76 [5 4 3|21
4 5—=<7%
3 7—=<10%
2 10—<15%
1 215%

If 1 weight trend, add 1 point, if | weight trend within 1 month, minus 1 point
Dietary Intake (past 2 weeks)

7) Good (Full share of usual meal)

6) Good (> /4 <1 share of usual meal)

5) Borderline I:/,—% share of usual meal), but increasing

4) Borderline l"/: -EIL share of usual meal), no change or decreasing 7 6 5 4 3 2 1
3) Poor (< 1/- share of usual meal), but increasing

2) Poor (< 1/; share of usual meal), no change or decreasing
1) Starvation (< 1[4 of usual meal)

Gastrointestinal symptoms (that persisted for > 2 weeks)

Nausea: Vomiting: Diarrhea:
7) No symptom
6) Very few intermittent symptoms (1x per day) 7 6 5 4 3 21

5) Some symptoms (2—3x per day)—improving

4) Some symptoms (2=3x per day)—no change

3) Some symptoms (2—3x per day)—getting worse
1-2) Some or all symptoms (> 3x per day)




Functional status (nutrition related)
6-7) Full functional capacity

3~5) Mild to moderate loss of stamina 7 6 5 4 3 2 1
1-2) Severe loss of functional ability (bedridden)

Disease state affecting nutritional requirements

6-7) No increase in metabolic demand (no or low stress)
3-5) Mild to moderate increasze in metabolic demand (moderate stress) 7 6 5 4 3 2 1
1-2) Drastic increase in metabolic demand (high stress)

Muscle wastage: 6-7) No depletion in all areas
(at least 3 areas) 3-5) Mild to moderate depletion 7 6 5 4 3 2 1
1-2) Severe depletion

Fat stores 6-7) No depletion in all areas
3-5) Mild to moderate depletion 7 6 5 4 3 21
1-2) Severe depletion

Edema: 6-7) No edema
(nutrition related) 3-5) Mild to moderate edema 7 6 5 4 3 2 1
1-2) Severe edema

Nutritional Status: Well Nourished / Mildly to Moderately Malnourished / Severely Malnourished
Overall SGA Rating: 7 6 5 4 3 2 1
{circle one)
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1.2 Statements on Assessment With Laboratory Measurements

Single Biomarker Measurements

1.2.1 In adults with CKD 1-5D or posttransplantation, biomarkers such as normalized protein catabolic rate (nPCR), serum
albumin, and/or serum prealbumin (if available) may be considered complementary tools to assess nutritional status.
However, they should not be interpreted in isolation to assess nutritional status as they are influenced by non-nutritional
factors (OPINION).

Serum Albumin Levels

1.2.2 In adults with CKD 5D on MHD, serum albumin may be used as a predictor of hospitalization and mortality, with lower levels
associated with higher risk (14).

1.3 Statement on Handgrip Strength
1.3.1 In adultswith CKD 1-5D, we suggest that handgrip strength may be used as anindicator of protein-energy status and functional
status when baseline data (prior measures) are available for comparison (2B).
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4.1 Statements on Oral, Enteral, and Intradialytic Parenteral Nutrition Supplementation

Oral Protein-Energy Supplementation

4.1.1 In adults with CKD 3-5D (2D) or posttransplantation (OPINION) at risk of or with protein-energy wasting, we suggest a

minimum of a 3-month trial of oral nutritional supplements to improve nutritional status if dietary counseling alone does
not achieve sufficient energy and protein intake to meet nutritional requirements.

Enteral Nutrition Supplementation

4.1.2 In adults with CKD 1-5D, with chronically inadequate intake and whose protein and energy requirements cannot be

attained by dietary counseling and oral nutritional supplements, it is reasonable to consider a trial of enteral tube feeding
(OPINION).

Total Parenteral Nutrition (TPN) and Intradialytic Parenteral Nutrition (IDPN) Protein-Energy Supplementation

4.1.3 In adults with CKD with protein-energy wasting, we suggest a trial of TPN for CKD 1-5 patients (2C) and IDPN for CKD 5D

on MHD patients (2C), to improve and maintain nutritional status if nutritional requirements cannot be met with existing
oral and enteral intake.
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Ikizler TA, Burrowes JD, Byham-Gray LD, et al;KDOQI Nutrition in CKD
Guideline Work Group. KDOQI clinical practice guideline for nutrition
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