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LETTER FROM THE EDITOR

Hannah Norris, RDN, CSR
Editor

Winter greetings!  I hope 
you all had a lovely holiday 
season and were able to 

enjoy peaceful moments. As we begin a new 
year we think about goal-setting and where 
we’d like to be this time next year.  If one of 
your New Year’s goals is to stretch yourself 
professionally then this issue of RNF has 
several articles to increase your knowledge.  
As always RPG is interested in motivated 
renal dietitians to get involved!  There are 
multiple opportunities available to fit various 
time commitments, so I want to encourage 
you to check us out! 

Something new in this issue is a feature of 
our great patient education team.  You can put 
faces with names and learn a little more about 
the wonderful people who create our patient 
education handouts, including a superb one 
on potassium included in this issue.

Our feature article discusses ADPKD 
(autosomal dominant polycystic kidney disease) 
patients' diets and assesses whether they are 
meeting their nutrition needs and how their 
diets can affect cyst growth and cardiovascular 
disease. Next up is a great article on handgrip 
strength and how it relates to nutrition and 
functional status and includes a discussion 
on implications for renal patients.  We have 
heard more about food insecurity over the 
past several years and this issue includes a 
great article detailing the prevalence of food 
insecurity in American households, how food 
insecurity affects those with co-morbidities 
and how we can better screen for this issue. If 
you didn’t make it to FNCE® in October you 
will enjoy several reviews of some wonderful 
presentations, including one review of our very 
own Desiree de Waal’s presentation!

Find something warm to drink and enjoy 
reading!
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FEATURE ARTICLE: ADPKD PATIENTS

recommendations to slow cyst growth and reduce the risk of 
cardiovascular disease.

METHODS
Patients with ADPKD completed 3-day food records as part of 

routine care in a hereditary renal disease clinic at the University 
of Chicago Medicine in Chicago, Illinois. Patients were given 
detailed food record instructions by a registered dietitian (RD). 
Food records were analyzed by a RD and nutrient intake was 
determined using Nutrition Data Research System (NDSR), 
2017. The RD asked patients to provide missing information 
from food logs when applicable. Fluid intake was determined 
from volume of 24-hour urine collections. Biochemical data 
was obtained from the electronic medical record when available. 
Descriptive statistics were used to report results. As most patients 
had relatively intact kidney function (average GFR of 63.96 ml/
min), nutrition recommendations were obtained from the Dietary 
Guidelines for Americans, Dietary Reference Intake (DRI) 
tables and the American Heart Association (4-6). Patients were 
categorized as meeting or not meeting each recommendation.

Autosomal Dominant Polycystic Kidney 
Disease Patients are Not Meeting Nutrition 
Recommendations 

Melanie V. Betz MS, RD, LDN, CSG
Chronic Kidney Disease Nutrition & Education Specialist 
University of Chicago, Nephrology
Chicago, IL 
mbetz@medicine.bsd.uchicago.edu

Arlene B. Chapman MD
Professor of Medicine, Chief of Nephrology Section
University of Chicago Medicine

INTRODUCTION
Autosomal Dominant Polycystic Kidney Disease (ADPKD) is 

the most common hereditary kidney disorder, affecting 1 in every 
400 to 1000 live births and is the cause of an estimated 7-10% 
of people on renal replacement therapy worldwide (1). Nutrition 
plays an important role in reducing the risk of disease progression 
for patients with ADPKD. High sodium, high protein and low 
fluid intake have been correlated with accelerated cyst growth 
(2). Slowing cyst growth will ultimately slow the progression 
of chronic kidney disease (CKD). ADPKD patients also have an 
increased risk of cardiovascular disease and hypertension (3). A 
heart healthy eating pattern may reduce the risk of cardiovascular 
outcomes by helping to control hypertension, lipid levels and 
maintain a healthy body weight.  

The objective of this quality improvement project was 
to determine if ADPKD patients are meeting nutrition 

Table 1. Patient Characteristics
All 

(n=26)
Females
(n=17)

Males
(n=9)

Caucasian (%, n) 92.3% 100%, 
n=17

77.8%, 
n=7

Age (years) 45.7 48.41 40.56
BMI (kg/m2) 27.35 25.58 30.70
Glomerular Filtration Rate 
(ml/min)

63.96 65.63 61.00

Serum Potassium (mEq/L) 4.3 4.21 4.46

Table 2. Average Food & Nutrient Intake
All

(n=26)
Females
(n=17)

Males
(n=9)

Daily Recommendation

Calories (kcal/day) 1923 1673 2416 -

Calories By Weight (kcal/kg body weight/day) 26.34 26.44 26.42 -

Protein (g/day) 79.7 67.1 103.4 -

Protein By Weight (g/kg body weight) 1.09 1.07 1.14 0.8g/kg (5)

Sodium (mg/day) 2792 2246 3948 2300mg (5)

Fiber (g/day) 21.1 21.3 21.6 25g (women, 30g (men) (5)

Saturated Fat (% total calorie intake) 12.8% 10.23% 10.10% ≤ 6% calories (6)

Whole Grain (% total grain intake) 28.2% 33.2% 18.6% ≥ 50% (4)

Dairy (servings/day) 2.4 2.9 2.8 3 servings (4)

Fruit (cup equivalents/day) 1.6 1.8 0.9 2 cup equivalents (4)

Vegetables (cup equivalents/day) 4.5 4.5 4.4 2 ½ cup equivalents (4)

Protein (ounce equivalents/day) 6.3 5.0 9.0 5 ½ ounce equivalents (4)

Fluid (liters/day) 2.96 (n=19) 3.15 (n=10) 2.70 ≥3 liters if no edema 
present
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RESULTS
Food record data were obtained from 26 patients (17 female, 

9 male) with ADPKD as part of routine care in clinic. Twenty-
four hour urine collections were obtained for 19 patients and 
biochemical data was obtained for 25 patients. Patients were 
primarily Caucasian (92.3%), were an average age of 45.7 years and 
had an average body mass index (BMI) of 27.35 kg/m2 (Table 1).  

Average daily protein (1.09g/kg), sodium (2792mg) 
and saturated fat (12.8% of calories) intake were above 
recommended intake. Average fi ber intake (21.1g) did not meet 
recommendations. Average intake of whole grains (28.2% of total 
grain intake), dairy (2.4 servings/day) and fruit (1.6 servings/
day) did not meet recommendations; whereas average intake of 
vegetables (4.5 servings/day) met recommendations (Table 2). 
More women than men met recommended intake for whole grains 
(26.7% vs. 11.1%), fruit (54.5% vs. 22.2%), vegetables (72.7% 
vs. 44.4%), fi ber (33.3% vs. 22.2%) and fl uid (50.0% vs. 37.5%). 
Of note, 66.7% of women met sodium recommendations, whereas 
0% of men met this recommendation. Slightly more men than 
women met the recommended intake for dairy (33.3% vs. 26.7%) 
and protein (22.2% vs. 20.0%). No patients met saturated fat or 
potassium intake goals (Figure 1). 

DISCUSSION & LIMITATIONS
Overall, patients with ADPKD are not meeting nutrition 

recommendations for slowed cyst growth or prevention of 
cardiovascular complications. High intake of protein and sodium 
along with inadequate fl uid intake are of most concern in this 
population as these factors are associated with increased cyst 
growth and progression of CKD. 

In this study, women met more recommendations as compared 
to men. This is consistent with other fi ndings that women 
consume diets more in accordance with the Healthy Eating Index 
(7). This discrepancy highlights the importance of targeting men 
for nutrition education. In addition, more research should be 
done to determine if nutrition education and behavior change 
counseling should be different for men and women.  

One limitation of this study is the inherent inaccuracy in 
determining nutrient intake with a food record. Although patients 
were given detailed food record instructions by an RD and as 
much missing information was obtained, there were diffi culties 
in determining the exact amount and type of food eaten. As these 
food logs were collected as part of routine care by patients at 
home, precise weights, measures and food preparation techniques 
were not always included in food records. Another limitation of 
this study is the unique population. Most patients in this study 
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Figure 1. Percentage of Patients Meeting Nutrition Recommendations
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were covered by private insurance (96%) and most sought 
care in a specialty Polycystic Kidney Disease clinic suggesting 
this population is of a relatively high socioeconomic status 
or education level. The poor diet quality demonstrated in this 
study is especially concerning as higher socioeconomic status 
has been associated with higher diet quality (7-9). Therefore, 
it is reasonable to conclude these patients are consuming a diet 
more in agreement with recommendations than most patients 
with ADPKD but this was not the case in this study. In addition, 
nutrition education is a component of treatment for all patients in 
this ADPKD clinic. It is reasonable to conclude most patients in 
this study had likely received some nutrition education prior to 
analysis. 

CONCLUSIONS
Patients with ADPKD in this study were consuming excessive 

saturated fat and protein and inadequate amounts of whole grains, 
dairy, fi ber, potassium and fl uid. This poor dietary pattern has 
been shown to increase risk for cyst growth and cardiovascular 
disease (2,6). We found that a majority of women were meeting 
vegetable, fruit, and sodium recommendations; whereas most 
men were not meeting these recommendations.  These results 
support the importance of offering early nutrition education and 
counseling for ADPKD patients to help reduce the risk of CKD 
progression and cardiovascular disease.
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Handgrip Strength and Nutrition  
Status in Geriatric Veterans

Jacqueline E Roos MS, RDN, LDN, CDE
Dietetic Internship Director 
Memphis VA Medical Center, Memphis, TN
Jacqueline.Roos@VA.gov

Kaitlyn M Moorhead-Hill, RDN, LDN
Former Dietetic Intern
Memphis VA Medical Center, Memphis, TN

BACKGROUND
According to the American Society for Parenteral and 

Enteral Nutrition (ASPEN) and Academy of Nutrition and 
Dietetics (the Academy), malnutrition occurs when there is “any 
nutritional imbalance” including undernutrition, which can lead 
to increasingly adverse consequences on patient outcomes (1). 
Although facilities may vary in how they assess malnutrition, it is 
estimated that between 15-60% of patients are malnourished upon 
hospital admission leading to increased length of stay, hospital 
costs, and mortality (1). Due to the implications of malnutrition, 
it is important to screen all patients upon admission to identify 
those who are at risk or suffer from malnutrition (2). 

No single parameter can diagnose malnutrition and acute 
phase serum proteins have limited correlation to nutrition status. 
There is a need to standardize markers that reflect nutrition status 
versus inflammatory response. Malnutrition using the Academy/
ASPEN guidelines is characterized by the identification of two 
or more of the following six markers: decreased energy intake, 
weight loss, muscle loss, subcutaneous fat loss, fluid buildup, and 
decreased functional status (1). Patients who meet at least two 
of the six criteria are categorized as malnourished. Functional 
status may be measured using a handgrip dynamometer. Handgrip 
strength (HG) can be used to assess those at risk for malnutrition 
upon hospital admission, but no studies able to be sourced have 
examined if nutritional status impacts handgrip strength over the 
length of stay (3). 

Older adults are at an increased risk for nutritional problems 
due to metabolic and physiologic changes that occur during 
aging, including changes in taste and reduced absorption and 
utilization of nutrients (4). An elderly patient’s nutrition status 
may be more compromised due to comorbid medical conditions. 
Handgrip strength tends to be lower in the elderly because of a 
decrease in muscle mass and functional capabilities (4-6). Riviati 
et al. (2017) conducted a cross-sectional study to examine what 
affects handgrip strength in older patients (5). They found that 
handgrip strength was significantly lower in those who were older 
than 75 years old and had malnutrition (5). A study in Spain of 
community dwelling older adults by Bibiloni et al. also found that 
men over 65 years of age had a statistically significant reduced 
handgrip strength with increasing age (6). In another study by 
Brooks et al. (2018), depression and handgrip strength were 
inversely associated in geriatric patients in both unadjusted and 
adjusted models (7). Depression and poor appetite are common in 

the elderly and can be exacerbated by a hospital admission, where 
they may experience further nutritional decline. It is crucial to 
be screening for and diagnosing malnutrition with the nutrition-
focused physical assessment, including measuring handgrip 
strength. 

HANDGRIP STRENGTH PERFORMANCE 
IMPROVEMENT PROJECT
Patient Population

The Memphis VA Medical Center is a Level 1A facility, 
denoting the highest acuity level of services offered in the 
VHA system. The veteran population consists mostly of older 
adult men. The mean age of subjects was 75.35 years, all were 
male with the exception of one female subject. Racial groups 
represented included Caucasian and African American. 

During a hospital stay, geriatric patients may be transferred to 
geriatric rehabilitation, where they stay in the hospital or nursing 
home for one to three weeks in the hopes of gaining strength and 
functionality to accomplish activities of daily living. A registered 
dietitian/nutritionist’s (RDN) role is to provide nutrition assessment 
and intervention for patients at nutritional risk. Based on the 
Academy’s recommendations this included liberalizing the diet as 
much as possible to facilitate increased intake and maintaining or 
improving nutrition status (4). The longer length of stay combined 
with the increased nutrition risk of the population makes it 
opportune to follow the patients throughout their stay.

Performance Improvement Project Goal
The RDN routinely assesses malnutrition utilizing the 

Academy/ASPEN definition of malnutrition, including measuring 
handgrip strength as a standard of care for all patients. The 
aim of this performance improvement project was to examine 
if handgrip strength is a useful measure of functional status on 
the geriatric rehabilitation floor. The design of this project was 
reviewed by the research compliance officer and determined to be 
a performance improvement project. The final abstract and paper 
were reviewed by Memphis VA Medical Center Research for 
publication permission. 

Performance Improvement Project Patients
All patients meeting inclusion criteria admitted to the geriatric 

rehabilitation floor seen by the RDN from February 2017 to 
May 2017 were included in the analysis. Participants included 
anyone admitted to the geriatric floor, able and willing to do the 
following: squeeze the dynamometer, follow directions, and sit 
up to conduct an accurate reading. Participants unable to sit up 
independently, with a history of stroke, multiple sclerosis, spinal 
cord injury, impaired mental status, upper limb amputation, or 
unwillingness to comply were excluded due to the constraints of 
obtaining an accurate reading. 

Screening of geriatric rehabilitation patients occurred within 24 
hours of admission by a dietetic technician (DTR) to determine 
nutritional status. During the time of this study the Nutrition 
classification scheme developed by the Department of Veterans 
Affairs was used to assess nutrition risk scores. All of those 
considered at nutritional risk (moderate and severely 
compromised) were referred to the RDN for full assessment 
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including a nutrition focused physical exam (8). All geriatric 
patients able to use the handgrip dynamometer were eligible to 
participate in this quality improvement initiative. Measurement of 
handgrip strength occurred at two points of time – upon admission 
and prior to discharge from the geriatric rehabilitation unit.

Utilizing a Handgrip Dynamometer
Utilizing proper technique with a dynamometer is important 

to ensure an accurate reading. Handgrip strength is measured by 
having a patient sit upright and bend their arm at a 90-degree 
angle with the forearm parallel with the floor and supported (10). 

Proper technique includes the following steps. Prior to 
measuring grip strength evaluate the positioning of fingers on the 

dynamometer. Adjust the grip so the fingers are curved around the 
handle with the tip of the middle finger at a 90-degree angle to the 
palm. Instruct the patient to squeeze the handgrip dynamometer as 
hard as possible measuring first the dominant hand and if desired 
followed by the nondominant hand. 

This study we recorded an average of three readings, however; 
the ASPEN pocket guide recommends averaging seven. The 
manufacturer’s chart included with the dynamometer provides 
reading reference ranges (10). In this quality improvement 
initiative, Baseline Evaluation Instruments Dynamometer (White 
Plains, New York, USA) was utilized, and the reference ranges 
are below (6). 

Table 1. VA Nutrition Classification Scheme (9)

Section Indicator Score=1 Score=2 Score=3 Score=4 Section Score
A Nutrition history Appetite, good 

No eating 
or digestion 
problems

Appetite, fair; 
Chewing problems; 
Constipation 

Appetite, poor; 
Diarrhea; 
Dysphagia; 
Vomiting

Appetite, none; 
Severe diarrhea; 
Severe dysphagia; 
Severe vomiting

B Unintended weight 
loss 
month (m) week (w)

Stable weight 
(no wt loss)

<10% in 6 m 10-15% in 6 m 
<7.5% in 3 m 
<5% in 1 m
<2% in 1 w

>15% in 6 m 
≥7.5% in 3 m 
≥5% in 1 m
≥2% in 1 w

C % IBW or Body 
Mass Index (BMI)

90-100%
<119% 
18.5-24

81-89%
120-129%
17-18 or 25

75-80%
130-149%
15-16 or 26-29

≤74%
≥150%
<15 or >30

D Diet/Intake Nutrition needs 
met by diet 
alone; 
Minimal diet 
modifications

Nutrition needs 
met by diet + oral 
supplements;
Mild diet 
modifications

Nutrient needs 
are met by enteral 
(EN) or parenteral 
(PN) nutrition;
Moderate diet 
modifications

Nutrient needs not met 
by EN or PN;
Significant diet 
modifications

E Metabolic stress/
medical issues

No significant 
metabolic stress

Mild metabolic stress Moderate 
metabolic Stress

Significant metabolic 
stress

F Functional capacity 
(nutrition related);
Reduced HG 
strength

Independent 
activities of daily 
living (ADL); 
None or above 
expected

Limited ADL feeding 
assistance; Restricted 
ambulation;
Mildly below 
expected

Moderate 
limitations-bed or 
chair less than half 
of day;
Moderate pain
Moderately below 
expected

Severe limitations bed 
or chair most of day;
Severe pain;
Severely below 
expected

G Physical assessment

Fluid status

Well nourished

Fluid status 
within normal 
limits

Evidence of mild 
altered body 
composition

Evidence of mild 
fluid alterations

Evidence of 
moderately altered 
body composition

Evidence of 
moderate fluid 
alterations

Evidence of severely 
altered body 
composition

Evidence of severe 
fluid alterations

Sum score* 3-5 6-8 9-11 12
Overall nutrition 
status

Non-
compromised 
nutrition status

Mildly compromised 
nutrition status 

Moderately 
compromised 
nutrition status

Severely compromised 
nutrition status

*Sum score is determined by the sum of the 3 highest scores from the section score boxes.



8 |  Renal Nutrition Forum 2019 • Vol. 38 • No. 1 www.renalnutrition.org

ADVANCES IN PRACTICE: HANDGRIP STRENGTH AND NUTRITION STATUS

DISCUSSION
Performance Improvement Challenges and Opportunities

Although handgrip strength did not change dramatically over 
the course of hospital stay in this performance improvement 
project, it demonstrates an opportunity to modify and improve 
future initiatives. One of challenges faced in collecting handgrip 
strength was that most patients were laying in the hospital bed 
and some found it difficult to sit on the edge of the bed as the 
handgrip dynamometer protocol recommends. All of our patients 
were on geriatric rehabilitation following an acute hospitalization. 
In a review article by Parry and Puthucheary, it was noted that 
muscle mass declines within 10 days of hospitalization in older 
adults (12). Based on modeling utilizing a head down position 
(microgravity), muscle mass can begin decline within seven days 
of hospitalization in bed bound patients (12). This would suggest 
that the lower grip strength seen in our patient population may be 
partially attributed to muscle wasting due to disuse. This muscle 
wasting is more likely to place hospitalized elderly patients at 
increased risk for malnutrition. 

Handgrip strength data is difficult to collect in the inpatient 
setting due to patients being overwhelmed with their medical 
care, disease state, and medical providers coming in and out 
of rooms. For future performance improvement projects, it is 
important to account for the timing of physical therapy (which 
may cause fatigue), length and type of hospitalization, larger 
sample size and comparing to other functional tests conducted 
by physical therapy such as a 30 second chair stand, timed up 
and go test, or six-minute walk test. These additional methods 
for measuring functional status are important as many geriatric 
patients have contraindications to grip strength and more research 

Table 2. Handgrip strength reference ranges from Baseline Evaluation Instruments (11)
Category Needs Improvement Fair Good Very Good Excellent
15-19-year old
  Men <84 84-94 95-102 103-112 >112
  Women <54 54-58 59-63 64-70 >70
20-29-year old
  Men <97 97-105 106-112 113-123 >123
  Women <55 55-60 61-64 65-70 >70
30-39-year old
  Men <97 97-104 105-112 113-122 >122
  Women <56 56-60 61-65 66-72 >72
40-49-year old
  Men <94 94-101 102-109 110-118 >118
  Women <55 55-58 59-64 65-72 >72
50-59-year old
  Men <87 87-95 96-101 102-109 >109
  Women <51 51-54 55-58 59-64 >64
60-69-year old
  Men <79 79-85 86-92 93-101 >101
  Women <48 48-50 51-53 54-59 >59

RESULTS
Handgrip strength was collected on 19 participants, which 

can be found in Table 3. Average length of stay for patients was 
13.3 days. In summary, all handgrip strength measurement data 
were in the “needs improvement” category. Handgrip strength 
decreased in both those with and without malnutrition from 
admission to discharge.

 Table 3. Initial, follow-up and change in mean handgrip 
strength of patients with and without malnutrition (n=19)a

With 
Malnutrition 
(n=6)

Without 
Malnutrition
(n=13)

Initial HG (kg)
Left 17.5 ± 7.5 25.5 ± 10.4
Right 18.2 ± 10.6 22.3 ± 8.1
Follow-Up HG (kg)
Left 13.8 ± 10.0 26.6 ± 10.2
Right 18 ± 10.0 23.4 ± 11.7
HG Strength Change (kg)
Left -3.7 ± 9.1 +1.1 ± 5.7
Right -0.2 ± + 10.9 +1.1 ± 6.0

aMean (± SD)
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is needed to provide more reliable reference values (13). When 
assessing functional status, it is vital to know the patient’s 
baseline at admission decline from the patient’s norm that is 
indicative of malnutrition (1).

Implications for Renal Patients
Several studies have examined the relevance of measuring 

handgrip strength in patients with end stage renal disease on 
dialysis. It is important to note that many of the norms developed 
utilized healthy subjects and were measured on a dominant arm. 
Inconsistencies exist in the literature on whether measuring grip 
strength on the dominant arm with a fistula present will cause 
problems with the fistula. A study by Delanaye et al. utilized 
dominant arm regardless of presence of fistula without any 
complications but ensured that the measurement was taken before 
connection to the dialysis machine or just after disconnection 
to the dialysis machine (provided bleeding had stopped) (14). 
This author did find a significant decrease in grip strength after 
hemodialysis compared with before starting dialysis on the same 
day (mean grip strength of 28 kg vs 24 kg, p <0.0001) (14). This 
finding is supported with a study by Pinto et al.; although, the 
reduction seen in this study is much less (28.6 ± 11.4 to 27.2 ± 
11.7 kg) (15). In a study by Leal et al., no statistically significant 
difference in grip strength was seen based on dialysis timing (16). 
However, it is important to note in this study grip strength was 
not measured on the arm with the fistula present and participants 
had a longer rest time between readings.

CONCLUSION
Declines in functional status are considered markers of 

malnutrition. Handgrip strength has been identified by the 
Academy/ASPEN as a validated, easy to conduct measure of 
functional status. It can be a valuable tool for registered dietitians/
nutritionists to assess functional status in a variety of populations. 
It is important to be familiar with proper measurement technique 
and comorbid conditions contraindicating the use of handgrip 
strength. Ideally, when assessing functional status in geriatric 
patients, the RDN should assess handgrip strength and collaborate 
with physical therapy and occupational therapy to gain a more 
comprehensive picture of the functional status of a patient (13).

This material is the result of work supported with resources and the 
use of facilities at the Memphis VA Medical Center. The contents of this 
abstract do not represent the views of the U.S. Department of Veterans 
Affairs or the United States Government. 
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Food insecurity, defined as “limited or uncertain ability to acquire 
nutritionally adequate and safe foods in socially acceptable ways,” 
remains a persistent issue of public health concern (1). In October 
of 2018, the most recent estimates of food insecurity prevalence at 
the national level were released from the United States Department 
of Agriculture’s (USDA) Economic Research Service, estimating 
just under 12% of households in the United States (US) experienced 
food insecurity at some time during 2017 (the most recent year of 
measure) (2). This value was “essentially unchanged” from the 
previous year but also represented a notable decline from prior 
estimates of 14.9% of US households in 2014 (2). For those 15 
million households experiencing food insecurity, the consequences of 
mental and physical changes that accompany inadequate food intake 
can negatively impact learning, development, productivity, physical 
and psychological health, and family life (3). 

Food insecurity is often associated with inadequate nutrient 
intake and limited fruit and vegetable consumption (4). Those with 
limited resources to buy just enough food often try to stretch their 
food budgets by purchasing less expensive foods, which are often 
energy-dense and nutrient-poor. Purchasing fewer servings of fruits, 
vegetables, and dairy products leads to consuming higher amounts 
of refined grains, added sugars, and saturated and trans fats (5). Food 
insecurity is also noted as a contributor to increased prevalence of 
several diet-related chronic conditions, including diabetes, coronary 
heart disease, hypertension, and obesity (6,7). Research suggests 
people with diabetes experiencing food insecurity can lead to 
medication non-adherence and decreased diabetes self-efficacy (8).

Prior studies also have proposed an association between food 
insecurity and chronic kidney disease (CKD) prevalence suggesting 
the impact of food insecurity may persist through the development 
and management of precursors of CKD including diabetes and 
hypertension as well as through the direct stress of the food insecure 
diet on the kidney (9). Acid-inducing diets (where fruits and 
vegetables are limited) may lead to endothelin-mediated fibrosis (10). 
In contrast, diets rich in fruits and vegetables have been associated 
with attenuated kidney injury (11,12) and slower CKD progression 
(13). Unhealthy diets also are characterized by higher dietary acid 
load (DAL), often associated with lower consumption of fruits and 
vegetables. DAL is also associated with risk of CKD progression. 

Food insecure individuals are more likely to have higher DAL (14). 
The creation and implementation of individual nutrition 

counseling and broader community-level intervention requires a clear 
understanding of how to best screen patients for problems with food 
access, measure the level of household food insecurity, and devise 
strategies to best encourage healthy food decision-making. Food 
insecurity is a key factor to consider in developing individual and 
community-based nutrition improvement programs.  

The criterion standard screening tool for food insecurity is the 
US Household Food Security 18-Item Survey (15). However, 
several shorter surveys are considered  appropriate for the clinical 
environment and can easily be included in an electronic health record 
(EHR) system for nutrition history, screening and assessment (16). 
The Academy of Nutrition and Dietetics (the Academy) suggests 
that dietetic professionals screen patients may use a single-item food 
sufficiency question: 

‘‘Which of the following statements best describes the food eaten in 
your household?

• Enough of the kinds of food we want to eat
• Enough but not always the kinds of food we want to eat
• Sometimes not enough to eat
• Often not enough to eat" (17)
There are limitations to using shorter item screening tools, rather 

than the full 18-item USDA reference measure acceptable for 
research. Clinical screening tools comprised of one to two items do 
not allow for the assessment of the severity of food insecurity (food 
secure, marginally food secure, low food secure, very low food 
secure) and cannot address all aspects of the complex experience of 
food insecurity. However, longer food insecurity measurement tools 
are not compatible with the time demands of clinical practice. Short 
food insecurity screening tools may cause unnoticed foundational 
needs related to food access if incorrect questions were asked (17).

Medical providers aim to inform patients of their CKD risk 
profile and seek to craft together an individualized plan of care. The 
health care team would need to continually assess potential barriers 
or competing priorities patients need to make lifestyle changes. 
Clinicians need to understand that food insecurity can be cyclical and 
episodic and affect even middle-income families (2). 

Most health professionals have not been trained to assess food 
insecurity. Standardized protocols or systems for referring food-
insecure patients to federal or community-based programs that 
provide food resources are lacking (18). While time and workflow 
have not been noted to serve as barriers to food insecurity screening, 
concerns about embarrassing families about being unable to provide 
adequate resources have been discussed (19). Many patients may be 
uncomfortable or ashamed to disclose that they are not able to feed 
themselves and/or their family (20). Patient acceptability of food 
insecurity can carry social stigma, which is a key concern for those 
implementing food insecurity screening programs. It is likely that 
those in the most need of assistance may be the least comfortable 
with being asked about food insecurity and, consequently, the most 
reluctant to disclose needs. For screening and referral programs to 
function effectively, it is necessary to consider the ways in which 
fears about the potential for stigmatization of the food insecure 
impacts the ways in which health professionals interact with potential 
clients in need.

Screening individuals for food insecurity may not be the best 
indicator of patient desire for access to food-related assistance. 
Bottino and colleagues compared positive screening responses (using 
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the 6-item USDA-FSS Short Form) to desire for referrals to food-
related services (e.g., food pantries) among 340 caregivers of 3 to 
10-year-olds presenting for well-care visits (19). Only about half of 
the study population screened as food insecure asked for referrals to 
food resources, while a similar proportion asking for food-related 
referrals were not screened as food insecure. These findings suggest 
food insecurity and perceptions of needing food resources may not be 
coincidental in the clinical or community setting.

From January through August of 2016, the Public Health Institute 
(PHI) conducted the first phase of the nation’s largest-to-date 
evaluability assessment to identify US health care entity-based 
programs that screen patients for food insecurity and connect 
them with food resources (21). The most commonly implemented 
intervention was a referral to or a list of food resources, including 
local food resources or federal benefit programs (SNAP/WIC). 
Clinics working with food banks or other community organizations 
may choose to create a facilitated referral process to help connect 
patients to needed resources. By having patients sign release forms, 
staff can share contact information with food banks, local food 
pantries and other community organizations. Resources can then 
contact patients to determine what kind of support they need (e.g., 
emergency food, senior meals, support for children) and refer them 
to the appropriate locations in their community. Research shows 
that personalized referrals are much more successful than simply 
providing a patient with a phone number or a website (21). 

Screening across a variety of clinical settings can uncover social 
needs among our patients and connect them with needed services 
which are essential to protecting our patients who are at risk for poor 
health outcomes. Patients followed for progressing renal disease in 
specialty clinics, dialysis units, and transplant programs may benefit 
from the organized structure of a dedicated health care team to 
receive ongoing screening and referral for issues of food insecurity. 
Future opportunities for renal care providers include intentional 
screening for food insecurity and involvement in development 
and allocations of resources from the federal, state, or non-profit 
organizations.
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Registered dietitians (RDNs) in dialysis units have important 
roles that keep expanding. The Centers for Medicare and Medicaid 
Services (CMS) regulations (with V identifier tags) state we need 
to have a patient outcome-based system that focuses on quality 
assessment and performance improvement (1). CMS also states that 
dialysis dietitian caseloads must not prevent RDNs from providing 
care consistent with national standards of practice. Non-clinical tasks 
must not negatively impact the time available to provide the clinical 
interventions to achieve goals identified in the patient’s plan of care 
(V758) (1,2).

A comprehensive evaluation of nutrition status is required by 
the RDN. CMS regulates the minimum criteria to be included in a 
nutrition assessment (V508, V509, V545, V456, V630, and V631) 
(2). Triggers for quality outcomes include weight loss greater than 
5% in one month, inadequate protein or calorie intake with evidence 
of malnutrition, altered laboratory levels for chronic kidney disease 
mineral and bone disorders (CKD-MBD). An initial comprehensive 
multidisciplinary assessment (CMPA) is to be completed within 30 
days and within three months after the initial CMPA (V516, V517). 
Reevaluation occurs when a patient status changes, a patient becomes 
unstable, or annually, whichever comes first (V519,V520) (2). 

On a facility level, the RDN is part of the quality assessment 
and performance improvement (QAPI) team (Regulation 494.110) 
(2). Measures assessment tool (MAT) lists indicators to monitor 
for trends. This looks at the facility’s cumulative data and requires 
facility-based assessment and a plan to improve care. Trends in data 
must be monitored and identification of major problems needs to be 
addressed with an action plan. Nutrition indicators include serum 
albumin as a predictor of mortality risk and CKD-MBD indicators 
as these are heavily influenced by diet. Once improvement is made, 
there must be a mechanism to ensure improvements are sustained. 

Dialysis RDN staffing ratio levels, using the Annual Facility 
Survey data for 4035 dialysis facilities across the country, were 
analyzed (3). These data indicated the average patient: full time 
equivalent RDN ratio was 88.7±32.8. There were 198 facilities that 
exceeded the KDOQI recommended maximum ratio of 150 patients: 
RDN. However, these data are reported in a relatively non-specific 
manner (anything less than 32 hours/week is considered part time, 
leading to wide variation in the hours actually reflected) and this is 
likely an underestimate of true patient: RDN ratios (3). In a survey 
of dialysis professionals, nurses identified the ideal patient: RDN 
ratio as 48:1, nephrologists identified it as 56:1 and administrators 
were willing to accept 70:1 (4). This is much less than the KDOQI 

Nutrition Guidelines based on expert opinion of 100 patients per full 
time equivalent (FTE) RDN (3).

A literature review on the time required to produce changes in 
dialysis nutrition outcomes with patient counseling yielded many 
studies that have demonstrated the effectiveness of changes but 
did not report on the dose/intensity of nutritional counseling which 
makes advocating for more RDN time difficult. Two studies have 
reported on dose/intensity, one for phosphorus control and one for 
interdialytic weight gain. Ford et al. provided 20-30 minutes of 
nutrition education per month focused on phosphorus to patients with 
serum phosphorus >6 mg/dl at baseline and significantly increased 
patient knowledge and lowered serum phosphorus compared to a 
control group (5). Sevick et al. provided 18 minutes per intervention 
visit in 25 visits over 16-weeks focused on sodium and fluid intake, 
but despite the intensity did not demonstrate an improvement in 
interdialytic weight gain (6). 

Even with the lower than expected patient to RDN ratios in the 
Annual Facility Survey data, there is likely not to be enough time to 
provide this intensity of intervention. Therefore, RDNs need to use 
research and quality improvement techniques to determine how to 
improve patient outcomes within their time constraints. In order to 
improve regulated outcomes with dialysis patients, dietitians need 
to become creative within their constraints of time. To improve 
outcomes, patients need motivation that represents the reason for 
actions, desires, and needs. An extrinsic motivator is a reward for 
showing a desired behavior. Studies looking at financial incentives 
as a motivator were most successful if simple and time related (7). In 
complex behaviors, incentives were successful during the program 
but when incentives ceased, participants returned to the former 
behavior (8). Penalizing poor performance reinforced an individual’s 
sense of failure (8). Successful programs must address the complex 
environment which affects an individual’s choices (9,10). One size 
does not fit all. 

Meeting phosphorus targets is one of the most difficult outcomes 
on which CMS evaluates dialysis facilities. A cost offset model 
study looked at Medicare data and estimated how much money 
could be saved by improving phosphorus control (11). A theoretical 
sample of 1000 patients reflective of Medicare patients in general 
suggested 21% were considered adherent to binders and maintained 
phosphorus in range for 62% of time. The other 79% of patients 
were considered non-adherent meeting goal 58% of the time. In 
one scenario describing costs, if 10% of patients moved from the 
non-adherent group into the adherent group this could lead to a 
20% increase in time that they met phosphorus goals. This led to 
monthly cost savings of $16,500 per 1000 patients per month. These 
results are consistent with prior observational studies that have 
shown increased risk of hospitalization with CVD events and high 
phosphorus complications due to poor phosphorus control. Impact of 
improved adherence leads to increases in outpatient (i.e. physician) 
and Medicare part B (medications) costs, but these are low compared 
to the cost of complications of hyperphosphatemia and secondary 
hyperparathyroidism. 

A quality improvement project using financial incentives for good 
phosphorus outcomes yielded approximately an improvement of 
phosphorus of 10%, with a cost $20.11 per patient for 6 month 
improvement (12). This was half of the improvement described 
above in the cost offset model (10% vs 20% in the cost offset model) 
(11). Using the cost offset model and doing a “back of envelope” 
style calculation yields a savings of $8,233.50/1000 patients/month 
(half of the $16,500/1000 patients above) for a 10% increase in time 
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within target phosphorus range of 3.5-5.5mg/dL. A savings of about 
$8.23 per patient per month and for 6 months at about $49.40 per 
patient. The incentive quality improvement program has an estimated 
calculated healthcare saving of about $30 per patient over 6 months. 
The quality improvement project improved adherence during the 
incentive period but after incentives were removed, patients returned 
to their previous behaviors. This project did not ramp up any education 
or require additional time on the part of the RDN regarding phosphorus 
goals. Patients were self- motivated and requested information of 
how best improve their levels for a small financial gain (12).

Better adherence and time within phosphorus targets is associated 
with lower overall Medicare and inpatient costs (11). Use of financial 
incentives may be one method to improve outcomes. Financial 
incentives may be useful as one part of a behavior change program 
but the program needs to address the complex environment (social 
and economic) affecting patient choices. CMS currently limits 
patient incentives to $50 per year (13). Dialysis units are paid a 
bundled fee for quality driven services by CMS. Often financial 
incentives are used to reward to deliver quality care but are not 
used to reward patients for improved management of their chronic 
conditions. The RDN is a valuable team member who helps patients 
make positive lifestyle choices but the patient must be motivated. 
RDN time is limited with patient to RDN ratios with many units 
above the 100 patients to 1 RDN ratio (3). Motivating and educating 
patients requires more time than is usually available by the RDN for 
positive outcomes (5,6). If you have good strategies for improving 
patient outcomes within the constraints of time, please share. The Renal 
Practice Group would love to hear from you.  

Disclosures
This is a summary of a presentation by both authors at FNCE® on 

October 21, 2018. 
Rosa Hand, an instructor at Case Western Reserve University used 

Renal DPG funding to purchase the datasets necessary to analyze 
staffing ratios at 4035 dialysis facilities across the country. Rosa 
described her research on dialysis RDN staffing levels using the Annual 
Facility Survey data at FNCE® 2018 (3).

Desiree de Waal, RDN at the University of Vermont Medical Center 
received partial funding by the Renal DPG for her Financial Incentive 
Quality Improvement project (12). 
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Did You Know Renal DPG 
Funds Projects that Help Renal 

Dietitians with Outcomes?

If you have an idea and require some 
financial assistance, check out the grants  
that are available on the Renal Practice 

Group Website www.renalnutrition.org.
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RPG STIPEND REPORTS

Improving Dialysis Patient 
Outcomes Within the Constraints of 
RDN Time
FNCE® October 21, 2018
Washington, DC

Submitted by:
Georgia Stratis-Brown, MS, RD, LDN

Speaker Information:
Rosa Hand, PhD, RDN, LD, FAND
Case Western Reserve University

Desiree de Waal, MS, RD, CD, FAND
University of Vermont Medical Center

I truly enjoyed attending FNCE® this year. There 
were so many sessions that sounded interesting, but 
it was impossible to attend them all. One I did attend 
was “Improving Dialysis Patient Outcomes Within the 
Constraints of RDN Time”. The speakers were Rosa 
K. Hand, PhD, RDN, LD, FAND of Case Western 
Reserve University and Desiree de Waal, MS, RD, CD, 
FAND of the University of Vermont Medical Center. 
This session directly related to my role as a dietitian 
in a dialysis center. It was fascinating to see my role 
examined in a study by Dr. Hand and then in a practice 
by Ms. de Waal.

All dialysis dietitians have so many tasks to complete 
each month that it sometimes seems impossible to get 
them all done. Looking at these tasks through the eyes 
of a researcher, Dr. Hand, allowed me to see them 
from a different perspective. Taking this step back is 
prompting me to think of ways to better manage my 
time or identifying where tasks can be accomplished 
more efficiently.

Ms. de Waal outlined a phosphorus improvement 
program that was done at her clinic. I have done a 
similar initiative. It was reaffirming to know that I 
found the same results. Phosphorus levels improved 
during the program, but rebounded shortly after it was 
completed. It is evident that to keep patients engaged, 
we must almost continually have some sort of education 
initiative going. It can be difficult to come up with 
creative ideas for these initiatives. My company has 
a sharing platform called “Yammer” where ideas are 
shared across the company. This is a great help for 
bulletin boards, contests, etc.

My take away is that it is so important for dietitians 
to keep exchanging information on how to get tasks 
done in a timely manner and to share ideas for patient 
education so we avoid reinventing the wheel.

Presentation: Innovative Approaches to Improve 
Outcomes in At-Risk Low-Income  
Renal Populations
FNCE® October 23, 2018
Washington, DC

Submitted by: Diane Machcinski, MEd,  RD  
Speaker Information: Dr. Victoria Kumar, Nephrologist, Kaiser 
Permanente Los Angeles; Kim Pendergast, RD, Strategic Consultant, 
Community Health & Nutrition

Dr. Kumar, Nephrologist, Kaiser Permanente Los Angeles presented 
their data on serum phosphorus levels, race and socioeconomic status in 
hemodialysis patients.  Phosphorus levels typically begin to rise at a GFR 
of 80, increasing PTH levels resulting in hyperparathyroidism and renal 
osteodystrophy.  High phosphorus levels are associated with cardiovascular 
disease and increased mortality in end stage renal disease (ESRD) and 
non chronic kidney disease (CKD) patients. To control phosphorus levels 
requires dietary restriction, phosphate binders, and dialysis. The dietary 
barriers depend on cultural norms, language barriers, money, age, education 
and literacy levels. Kaiser has a large population of ESRD patients; 
approximately 7,000 receive hemodialysis (HD) at contracted sites which 
submit report data at part of QI data. All patients > 18 on dialysis January 
1, 2007 –June 30, 2013 on Kaiser Insurance for 1 year were included in the 
study.  80% were on HD, 20% peritoneal dialysis (PD). All self-reported 
race and a Charleston Comorbidity Score was calculated at baseline 
diagnosis. The majority were Hispanic and a low rate were white. There 
was no differences in family income or race in phosphorus levels. About 
half  maintained the range of 3.5-5.5 mg/dL. Kaiser encourages early 
nephrologists referrals, CKD education at CKD 3, and multi-disciplinary 
staff with RDNs. All HD patients get phosphorus labs twice a month. 
Deterrents with phosphate binders include gastrointestinal side effects, 
number of pills, pill size, cost, anger, and denial. RDNs and nephrologist 
are constantly changing doses and types with non-calcium binders to 
maximize cost savings, and there's confusion on the part of patients 
regarding “processed meats” and limited money for healthier foods. Dr. 
Kumar explained organic phosphorus (animal, seeds, nuts, legumes) versus 
inorganic (plants). The phosphorus form in plants are phytates. Humans lack 
the enzyme to breakdown phytates. Patients eating plant-based diets tend to 
have lower phosphorus levels.

Kim Pendergast, RD, is a Strategic Consultant, Community Health & 
Nutrition and works with Feeding America. Approximately 1 in 8 or 11.8% 
of Americans are affected by food insecurity and the largest group are 
single mothers with children. Feeding America has food banks nationwide. 
To find a local group, contact feedingamerica.org. Fifty-eight percent of 
people have someone in their home with HTN and 33% have someone with 
diabetes. The risk for chronic disease increases with food insecurity. Is it 
a choice between eating or buying medication? When food runs out at the 
end of the month, there is a 27% increase in ER visit due to hypoglycemia. 
Food insecurity costs $1,863 yearly in health care costs. To screen for food 
insecurity, review whether the answers to these two validated questions are 
"often true" or "sometimes true":  "Within the past 12 months we worried 
whether our food would run out before we got money to buy more." and 
"Within the past 12 months the food we bought just didn't last and we didn't 
have money to get more." Some resources for patients include: Feeding 
America, food pantries, produce distribution, meal programs, and SNAP.
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RPG STIPEND REPORT

Diet and Lifestyle with CKD: Focus on 
Phosphorus

Submitted by:
Annabel Biruete, PhD, RD
Postdoctoral Fellow
Department of Medicine | Nephrology
Department of Anatomy and Cell Biology
Indiana University School of Medicine
950 W. Walnut Street, R2-E224
Indianapolis, IN
abiruete@iu.edu

Educational symposium "Dietary and Lifestyle Strategies for 
Managing Phosphorus Serum Levels"
Kidney Week, San Diego Convention Center 
San Diego, CA from October 24-28, 2018. 

Speaker information: 
Ranjani N. Moorthi, MD, MS, MPH
Assistant Professor of Medicine
Indiana University School of Medicine in Indianapolis, IN

During this year’s Kidney Week Educational symposium 
about diet and lifestyle in chronic kidney disease (CKD), Dr. 
Ranjani Moorthi presented a talk titled “Dietary and Lifestyle 
Strategies for Managing Phosphorus Serum Levels”. Her research 
focuses on the effects of dietary and physical activity/exercise 
interventions on musculoskeletal health in patients with kidney 
disease. 

CKD-mineral and bone disorder (CKD-MBD) is highly 
prevalent in patients with CKD. CKD-MBD is characterized by 
disturbances in blood parameters related to mineral and bone 
metabolism (i.e., calcium, phosphorus, parathyroid hormone 
(PTH), and vitamin D), disturbances in bone, and extra-skeletal 
calcifications (i.e., vascular calcifications) (1). Diet is one of the 
main components of the treatment of CKD-MBD, where there is 
a focus on the reduction of dietary phosphate intake. 

Dietary phosphorus recommendations have evolved. At first, 
there was a general recommendation of reducing dietary phosphate 
intake to 800-1000mg/d. However, dietary phosphorus restriction 
was then associated with lower dietary protein intake (2). Of note, 
when dietary protein intake decreased and serum phosphorus 
either increased or decreased, there was an increased risk of 
all-cause mortality (2). Since then, a focus on the sources rather 
than a general dietary phosphate restriction has been suggested. 

The bioavailability of dietary phosphorus differs depending 
on the source, where plant-derived sources have a “low” 
bioavailability (~20-40%), animal-based sources have a higher 
bioavailability (40-60%) and foods with phosphate additives have 
a very high bioavailability (90-100%) (3). Plant-based sources 
have a lower bioavailability because the phosphate is contained in 
phytate and a human’s small intestine does not express phytase, 
the enzyme needed for the release of phosphorus to be absorbed 
(3). Food processing, such as fermenting and sprouting, may 

enhance the phosphate content of foods (4). Additionally, an 
important point made by Dr. Moorthi was that the food industry 
may add phytases and that may increase the phosphate content 
of foods. There is also variation in the plant-based sources 
of phosphate depending on the soil they grow. To assess the 
effectiveness of a plant-based diet, Dr. Moorthi and collaborators 
gave a 70% plant-based diet to participants and urinary phosphate 
was reduced without changes in serum phosphorus (5). 

Phosphate additives are ubiquitous in ultra-processed foods, 
but they are also used in medications and multivitamins (3). 
Their consumption may be detrimental for CKD patients, as 
their bioavailability is higher, contributing to a higher phosphate 
load. Inorganic sources of phosphorus have a major impact on 
vascular health. In a study where participants were given a meal 
with phosphate additives, there was a decrease in flow-mediated 
dilation, suggesting an impaired vascular endothelial function 
(6). Finally, nutrition education on avoiding phosphate additives 
in hemodialysis patients has been shown to reduce serum 
phosphorus (7). 

Dr. Moorthi’s take-home message was that dietary phosphorus 
is complicated as we do not know the exact amount in foods. 
However, a focus on bioavailability is key when educating 
patients, particularly avoiding phosphate additives and preferring 
sources of food with a low phosphorus-to-protein ratio. 
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PATIENT EDUCATION TEAM FEATURE

Valarie Hannahs, MS, CSR, LD
Valarie currently serves as the RPG Patient 

Education Chair (2018-2020).  During her 
term she will have the opportunity to guide and 
oversee the development of 8 professional patient 
handout education pieces and be a voice to the 

RPG Executive Committee to explore new avenues of patient 
education.  She has served on the Patient Education Committee 
developing education pieces since 2014. Prior to that she served on 
the Nominating Committee and as Nominating Committee Chair.  
She works at American Renal Associates at the corporate level and 
previously worked in an out-patient clinic serving HD, PD and 
HHD patients. She participated in the revision to the 2014 Revised 
Standards of Practice & Standards of Professional Performance in 
Nephrology and found that extremely rewarding professionally.  
She’s an avid age group sprint triathlon fi nisher and enjoys 
spending her free time with family and friends enjoying out-door 
activities, sports and being creative in the kitchen.  The biggest 
nutrition challenge with patients that she has encountered is health 
literacy and lack of patients being able to fully comprehend the 
risks of not making the best food choices for their condition.

Susanna Slukhinsky, RD, CSR, CDN
Susanna Slukhinsky is a professional chef and 

Registered Dietitian at New York Presbyterian 
Hospital Weill Cornell Medical Center. She works 
with adult and pediatric patients with renal disease 
in the inpatient and outpatient settings. Her role 
with the renal dietetic practice group includes 

creating and reviewing patient education materials for the renal 
population. She is the founder of her private practice helping 
families eat better through cooking and nutrition education. During 
her free time Susanna enjoys cooking and creating healthy recipes 
for her clients and family. The most challenging and exciting part 
of working in nutrition is when teaching begins.

Emily Sue Hicks, MS, RDN, LD
Emily currently serves on the education 

committee of the renal practice group by assisting 
with projects. She has worked with a team to 
help create educational handouts for patient and 
professional use. In addition to her work with 
this committee, she works full time for Fresenius 

Kidney Care and works part time in a private practice setting, 
both focusing on the management of chronic kidney disease 
(CKD). Emily also published an article early this year in the Renal 
Nutrition Forum regarding infl ammation and kidney disease and 
taught a webinar on the topic for the Oklahoma branch of the 
Academy of Nutrition and Dietetics (OkAND). She was recently 
awarded the Recognized Young Dietitian of the Year in Oklahoma 
by OkAND and plans to continue researching and developing her 
career in CKD.

In her free time, Emily runs marathons and enjoys time together 
with her family. She says the biggest challenge in her career 
is staying up to date with the ever-changing science of kidney 
disease and nutritional therapies. This is, however, also one of the 
most exciting parts of her job! She loves working with individuals 
to fi nd therapies that will work for them, meeting people where 
they are and fi nding innovative solutions to fi t their life.

Jennifer Rose Parker, RDN, CSR, LDN
Jennifer has been a long-time member of RPG but only 

recently more involved since meeting the great Patient 
Education committee members who were gracious enough 
to bring her aboard in 2014. She recently had the pleasure 
of working as Chair for this committee during the 2016-

2018 term.  Additionally, she is honored to help with the National Renal 
Diet materials headed up by Rachael Majorowickzi. Since 2010 she’s 
been enjoying working with Fresenius Kidney Care and supports 51 renal 
dietitians that work with individuals on dialysis. She loves helping her 
company create new education materials and practice patterns to better 
serve their mission.  She has received the clinical excellence award and 
recognized as Young Dietitian of the Year award in the mid 2000’s which 
was early in her career as an RD.  Since that time, she has been asked to 
speak to many groups about nutrition in nephrology and recently passed 
her CSR exam in 2017-all of which she considers informal but rewarding 
awards just the same.  When she makes time for “free” time she loves 
to sew leather handbags or rework vintage dresses for her friends.  In 
regard to her biggest nutrition challenge, she helps dietitians present 
nutrition therapy as an exciting, delicious, and doable must-have for 
their patients rather than an overly complicated, super-scientifi c set of 
rules or guidelines that are unattractive.  She encourages using similar 
marketing techniques that television and social media programs utilize 
while ensuring the infusion of food facts-rather than fi ction that can often 
be most touted.

Beth Egan, MS, RD, LDN
Beth is a member of the Patient Education Team.  

This is her fi rst role with RPG.  She works 20 hours a 
week (partly retired) for Dialysis Clinics, Inc in Santo 
Domingo Pueblo, NM and at Cuba, NM.  At the Pueblo, 
her population is American Indians (how they preferred 

to be called).  At Cuba, the predominant population is American Indian; 
however unlike the Pueblo, it is not on an Indian Reservation.  She’s 
won the Outstanding Dietitian award for Memphis AND.  Her favorite 
hobbies include gardening, reading, sewing, writing patient education 
materials and staying in touch with friends via Facebook.  Her biggest 
nutrition challenge with patients is getting and keeping albumin “up” and 
phosphorus “down”!

Rachael Majorowicz, RD, LD, FNKF
Rachael has over 16 years of experience in dialysis, 

including writing numerous patient education materials, 
writing medical nutrition therapy protocols, creating a 
phosphate binder protocol, and educating dietetic interns, 
renal RDs, medical students, nephrology nurses, fellows, and 

physicians.  She has been involved on the Renal Practice Group executive 
committee for over 10 years.  She is currently writing patient education 
handouts for the RPG, overseeing the revision of the National Renal Diet 
and Dish Up a Kidney-Friendly Meal handout, as well as creating a Dish Up 
a Dialysis-Friendly meal handout.

Introducing the hard working Patient Education Team!  These ladies 
are always hard at work creating wonderful education materials for 
our patient population.  We wanted to feature this team in this issue so 
we can all get to know them better.  The team was asked the following 
questions; Explain your current role with RPG EC as well as any 
previous roles within RPG.  Where do you work?  List any awards 
you've won.  What is your favorite hobby/way to spend your free time? 
What is your biggest nutrition challenge with your patients?



The Power  
of Potassium
For people living with Chronic Kidney Disease 
Potassium has an important role in your 
health. It helps to protect your heart and 
keep it running smoothly. You can find 
this mineral in a variety of foods like fruits, 
vegetables, grains, meats, fish, and chicken. 
It is also in packaged foods, snacks,  
and beverages. 

If you are living with Kidney Disease, you 
can eat healthy foods with potassium every 
day. The key is having the right potassium 
balance for your needs. Your registered 
dietitian nutritionist (RDN) can help with  
a daily plan that’s right for you. 

Super Snack 
Instead of unhealthy processed foods, choose foods 

with fiber and antioxidants. For example, eat hummus 

and raw broccoli as a snack instead of potato chips. 

Many fruit and vegetable choices can fit into your 

daily plan. Ask your RDN for “Lower/Higher Potassium 

Fruits and Vegetables” lists. Generally,  

lower potassium foods have less  

than 200 mg potassium  

per serving.

2 Tbsp hummus + ½ cup raw broccoli =  
230 mg potassium, 3 g fiber 

vs. 
1 oz bag of chips = 340 mg potassium, 1 g fiber*

*values rounded to nearest whole number 



Tips for  
Controlling Potassium
•	 	Check	portion	sizes	closely.	For	example,	 

a serving of dried raisins is ¼ cup vs. fresh grapes, 

which is ½ cup. 

•	 	Drain	and	discard	liquids	in	canned	fruit	 

and vegetables. 

•	 	Read the nutrition facts panel for amount of 

potassium per serving.

•	 	Look	out	for	label	claims.	“Low	salt”	or	“low	sodium”	

foods often have added potassium. 

•		 	Check	ingredients	for	these	sources	of	potassium,	

often found in meats and proteins: 

 Potassium chloride 

 Potassium sorbate 

 Tetrapotassium phosphate 

 Dipotassium phosphate 

Renal Dietitians (RPG) 2018. May be reproduced for educational purposes. 
http://www.renalnutrition.org

Take it to Heart:  
Ask your RDN about 

potassium and how to keep 
your heart healthy.

How to Reduce 
Potassium in  
Potatoes and Other  
Root Vegetables
1.  Rinse and peel entire vegetable.

2.		 Cut	into	small	pieces	(1	inch	or	smaller).

3.    Put pieces into pot or bowl. Fill with cold 

water until all pieces are covered. Boil for  

10 minutes. 

4.   Drain and fill pot again with fresh cold water.  

Boil again for 10 minutes.

5.		 	Cook	as	desired.	

INGREDIENTS: Water, Whey, Maltodextrin, 
Butter (CreaM, Salt), SodiuM CaSeinate, 
ButterMilk,  Sugar,    
CitriC aCid, laCtiC aCid, CreaM, yelloW #5, 
PePPer, dextroSe, SodiuM Citrate, SodiuM 
PhoSPhate, Carrageenan, loCuSt Bean 
guM, Modified Corn StarCh.

PotaSSiuM Chloride, 



FOR YOUR CKD PATIENTS

When you see risk factors of confirmed hyperkalemia...1-3

Taking 
an ACE 

inh ib itor

Needs
hemodialysis

Non-compliance 

 with diet

Indication and Usage
VELTASSA is indicated for the treatment of hyperkalemia. 
Limitation of Use: VELTASSA should not be used as an emergency treatment  
for life-threatening hyperkalemia because of its delayed onset of action.
ACE=angiotensin-converting enzyme; CKD=chronic kidney disease. PATIENT PORTRAYAL

Consider once-daily, sodium-free VELTASSA

IMPORTANT SAFETY INFORMATION

Contraindications: VELTASSA is contraindicated in patients with a history of a hypersensitivity reaction to VELTASSA or 
any of its components.

Worsening of Gastrointestinal Motility: Avoid use of VELTASSA in patients with severe constipation, bowel obstruction 
or impaction, including abnormal post-operative bowel motility disorders, because VELTASSA may be ineffective and may 
worsen gastrointestinal conditions. Patients with a history of bowel obstruction or major gastrointestinal surgery, severe 
gastrointestinal disorders, or swallowing disorders were not included in clinical studies.

Hypomagnesemia: VELTASSA binds to magnesium in the colon, which can lead to hypomagnesemia. In clinical studies, 
hypomagnesemia was reported as an adverse reaction in 5.3% of patients treated with VELTASSA. Approximately 9% 
of patients in clinical trials developed hypomagnesemia with a serum magnesium value <1.4 mg/dL. Monitor serum 
magnesium. Consider magnesium supplementation in patients who develop low serum magnesium levels.

Adverse Reactions: The most common adverse reactions (incidence ≥2%) are constipation, hypomagnesemia, diarrhea, 
nausea, abdominal discomfort and flatulence. Mild to moderate hypersensitivity reactions were reported in 0.3% of 
patients treated with VELTASSA and included edema of the lips.

Please see Brief Summary of Prescribing Information on following page.

ACCESS TO VELTASSA IS BROAD AND IMPROVING4

VELTASSA is covered by most major insurance plans, including  
Medicare Part D.

VELTASSA HAS BEEN PRESCRIBED TO OVER 50,000 PATIENTS 
SINCE APPROVAL5

Join thousands of physicians helping their patients by treating 
hyperkalemia with VELTASSA. AccessVELTASSA.com



Brief Summary of Prescribing Information.  Please see Full Prescribing 
Information for complete product information.

INDICATION AND USAGE 
VELTASSA is indicated for the treatment of hyperkalemia.

Limitation of Use:  VELTASSA should not be used as an emergency 
treatment for life-threatening hyperkalemia because of its delayed onset 
of action.

CONTRAINDICATIONS 
VELTASSA is contraindicated in patients with a history of a hypersensitivity 
reaction to VELTASSA or any of its components [see Adverse Reactions].
WARNINGS AND PRECAUTIONS
Worsening of Gastrointestinal Motility Avoid use of VELTASSA in 

including abnormal post-operative bowel motility disorders, because 
VELTASSA may be ineffective and may worsen gastrointestinal 
conditions.  Patients with a history of bowel obstruction or major 
gastrointestinal surgery, severe gastrointestinal disorders, or swallowing 
disorders were not included in the clinical studies. 

Hypomagnesemia VELTASSA binds to magnesium in the colon, which 
can lead to hypomagnesemia.  In clinical studies, hypomagnesemia 
was reported as an adverse reaction in 5.3% of patients treated with 

Consider magnesium supplementation in patients who develop low 
serum magnesium levels on VELTASSA.

ADVERSE REACTIONS 
The following adverse reaction is discussed in greater detail elsewhere 
in the label:

• Hypomagnesemia [see Warnings and Precautions]
Clinical Trials Experience Because clinical trials are conducted under 
widely varying conditions, adverse reaction rates observed in the clinical 
trials of VELTASSA cannot be directly compared to rates in the clinical 
trials of other drugs and may not reflect the rates observed in practice.  
In the safety and efficacy clinical trials, 666 adult patients received at 
least one dose of VELTASSA, including 219 exposed for at least 6 months 
and 149 exposed for at least one year.  Table 1 provides a summary of 
the most common adverse reactions (occurring in ≥ 2% of patients) in 
patients treated with VELTASSA in these clinical trials.  Most adverse 
reactions were mild to moderate.  Constipation generally resolved during 
the course of treatment.

Table 1: Adverse Reactions Reported in ≥ 2% of Patients

Adverse Reactions Patients treated with VELTASSA 
(N=666)

Constipation 7.2%
Hypomagnesemia 5.3%
Diarrhea 4.8%
Nausea 2.3%
Abdominal discomfort 2.0%
Flatulence 2.0%

During the clinical studies, the most commonly reported adverse 
reactions leading to discontinuation of VELTASSA were gastrointestinal 
adverse reactions (2.7%), including vomiting (0.8%), diarrhea
(0.6%), constipation (0.5%) and flatulence (0.5%).  Mild to moderate 
hypersensitivity reactions were reported in 0.3% of patients treated with 
VELTASSA in clinical trials.  Reactions have included edema of the lips.

Laboratory Abnormalities Approximately 4.7% of patients in clinical 

mEq/L.  Approximately 9% of patients in clinical trials developed 
hypomagnesemia with a serum magnesium value < 1.4 mg/dL.

trials developed hypokalemia with a serum potassium value < 3.5

DRUG INTERACTIONS 
In clinical studies, VELTASSA decreased systemic exposure of some 
coadministered oral medications.  Binding of VELTASSA to other oral 
medications could cause decreased gastrointestinal absorption and 
loss of efficacy when taken close to the time VELTASSA is 
administered.  Administer other oral medications at least 3 hours 
before or 3 hours after VELTASSA.

Pregnancy
Risk Summary

VELTASSA is not absorbed systemically following oral administration and 
maternal use is not expected to result in fetal risk.

Lactation
Risk Summary

VELTASSA is not absorbed systemically by the mother, so breastfeeding 
is not expected to result in risk to the infant.

Pediatric Use Safety and efficacy in pediatric patients have not been 
established.

Geriatric Use Of the 666 patients treated with VELTASSA in clinical 
studies, 59.8% were age 65 and over, and 19.8% were age 75 and over.  
No overall differences in effectiveness were observed between these 
patients and younger patients.  Patients age 65 and older reported more 
gastrointestinal adverse reactions than younger patients. 

Renal Impairment Of the 666 patients treated with VELTASSA in clinical 
studies, 93% had chronic kidney disease (CKD).  No special dosing 
adjustments are needed for patients with renal impairment.

OVERDOSAGE
Doses of VELTASSA in excess of 50.4 grams per day have not been 
tested.  Excessive doses of VELTASSA may result in hypokalemia.  
Restore serum potassium if hypokalemia occurs.

PATIENT COUNSELING INFORMATION
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Cannabis: Weeding Fact from Fiction

Submitted by: 
Desiree de Waal MS, RD, CD, FAND
University of Vermont Medical Center
Desiree.deWaal@UVMHealth.org

Speaker Information:
Janice Newell Bissex MS, RDN
Holistic Cannabis Practitioner
www.JannabisWellness.com 
@JaniceBissex
jnbissex@gmail.com

Cannabis is one of the fasted growing commodities in the 
United States and is now a multibillion dollar industry. This was 
one of the most popular sessions at FNCE®. Every state in the US 
has varying degrees of legality (in some states it is legal only for 
medical use or decriminalized). Research is limited in the United 
States on cannabis use as any research facility that gets federal 
grants may lose funding if they do cannabis research. Canada 
recently made it legal for the whole country and there is hope 
that more research will become available. Many of us have a very 
stereotypical view of cannabis users but the reality is the growing 
demographic of cannabis users are over 65. Patients are asking 
about this and many are already using it. If we don’t learn about 
this, patients will find someone else who does.  

The speaker, Janice Newell Bissex MS, RDN, is a 2015 
Academy Media Excellence Award winner from her work with 
“Meal Makeover Moms”, radio podcasts, food blogs, and family-
friendly cookbooks. Her cannabis journey began in 2016 when 
her dad turned to medical marijuana after traditional treatment 
for his chronic pain and discomfort caused severe side effects. 
The transitions from debilitating pain to managed pain in her 
dad made her decide to change her career focus and pursue 
training and education on the science behind the health benefits 
of cannabis. One year later, she became certified as a Holistic 
Cannabis Practitioner through the Holistic Cannabis Academy. 
The learning objectives of her presentation were to identify 
the medical conditions for legal cannabis, different methods of 
cannabis administration and explore why some methods might 
work better for individual clients than others. The following 
information was from her presentation and slides. 

What is the difference between hemp and cannabis?
The cannabis plant has three active components (cannabinoids, 

terpenes and flavonoids). The difference between hemp and 
cannabis has to do with the tetrahydrocannabinol (THC) content. 
THC is the psychoactive part of the plant which helps with pain 
relief, inflammation, spasm control, nausea and muscle relaxation. 
Hemp has less than 0.3% THC, whereas potency of cannabis can 
range from <6% in low potency plants to between 14-30% in 
the high potency plants, not all plants are created equal. It also a 
bronchodilator and an appetite stimulant. Cannabidiol (CBD) on 
the other hand is non-intoxicating. CBD also helps with pain and 

nausea relief plus improves inflammation. It has been shown to 
control seizures, improve depression and anxiety. It is considered 
neuroprotective and helps control blood sugars and bone health. 
The other components of the plant, terpenes and flavonoids 
have similar qualities as found in other plants. Terpenes are a 
large group of volatile unsaturated hydrocarbons found in the 
essential oils (myrcene, linalool, limonene, pinene and beta 
caryophellene) of plants. Flavonoids include catechins, quercetin 
and cannaflavin-A. The entire plant has an entourage effect and 
the plant works best as a whole as cannabanoids and terpines 
work synergistically. 

Medical uses of cannabis
Cannabis has been used for pain control, cachexia, cancer 

symptoms, multiple sclerosis, fibromyalgia, IBD, IBS, mental 
health (PTSD, depression, anxiety), insomnia, migraines, skin 
issues, and even athletic performance. Cannabis inhibits the 
release of pro-inflammatory molecules. It seems to affect via 
the endocannabinoid system (a biologic system implicated in 
physiological functions of both central and peripheral nervous 
systems) to decrease the neurotransmission of pain. CBD 
activates serotonin receptors.

Choice for mode of administration for cannabis should be 
individualized based on how quickly you want results and how 
long you want the effect to last. The goal is to find a dose that 
provides relief without the “high”. Inhaled (vapor or smoke) 
has an onset of 1-3 minutes with a duration of 1-3 hours. Rectal 
suppositories have a 15-30 minute onset with 6-8 hour duration. 
Sublingual/buccal (drops, lozenges, spray) have a 15-20 minute 
onset with 2-4 hour duration. Topical (balms, salves, bath soaks) 
have a 30-60 minute onset with 2-4 hour duration. Transdermal 
(patches, gels) have a 30-60 minute onset with 2-4 hour duration. 
Ingested forms (capsules, edibles, drinks) take 30 to over 90 
minutes to work and last 6-12 hours. This is the form that usually 
causes side effects when over consumed due to delayed onset. It 
is recommended to start at a low dose as everyone has a different 
therapeutic range. Therapeutic effect depends on fat in stomach, 
body weight, and an individual’s endocannabinoid system. It is 
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for about 30 days after use. Someone who uses cannabis for 
medical reasons is considered dependent, not addicted, to its use. 
Pharmaceutical cannabinoids (example: Marinol) have only an 
isolated single molecule so the effects are limited versus getting 
the entourage effect from the whole plant (terpens, flavanoids, 
etc). There are few peer reviewed placebo control trials for 
cannabis due to the legality issues and very few medical schools 
have included it in the curriculum. Most doctors do not feel 
confident recommending cannabis and fear legal issues. As a 
renal dietitian, I see many patients who are prescribed multiple 
medications to control pain plus have issues with nausea and 
appetite. This presentation helped me to understand cannabis and 
I now feel able to support patients who are using or considering 
using it.

The speaker recommends for further information on cannabis, 
look for websites that outline the legality of cannabis in your 
state. Dr. Sanjay Gupta MD has a CNN documentary called 
“Weed” and she often referenced her facts coming from a website 
called Leafly.com. She shared her contact information if we had 
any further questions regarding cannabis. Janice recommended all 
dietitians should educate ourselves on cannabis and the legality of 
marijuana use in your state. 

recommended to start at 1 mg and self-titrate. Some people are 
hyper responders. When it seems that higher levels of THC are 
needed for effect and/or cannabis related hyperemesis occurs, it 
is recommended to take a THC tolerance break. The speaker also 
mentioned that cannabis does not help everyone and cautions are 
similar to tobacco because of smoke inhalation. 

Access to cannabis
In many states, medical marijuana requires a medical marijuana 

card and a visit to a dispensary. Hemp and CBD products, due 
to their low THC content, are usually legal. It is recommended 
to make sure there is independent lab testing of product for its 
cannabinoid profile and make sure it is pesticide/solvent (hexane, 
butane) free. Make sure that the whole plant is organically grown 
and know its country of origin. Street versions of cannabis were 
not recommended. The hemp plant has various levels of CBD and 
hemp oil (from the seed) has no CBD in it. 

Studies have shown that cannabis can reduce the need for 
opioids so this seems to be an area of interest for research. 
More research is needed for use with patients with IBD and 
IBS. Cannabis does have potential drug interactions especially 
drugs metabolized via the CYP450 system (same contradiction 
as grapefruit). It works synergistically with some medications 
(SSRIs). It may cause sedation, hypotension or tachycardia 
with tricyclics. With alcohol use, THC interaction may increase 
impairment. Nausea and agitation may occur with sertraline. 
Cannabis may reduce need for omeprazole/cimetidine. Caution 
was recommended with patients using warfarin. With edibles, 
dietary fat will delay effect but also lengthen the time of the 
effect. An interesting tidbit shared by the speaker was that 
over-consumption reaction of edible cannabis products could be 
calmed by chewing on a peppercorn. 

Legality and stigma
Medical marijuana is legal in 30 states and counting. Cannabis 

(including cannabis CBD) is a Schedule1 drug so federally 
illegal. Hemp CBD (<0.3 THC) is legal under Federal Farm Bill 
3014, section 7606. In terms of drug screening, CBD will not 
show up in blood tests but THC will have positive blood tests 
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PLEASE VOTE IN THE 2019 
AND ELECTIONS!  

Polls for National and DPG  
elections are open from  

February 1, 2019-February 15, 2019.
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RPG CHAIR MESSAGE

Sara Erickson RD, CSR, LDN
RPG Chair

I’m realizing that I’ll be half way through 
my year as Chair soon. The time has flown 
by!  With this time of year, I always like 
to reflect on what I’m thankful for.  I’m so 
grateful for the experience as RPG Chair and 

the opportunities to learn from so many other Renal Dietitians. I 
look forward to 2019 and the remaining time of my tenure! 

During FNCE® I greatly appreciated meeting fellow RPG 
members for the first time and catching up with those I’ve 
known for years. There were numerous sessions focused on 
Renal Nutrition which is fantastic! Kim Prendergast, RD and 
Dr. Victoria Kumar did a phenomenal job at the RPG spotlight 
session. For those members who were able to attend FNCE®, 
be on the lookout for a survey that focuses on RPG activities at 
FNCE®. We would greatly appreciate your feedback as we’ll use 
it to help guide planning decisions for FNCE® 2019.

I’m also thankful for our ongoing collaborations with the 
NKF Council on Renal Nutrition and excited about our future 
projects. As we are anticipating the updated KDOQI guidelines 
release I look forward to the next steps toward implementation 
and numerous collaboration projects that will follow. The updates 
to the Clinical Guide to Nutrition Care in Kidney Disease 
publication is in process. In 2019, work groups from the RPG 
and CRN will begin the process of updating the 2014 joint 
publication, Standards of Practice and Standards of Professional 

Performance for Registered Dietitian Nutritionists in Nephrology 
Nutrition. I have utilized this resource with staff training and 
evaluations, intern competencies, and contributions to our 
Clinical Ladder. The tables clearly identify practice standards 
between competent, proficient, and expert. This information has 
been so beneficial!

Huge thanks to Lois Hill and Donna Gjesvold for representing 
Renal Dietitians at the Public Policy Workshop followed by 
numerous meetings at the Capital as well as with representatives 
from CMS. Lois and Donna are amazing advocates for our 
profession and we greatly appreciate all that you do!  The Renal 
Nutrition Forum Team has once again produced an informative 
and engaging publication. Thank you for all your hard work!  
Finally, a sincere thank you to every RPG member and RPG 
executive committee member. I’m so grateful to be amongst such 
dedicated professionals who work to improve the lives of people 
affected by kidney disease!
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CRN CHAIR MESSAGE

Christine Benedetti, MS, RDN, CSR, 
LD, FNKF
NKF CRN Chair 2018-2019

The Council on Renal Nutrition (CRN) 
closes 2018 as a success, moving forward with 
many inspiring projects and the hope to see 
the fruition of others in 2019. As a group, we 

promote important nephrology nutrition interests, but it is only with 
the support of each other when we are truly able to foster change. 
The Academy’s Renal Practice Group (RPG) and CRN have an 
extensive history of collaboration and we are honored to continue 
our partnership in the New Year. Please stand with us on our 
journey to improve nephrology nutrition care. 

One impactful project the CRN took on this past year was to 
address our CKD, pre-dialysis population. There is a huge gap 
in our field when it comes to meeting the nutritional needs of the 
growing millions developing and diagnosed each year with chronic 
kidney disease (CKD). The National Kidney Foundation (NKF) 
recognizes the importance of medical nutrition therapy in the 
early stages of kidney disease. Medicare and insurances reimburse 
dietitians for this education; however, this reimbursement is sadly 
underutilized. The CRN created a database of dietitians across 
the country who are currently seeing patients that have chronic 
kidney disease, pre-dialysis. The CRN is proud to now offer a place 
for patients and healthcare practitioners to easily find qualified 
nephrology dietitians on www.kidney.org/ckdrd. If you are a CKD 
dietitian currently practicing in the pre-dialysis population and are 
interested in having your contact information on the NKF website, 
please contact your CRN Region Representative (https://www.
kidney.org/professionals/CRN/aboutcrn). You do not have to be a 
current CRN member; however, I hope you will see the value in 
what our membership can offer. We hope that this list will provide 

an up-to-date, reliable resource for our community and will grow 
over time. 

The NKF Spring Clinical Meetings are quickly approaching 
May 8 – May 12, 2019 at the Hynes Convention Center in Boston, 
MA. Registration is currently open at https://www.kidney.org/
spring-clinical. You may also review the Dietitian track for a 
view of all the incredible speakers and CEUs lined up this year. I 
strongly encourage you to consider attending one of our Strategies 
Courses, a daylong pre-conference workshop. If you are new to 
nephrology nutrition, Strategies I is lovely overview of chronic 
kidney disease and the nutrition issues and interventions provided 
by dietitians in the field. For those specialty and advanced practice 
dietitians, Strategies II will provide tools and cutting-edge research 
to take your practice to the next level. I am pleased to announce 
we have two new Course Directors for these workshops, Pam Kent 
(Strategies I) and Mary Sundell (Strategies II), who together are a 
wealth of knowledge and experience in the nephrology nutrition 
field. I am looking forward to seeing you all in Boston!

Did you know that the NKF could help you in your next career 
move? An exciting feature from the NKF is their Career Center. 
This is a place to connect a qualified candidate to the opportunity of 
their dreams, and assist nephrology companies to find elite talent. 
If you are looking for a new opportunity in nephrology nutrition, 
check out the featured jobs at the NKF’s Career Center at http://
www.careerwebsite.com/?site_id=22764. You can also set job alerts 
and manage your resumes. Using the job search research center, 
the NKF can assist in helping your resume stand out, interview 
preparation, navigating the digital world and provide tips on how to 
advance your current career. 

To all my fellow nephrology dietitians, I hope you know how 
important you are to your patients, patient families and colleagues. 
You touch the lives of so many people, and I am truly proud of the 
work that we all do.

DID YOU KNOW THAT YOU CAN LIST YOUR SERVICES  
ON THE RENAL DIETITIANS’ WEBSITE?

As part of your member benefits, you can list your renal services under our Find a Renal 
Dietitian link listed on the Renal Dietitians homepage.  Here is how to list your services:

Step 1: Click on the link for Find a Renal RDN on the homepage.
Step 2: Click on the Opt-In Form link at the top of the Find a Renal RDN page.
Step 3: Complete the form and make sure to select “I want to be included in the  
Renal Dietitians Practice Group Find a Renal RDN " at the top of the form.   
Then click save at the bottom and you are done!

 



 
Fall 2018 House of Delegates Meeting Recap:  
Leading Together for Good Governance  
House of Delegates 
During its 100th meeting on October 19-20, 2018 in Washington, D.C., the Academy of 
Nutrition and Dietetics House of Delegates (HOD) discussed the topic Leading Together 
for Good Governance. Delegates and meeting participants engaged in conversation 
about what the HOD needs and wants to be in the future to best support the 
Academy’s Strategic Plan. They also heard a trends presentation and participated in a 
discussion on scanning professional issues.  
 
Objectives  

1. Identified the overall future purpose of the Academy’s HOD. 
2. Confirmed how our desired culture impacts our ultimate decisions regarding the mega issue. 
3. Come to consensus on the features of a model for further exploration that position the HOD to best execute its desired 

role. 
 
Key Features for the 
Future HOD 
The delegates 
considered culture, 
process, and 
structure as they 
generated key 
features important to 
the design of the 
future HOD. See the 
full meeting 
discussions in the 
compiled HOD 
Workbooks. 
 
 
 
 
The HOD Evolution Designers, selected based on their application submission, consists of HOD Delegates and Academy Board of 
Director members. This group is tasked with developing potential option(s) for an engaged HOD that is best positioned to execute its 
desired role in supporting and advancing the Academy’s Strategic Plan. They will use the pre-meeting feedback from constituents 
and delegates, HOD Backgrounder, presentations, HOD Culture Survey and Culture Team work, and the workbooks from the 
dialogue discussions to inform their work. 

Next Steps 
 Designers vet input from the HOD Meeting  
 January 2019: Designers report to the House of Delegates Leadership Team 
      (HLT) and the next steps will be confirmed  
 Additional design work or online discussions as necessary 
 Spring 2019 HOD Meeting dialogue/deliberation 
 
Scanning Professional Issues 
 Delegates identified and prioritized professional issues to help determine the  
      Spring Meeting topic(s) as well as potential future meeting topics. 
 
Additional Information  
 All meeting materials, including the Fall 2018 Academy updates,                 
     presentations, and follow-up information will be posted on the  
     HOD webpages. 
  

Find Your Delegate: www.eatrightpro.org/leadershipdirectory 

HOD Evolution Designers 
Annette Maggi, MS, RD, LD, FAND, Co-Chair 
Meg Rowe, MS, RD, LDN, FAND, Co-Chair 
Susan Brantley, MS, RDN, LDN, FAND  
Karen Beathard, MS, RD, LD, FAND 
Catherine Christie, PhD, RDN, LDN, FAND 
Ann Ditzler, MBA, MS, RD, LD 
Diane Heller, MMSc, RDN, LD, FAND 
Carla Honselman, PhD, RDN, LDN 
Marcy Kyle, RDN, LDN, CDE, FAND 
Sachiko St. Jeor, PhD, MS, RDN, FAND 
Joan Salge Blake, EdD, MS, RD, LDN, FAND 
Kevin Sauer, PhD, RDN, LD, FAND 
Valerie Shurley, MBA, MS, RD, LN 
Lauri Wright, PhD, RDN 

Transform the role 
of the HOD as an 

elected body; 
ensure it includes 

more diversity and 
is representative of 

the membership the membership 

Consider smaller 
workgroups, 

advisory councils, or 
summits to address 
professional issues

Address short- and 
long-term issues 

facing the 
profession and 

practice

Use internal and 
external experts and 

stakeholders

Increase grassroots 
member 

involvement

Maximize use of  
technology and 

concise 
communications  

Increase 
transparency at all 

levels 

Mega Issue Question: Going into the Second 
Century, how do we design an engaged HOD 
to best support and advance the Academy’s 

Strategic Plan?  
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PUBLIC POLICY UPDATE

Lois Hill, MS, RDN, LD, LDE
Renal Practice Group Policy & Advocacy Leader

Donna Gjesvold, RDN, LD
Renal Practice Group Reimbursement Representative

Eat Rightly Weekly reported on October 24, 2018 that 
“Academy Works with Centers for Medicare and Medicaid 
Services (CMS) on Renal Therapeutic Diets…”. “Renal Practice 
Group representatives met with CMS on improving patient 
outcomes through enhanced care delivery by registered dietitian 
nutritionists. On October 23, 2018, Renal Practice Group 
members met with CMS’s Survey and Certifi cation Group to 
discuss the ability of RDNs to order therapeutic diets in dialysis 
facilities and other ways to enhance the continuity of care.”  Stay 
tuned to Renal Practice Group Public Policy Update for news on 
this issue. 

CMS is adding RDNs as eligible clinicians to the Medicare 
Quality Payment Program (QPP) starting January 1, 2019. This 
means starting in 2019 RDNs who are Medicare providers can 
begin reporting specifi c performance measures to CMS with 
the potential for increasing their payments in 2021.  Watch for 
updates on this topic on the Academy’s QPP website. If you 
are contacted by a CMS Regional Offi ce regarding educational 
offerings on this topic, please let Donna Gjesvold, RDN, LD, 
Renal Practice Group Reimbursement Representative know.  
Contact Donna at rpgreimbursementchair@renalnutrition.org.

Your Action Alert Responses Count – Please remember it takes 
only a few minutes to complete an action alert. Take a minute 
when you receive an action alert and complete when you receive 
the alert. Keep up your good work in supporting advocacy for 
national nutrition policy issues.

Action Alerts are quick and easy to do and matter a great 
deal in local and national nutrition policy, advocacy, and 
reimbursement.  Each Action Alert is tracked separately each 
time it is released to members, so it is important to respond each 
time we receive notifi cation if we support the issue.  For example, 
if we receive an Action Alert to support The Treat and Reduce 
Obesity Act (TROA) a total of four times in the year, and we 
respond to the initial request but ignore the subsequent ones, our 
response rate in support of TROA is only 25%.  Responding to 
each Action Alerts released demonstrates 100% support for the 
issue or piece of legislation.

Donna Gjesvold, RDN, LD, Lois Hill, MS, RDN, LD, LDE and 
Lesley McPhatter, RPG member.

Correction notice for RNF 2018 37(4):
In the fall 2018 issue of the RNF, the last name of the co-author of Physicians' Attitudes and Practices 

Regarding the Role of the Registered Dietitian Nutritionist in the Nutrition Care of Patients with 
Obesity was misspelled.  The correct spelling of the author's name is Katherine M. Manuel.
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Collaborative Clinical Nutrition Practice 
Guideline for Chronic Kidney Disease

Key Findings from the Systematic Reviews:
• In adults with CKD who were non-dialyzed, MNT provided by 

RDNs improved nutritional status and reduced comorbidities.
• Limited evidence on dietary patterns suggested that intake of 

fruits and vegetables and a Mediterranean diet pattern improves 
health outcomes. 

• Dietary protein restriction, with a low protein diet or a very low 
protein diet with keto-acid analog supplementation, decreased 
progression to end stage kidney disease (ESRD)/death.

• The 7-point subjective global assessment (SGA) scale was a 
reliable and valid tool to assess nutritional status in dialysis 
patients, though evidence was lacking in patients who were 
non-dialyzed or post-transplant. 

• Supplementation with folic acid and other B vitamins decreased 
homocysteine levels; however, supplementation did not 
affect risk of cardiovascular events or cardiovascular-related 
mortality. 

• Dietary phosphate restriction reduced serum phosphorus levels.

Based on the results of these systematic reviews, the expert 
workgroup panel is working to develop evidence-based clinical 
practice guidelines to direct practitioners to provide safe and 
effective care, resulting in better patient outcomes.

The results of the systematic reviews, with over 25 evidence 
narratives, will be published on the Evidence Analysis Library 
(EAL) by the end of 2018. A comprehensive guideline is under 
development and will be published in spring 2019. Learn more at 
www.andeal.org. 

ACADEMY EVIDENCE ANALYSIS LIBRARY UPDATE

Easy Access to Evidence Analysis Library® 

Guideline Recommendations
Introducing practical quick-reference tools for your 
pocket or electronic device.  Get graded 
recommendations for screening, referral, assessment, 
intervention, and monitoring of the special nutritional 
needs of your patients with:

• Heart Failure

• Diabetes Types 1 and 2

• Gestational Diabetes Mellitus

• And more to come!

Learn more at
www.guidelinecentral.com/shop/society/academy-of-nutrition-and-dietetics.

Chronic kidney disease (CKD) among adults is one of the 
leading causes of death and increases the risk of many adverse 
health outcomes. Management of CKD is focused on delaying 
the onset of dialysis and maintaining normal nutrition status. 
Clinical practice guidelines are particularly important in a 
condition such as CKD where morbidity and mortality are 
extremely high.

The National Kidney Foundation and the Academy of 
Nutrition and Dietetics began to work collaboratively on 
updating Kidney Dialysis Outcomes Quality Initiative 
(KDOQI) Guidelines for nutrition. In this multidisciplinary, 
international collaboration, physicians, dietitians, researchers 
and clinicians from seven countries were represented on the 
workgroups developing the research questions for systematic 
review analysis and guideline development. 

The overall objective of this initiative is to provide medical 
nutrition therapy (MNT) guidelines for patients with CKD 
to assess, prevent, and treat protein-energy wasting, mineral 
and electrolyte disorders, and other metabolic disorders that 
are associated with CKD. For the Systematic Review which 
supports the guideline, the workgroup concentrated its efforts 
on the following subtopics: macronutrients; micronutrients; 
electrolytes; assessment of nutritional status, dietary intake, 
energy requirements; MNT; and dietary patterns.
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• We reached a social media milestone with 400 likes on FB on 
September 5, 2018! We currently have over 320 followers on 
twitter and over 500 likes on Facebook. Keep spreading the 
word and invite colleagues and friends in the renal world to 
like our page! 

• We have been using Hootsuite, a social media management 
platform, to help keep track of our social media posts and stay 
updated with the latest news. 

• We're definitely fans of hashtags around here! Here are some 
of our favorites (feel free to contribute to the list!): 

#keepinitrenal
#RPGrocks
#kidneyfriendly
#renalnutrition
#kidneycare
#renaldietitian 
#renalrdn
#renalRPG 

• We would love member input on social media posts in the 
future or for members to contribute original post ideas or send 
over fun links/renal-related information! They can send emails 
to Aimme Chen at rpgsocialmediachair@renalnutrition.org. 

RPG SOCIAL MEDIA UPDATES

March 2019

Northwest Renal Dietitians Annual Conference
March 7-8
Embassy Suites by Hilton, Portland Airport
Portland, Oregon
https://www.nwrdonline.org/conference-overview 

Annual Dialysis Conference
March 16-19
Sheraton Downtown
Dallas, Texas
http://annualdialysisconference.org/ 

Nutrition Science & Practice Conference
March 23-26
Phoenix Convention Center
Phoenix, Arizona
https://www.nutritioncare.org/conference/ 

April 2019
World Congress in Nephrology 
April 12-15 
Melbourne Convention and Exhibition Centre
Melbourne, Australia
http://www.isnwcn2019.org/ 

May 2019
Spring Clinical Meetings, National Kidney Foundation
May 8-12 
Hynes Convention Center
Boston, Massachusetts
https://www.kidney.org/spring-clinical 

June 2019
ERA-EDTA Conference 
June 13-16
HUNGEXPO - Budapest
Budapest, Hungary
http://www.era-edta2019.org/

CALENDAR OF EVENTS
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Frih B, Mkacher W, Jaafar H, Frih A, ben Salah Z, 
El Mey M, Hammami M. 
Specific balance training included in an endurance-resistance 
exercise program improves postural balance in elderly patients 
undergoing haemodialysis. Disabil Rehabil. 2018; 40(7): 784-790. 
https://www.ncbi.nlm.nih.gov/pubmed/28084833 

Poor balance is a risk factor for falls in elderly patients 
undergoing hemodialysis. The authors randomized 49 patients 
undergoing hemodialysis to receive either an endurance-strength 
training program (n=23) or an endurance-strength program with 
balance training (n=26). The group receiving balance training 
improved in measures of static and dynamic balance which may 
equate to a reduced risk of falling. 

Murtas S, Aquilani R, Deiana ML, Iadarola P, Secci R, 
Cadeddu M, Salis S, Serpi, D, Bolasco P. 
Differences in amino acid loss between high-efficiency 
hemodialysis and postdilution and predilution 
hemodiafiltration using high convection volume exchange –  
A new metabolic scenario? A pilot study. J Ren Nutr. Epub. 
https://www.ncbi.nlm.nih.gov/pubmed/30341035

Ten patients undergoing chronic hemodialysis for greater 
than six months were randomized to receive each of three 
dialysis treatments (postdilution hemodialfiltration, predilution 
hemodiafiltration, and high-efficiency hemodialysis). Amino acid 
losses in dialysis fluid and plasma amino acid concentrations were 
measured in each condition. Amino acid losses were lower in the 
dialysis fluid of patients undergoing high-efficiency hemodialysis 
compared to each hemodiafiltration technique.

Orozco-Gonzalez C, Cortez-Sanabria L, Cueto-
Manzano A, Cornoa-Figueroa B, Martinez-Ramirez H, 
Lopez-Leal J, Martin-del-Campo F, Rojas-Campos E, 
Gomez-Navarro B. 
Prevalence of pica in patients on dialysis and its association 
with nutrition status. J Ren Nutr. Epub. https://www.ncbi.nlm.
nih.gov/pubmed/30322787 

A cross-sectional study of 400 patients at a tertiary care facility. 
The observed prevalence of pica was 42%. Those studied with 
pica prevalence in dialysis patients were younger, but had been 
on dialysis for longer. Those with pica were also less likely to 
achieve energy and macronutrient requirements.

RECENTLY PUBLISHED

Stremke ER, McCabe LD, McCabe GP, Martin BR, Moe 
SM, Weaver CM, Peacock M, Hill-Gallant KM.
Twenty-four-hour urine phosphorus as a biomarker of dietary 
phosphorus intake and absorption in CKD: A secondary 
analysis from a controlled diet balance study. Clin J Am Soc 
Nephrol. 2018; 13(7):1002-1012. https://www.ncbi.nlm.nih.gov/
pubmed/29921736 

Eight adults with stage 3-4 CKD consumed controlled diets 
during a two-week balance study. During the inpatient stay, 24-
hour urine collections were taken and analyzed for phosphorus. 
There was high variability in 24-hour urine phosphorus 
both between and within participants. Dietary intake was 
underestimated by as much as 98% and overestimated by as much 
as 79% in some patients. The authors concluded that 24-hour 
urinary phosphorus did not relate well to dietary phosphorus 
intake or absorption. 

McFarlane C, Ramos C, Johnson DW, Campbell KL. 
Prebiotic, probiotic, and synbiotic supplementation in chronic 
kidney disease: A systemic review and meta-analysis. J Ren Nutr. 
Epub. https://www.ncbi.nlm.nih.gov/pubmed/30366767 

A systemic review of trials examining prebiotic, probiotic, 
or synbiotic supplementation in patients with chronic kidney 
disease. Although prebiotic supplementation may have slightly 
lowered urea (-2.23 mmol/L. 95% CI -3.83 to -0.64, P = 0.006), 
there was little evidence that prebiotic, probiotic, or synbiotic 
supplementation improved other uremic toxins (p-cresyl sulfate, 
indoxyl sulfate). 

Carrero JJ, Thomas F, Nagy K, Arogundade F, Avesani 
C, Chan M, Chmielewski M, Cordeiro A, Espinosa 
Cuevas A, Fiaccadori E, Guebre-Egziabher F, Hand 
K, Hung M, Ikizler TA, Johansson R, Kalantar-Zadeh 
K, Karupaiah T, Lindholm B, Marckmann P, Mafra D, 
Parekh R, Park J, Russo S, Saxena A, Sezer S, Teta D, Ter 
Wee PM, Verseput C, Wang AYM, Xu H, Lu Y, Molnar M, 
Kovesdy C.
Global prevalence of protein-energy wasting in kidney disease: 
A meta-analysis of contemporary observational studies from 
the International Society of Renal Nutrition and Metabolism. 
J Ren Nutr. 2018; 28(6): 380-392. https://www.ncbi.nlm.nih.gov/
pubmed/30348259 

To better define the prevalence of protein-energy wasting 
(PEW), authors performed a meta-analysis and meta-regression 
on contemporary studies examining PEW. The 25th to 75th 
percentile for prevalence of PEW among studies including 
patients on dialysis was 28-54%. Among the factors that were 
explored as possible mediators of PEW prevalence, only 
geographic region was found to be a significant moderator of 
PEW. 

Insufficient time to check out recently published articles in nephrology nutrition? In an effort to help keep our RPG members current, 
we reviewed the following articles from a variety of publications. We hope you find this list helpful and, as always, would appreciate 
your feedback and suggestions!
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Renal Practice Group: Social Media

The Renal Dietitians Practice Group continues to explore the realm of social media and is now on Facebook 
and Twitter platforms. “Like” our Facebook page (Renal Dietitians-RPG, www.facebook.com/renaldietitians) and 

“follow” us on Twitter (Renal Dietitians-RPG, @RenalRDNs) for instant access to the most current information 
and resources in the fi eld of renal nutrition including the following:

Suggestions for our social media platforms? 
E-mail renaldietitians@renalnutrition.org  

with your ideas and/or if you would like to volunteer. 

•  Upcoming Conferences and Meetings
•  Recent Findings in Kidney Disease and 
 Nutrition Related Research
•  Kidney-Friendly Recipes and Demonstrations

•  Continuing Education Opportunities
•  Renal Nutrition Topics in Current News
•  Volunteer and Career Opportunities
•  …and much more!

All submissions for publication should be submitted to the 
editor as an email attachment (MS Word fi le). Accepted 
articles from the Renal Nutrition Forum will be posted on 
the Members Only Section of the RPG website. Thus, please 
include a brief introduction or abstract plus 2-3 key words 
with article submissions.

Article Length: 
Article length is determined by the Editor for each 
specifi c issue. The feature and advances in practice 
article (including abstract) is approximately 2500 words. 
Other supportive articles are 1000-1500 words; member 
highlights and reports are approximately 400-500 words.

Text Format: 
Times New Roman font, 12 point, double space.

Tables/Illustrations: 
Tables should be self-explanatory. All diagrams, charts 
and fi gures should be camera-ready. Each should be 
accompanied by a title and brief explanatory caption.

References: 
References should be cited in the text in consecutive order 
parenthetically. At the end of the text, each reference 
should be listed in order of citation. The format should be 
the same as the Journal of the Academy of Nutrition and 
Dietetics.

Reference Citation Examples:

– Article in Periodical:
Knower WC, Barrett-Connor E, Fowler SE, et al. Reduction 
in the incidence of type 2 diabetes with lifestyle 
intervention or metformin. N Eng J Med. 2002;346:393–403.

– Book:
Institute of Medicine. Dietary Reference Intakes: 
Applications for Dietary Assessment. Washington, D.C.: 
National Academy Press; 2001.

– Chapter in a Book:
Walsh J. Which insulin to use and how to start. In: 
Using Insulin. San Diego, Calif.: Torry Pines Press; 2003.

– Website:
Medscape drug info. Available at www.medscape.com/
druginfo. Accessed August 15, 2014.

– Author Information: 
List author with fi rst name, middle initial (if any), last 
name, professional suffi  x and affi  liation below the title of 
the article. Also include the primary author’s complete 
contact information including affi  liation, city, state and 
email address.

Renal Nutrition Forum Submission
RNF Guidelines for Authors

We are always looking for articles about successful programs, research interventions, evaluations and treatment strategies 
and educational materials. Please forward information to: Managing Editor at rpgforumeditor@renalnutrition.org.
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