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Opening Karakia 

Whakataka te hau ki te uru

Whakataka te hau ki te tonga

Kia mākinakina ki uta

Kia mātaratara ki tai

E hī ake ana ti atakura

He tio, he huka, he hau hū

Tīhei mauri ora!

Cease the winds from the west

Cease the winds from the south

Let the breeze blow over the land

Let the breeze blow over the ocean

Let the red-tipped dawn come with a 
sharpened air

A touch of frost, a promise of a glorious 
day



Goals of 
today

Gain a deeper understanding of the 
new diet guidelines and common 
challenges faced by our patients.

Increase your confidence in starting 
nutrition conversations and when 
to refer to a Dietitian. 

We do not expect you to be experts 
on Nutrition. 



Time Topic Speaker

1300-1320 Introduction/house keeping Jo Stockings

1320-1400 Evolution: From Nutrients to Nourishment Sharleen Nancekivell

1400-1440 Evidence: Identifying and managing malnutrition, frailty and sarcopenia Suzy Jackson 

1445-1515 Afternoon Tea Break

1515-1555 Diverse Plates: Why don’t they don’t they follow the recommendations? Jo Stockings

1555-1640 Empowerment and common goals: Common patient discussions Hilary Dumbleton

1640-1650 Questions/reflections Panel

1650-1700 Close and repolling Jo Stockings

Today in brief



But first, some 
questions

https://www.menti.com/alf4vb9h9bsi 

https://www.menti.com/alf4vb9h9bsi


Evidence: From 
Nutrients to 
Nourishment

Sharleen Nancekivell
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From Nutrients to Nourishment

Replacing the ‘Renal diet’ with realistic, holistic nutrition care

Sharleen Nancekivell 

Senior Renal Dietitian Waitematā



Moving from nutrients to whole food and diet quality









Healthier diet patterns 
lower risk of CKD, slow 
decline, and reduce 
mortality in those with CKD 
1,2,3



Cardio-Kidney-Metabolic Syndrome(CKM)
CKM is a systemic health disorder 
that recognizes the interconnection 
of heart disease, kidney disease, 
diabetes, and obesity.

These conditions share risk factors 
and can lead to one another.

Nutrition is a common modifiable 
lifestyle risk factor in managing risk 
of these conditions.



Increases in CKD also parallels diet transition 4

Traditional diet →  Westernised diet 



Characteristics of Traditional diet and Westernised diet 

Traditional diet

• Whole foods

• Minimally processed 

‘Westernised’ diet

• Less whole foods

• Ultra-processed foods

• Increased saturated fat

• Increased sugar and salt

• Additives 

• Low fibre

Approx
50% of 
intake (5)



Nutrition for prevention and slowing progression of CKD

(6)

(6)



Ultra-
processed 
foods (UPF)
associated 
with adverse 
health 
outcomes (5)



• 7 studies found 

• Studies suggest there is an association between higher UPF intake and CKD 
risk.

• 7-74% higher risk of incident CKD

• Further high quality research required
  

Nutrients 2025 (7)



• Large cohort of people with CKD (n=2626 for CKD progression, n= 2778 for all cause 
mortality)

• UPF significantly associated with a higher risk of CKD progression in early CKD (Stage 1-2) but 
not later stages (Stage 3a-5)

• Each additional serving of UPF was associated with  a 3% higher risk of progression

• UPF associated with higher risk of all-cause mortality. 

• No link with incident CVD found

AJKD 2023 (8)



Sodium – Beyond table salt 

• Consistent evidence for benefit on blood pressure and 

proteinuria in early-stage CKD (9 )

• Potential benefit in slowing progression (9)

• As much as 75% comes from processed foods

Reduce added salt at the table/cooking AND 

reduce salt from processed foods.

(6)



Ultra-processed foods, not all ‘created equal’ 

A realistic approach:

• Consider the nutritional value of the food

• Focus on avoiding those with known high 
health risk (Eg: High in saturated fat, salt 
and sugar)

• Encourage foods closer to how they are 
found in nature 

• Work alongside the patient

• Label reading

Some benefits:

• Prolonged shelf life

• Food safety

• Added nutrients eg: Iron, calcium

• Convenience and accessibility

• Consistent reliable taste



Plant-based and chronic kidney disease
KDIGO 2024 (6): 

..higher consumption of plant-foods compared to animal based..

KDOQI 2020(10):

Mediterranean Diet 

…we suggest that prescribing a Mediterranean Diet may improve 
lipid profiles (2C) 

Fruits and Vegetables 

...we suggest that prescribing increased fruit and vegetable intake 
may decrease body weight, blood pressure, and net acid 
production (NEAP) (2C)”.  



Benefits of plant-based diet in CKD (11)

Growing evidence of benefit in CKD 

• Heart health

• Reduce metabolic acidosis

• Fibre-gut microbiome

• Slower CKD progression

Manage risk factors and comorbidities

• Cardiovascular disease

• Hypertension

DASH diet
Mediterranean
Healthy eating

Vegetarian/Vegan



Plant foods and metabolic acidosis 

Studies have shown diet reducing acid producing foods and increasing base-
producing foods can improve metabolic acidosis, preserve kidney function in 
people with CKD (12)

Image Credit: Elena 
Schweitzer/Shutterstock.com

Image Credit oil: fabrikasinf on 
freepik

Alkaline 
producing 

foods



Plant-based – not exclusively vegetarian





Potassium across the stages of CKD

CKD stage 3-5 – Manage risk

At risk of hyperkalemia

KDOQI 2020(10): CKD 3-5D – “it is 
reasonable to adjust dietary 
potassium intake to maintain 
serum potassium within the 
normal range (OPINION.)”​ 

Early CKD - kidney protective

Higher potassium intake = lower 
mortality

- DASH diet

- Blood pressure control

- Hyperkalemia rare



Evidence for a changing approach to nutrition 
management of hyperkalemia

Lack of Evidence

• No interventional studies to show direct relationship 
between dietary potassium intake and either serum 
levels or clinical outcomes (KDOQI 2020(10))

• Slight increase serum K with very large increase in K 
intake. MacLaughlin 2023(18)

• Several studies failed to show hyperkalemia with 
increased potassium from plant foods (Babich et al 
2022 (19))

• No evidence for historical K restriction of 1 mmol/kg 

The Evidence

• Post prandial elevation of serum potassium 
after administration of potassium salts 
(Winkler et al 1941 (13), Keith et al 1947 (14)

• Wet cooking methods reduce potassium 
content of foods (18)



Source:  David St Jules 2022 (20)



Bioavailability of potassium

(6)



Plant-rich diet and potassium

• Beneficial for Cardiovascular disease
• Beneficial for blood pressure
• Provide alkaline load
• Provide fibre
• Lower bioavailability
• Provide carbohydrate and insulin response

David St Jules 2022 (20)







Phosphorus across the stages of CKD

CKD stage 3-5 – Manage high levels

• Hyperphosphatemia common

• Hyperphosphatemia known risk factor 
for renal bone disease, CVD mortality 
and vascular calcification(22)

Early CKD – Manage high intakes

• Hyperphosphatemia rare

• Adaptations keep levels normal, PTH 
rises first

• Greater all-cause and CVD mortality 
with higher levels within ref ranges for 
CKD and general population (21)

• Interest in phosphorus lowering 
earlier in the disease to slow or 
prevent CKD-MBD (22)

Image source
https://creativecommons.org/l
icenses/by/3.0/ (23)

https://creativecommons.org/licenses/by/3.0/
https://creativecommons.org/licenses/by/3.0/


Guideline statements 
on phosphorus

• KDOQI 2020: ...CKD 3-5D we recommend 
adjusting dietary phosphorous 
intake to maintain serum phosphate 
levels in the normal range (1B)

• KDOQI 2020: ...CKD 1-5D... consider the 
bioavailability of phosphorous source. (eg: 
animal, vegetable, additives) (OPINION)

• No longer a guidelines on g/day intake



Evidence for changes to nutrition management 
of hyperphosphatemia 

The Evidence

• Historical low protein diets(also low phosphorus ) 
were associated with managing phosphorus levels (21)

• Dietary phosphorous along with other factors 
associated with serum phosphorus levels (10)

• Diet interventions shows modest improvement 
serum phosphate levels in HD population (10)

• Bioavailability differs, Plant-based 20-50%, Animal-
Based 40-60%, Additives 100% (23)

• Wet cooking methods remove 50% of phosphorus(10)

Lack of Evidence

• No evidence for historical 
phosphorus restriction of 
800-1000mg/day (10)



Phosphorus Bioavailability

Source: Biurete et al (21)







Individualised realistic, holistic 

nutrition for chronic kidney disease

Focus on real food rather than individual 
nutrients

Individualised

Food based advice

Diet quality to ensure nutrition for overall 
good health

Nourishment

Working with patients and whanau for 
realistic change

Diverse people, diverse plates

Based on individual needs, stage of CKD, 
comorbidities, biochemistry, treatment

Replacing the 

‘Renal Diet’ ⟶ 

S Nancekivell Renal Dietitian 
Health NZ Waitematā 2026
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What to look for on a label for people with CKD

Sodium 

Compare products per 100g

Aim for less than 400mg of sodium 
per 100g

How much in a serve? Daily sodium 
should be less than 2300mg.

Compare products to get the lowest

Potassium additives
326- Potassium Lactate
332 Potassium Citrate
340 Potassium Phosphate
508 Potassium Chloride

Phosphate additives
338 Phosphoric acid
339 Sodium phosphates
341 Calcium phosphates
450,451,452 Types of potassium or 
sodium phosphates
541 Sodium aluminium phosphate

Other Nutrients

Is it a good source of protein or 
fibre?

Is it high in sugar, or fat?



Chicken Nuggets

Sodium/100g is 
330mg.  Below 
400g.
This is ok, but 
compare other 
products for lowest 
sodium options

Contains 
phosphate 
additives 500 
and 450
Check other 
brands for a 
better option​



Malnutrition, frailty and 

sarcopenia: 

Tipping the Scales 

Suzy Jackson,
Clinical Lead Dietitian, Alfred Care Group, 
Bayside Health (Melbourne/Naarm)



Acknowledgement 
of country

The Soul of Country    
Artwork by Jarra Karalinar Steel



Definitions
Malnutrition
• Deficiencies in nutrient intake, 

imbalance of essential 
nutrients or impaired nutrient 
utilisation.

• Associated with inadequate 
nutrient intake.

Diagnosis: 
• Changes in weight, 
• Muscle mass, 
• Nutrition intake 
• Disease state. 

Frailty
• State of vulnerability 

characterised by loss of reserve 
across multiple physiological 
systems.

• Impairments can be in physical 
function, mobility, mental health 
& cognition, and resistance to 
physiological stressors.

Diagnosis:: 
• Physical function, 
• Cognitive function, 
• Nutritional status. 
• Self-reported symptoms 

(exhaustion) OR 
• Objective measures  (gait 

speed, grip strength)

Sarcopaenia
• Age related decrease in 

muscle mass, strength & 
muscle-specific strength.

• Can be associated with 
malnutrition, decreased 
mobility and activity and 
disease states. 

Diagnosis
• Objective measures of 

strength (Hand Grip Strength, 
sit to stand)

• Muscle assessment (DEXA, BIA, 
CT, US)

Associated with poor physical & healthcare utilisation outcomes, potentially reversible.



GLIM and MIS



SGA and PGSA



Comparative Prevalence
Italy Cohort (n=121): Prevalence was highest using GLIM 

(38.8%) vs. MIS (29.7%) and 7p-SGA (25.6%).

Brazil Cohort (n=169): Prevalence was highest 

using 7p-SGA (59.8%) vs. MIS (49.7%) and GLIM 

(47.9%).

Agreement & Diagnostic Utility
Fair Agreement: between GLIM vs SGA / MIS

(κ = 0.22 – 0.33).
Clinical Accuracy: GLIM showed lower sensitivity for 

identifying MHD-specific wasting characteristics.

Malnutrition Tools: Performance in Dialysis

Reference: Avesani CM, Sabatino A, Guerra A, et al. A comparative analysis of nutritional assessment using Global Leadership Initiative on Malnutrition versus SGA and MIS in hemodialysis patients. 
J Ren Nutr. 2022;32(4):476-482.

PREVALENCE COMPARISON (ITALY VS. BRAZIL)



Mortality risk predictive value

All tools successfully predicted mortality in crude analysis. 

Adjusted models favored 7pSGA / MIS 

MIS showed higher predictive value, especially in younger 

patients, likely due to albumin and transferrin inclusion.

Clinical Practice 

7p-SGA and MIS remain preferred for MHD clinical setting 

due to superior prognostic capacity.

Malnutrition Tools: Prognostic accuracy

Reference: Avesani CM, Sabatino A, Guerra A, et al. A comparative analysis of nutritional assessment using Global Leadership Initiative on Malnutrition versus SGA and MIS in hemodialysis 
patients. J Ren Nutr. 2022;32(4):476-482.

MIS CRUDE HAZARD RATIOS (Italy / Brazil)

3.7 
(95% CI 2.04-6.7, 

p= <.001)

2.40
(95% CI 1.31-4.29, 

p= <.001)



6,712 Hospitalized adult patients (Retrospective cohort 2018–2019).
 Renal States: No Kidney Disease, AKI, & CKD stratified by eGFR. 
Incidence of all cause mortality investigated. 

Study Population

Important Clinical Outcomes
Combined Risk: Malnutrition + eGFR ≤ 29 increases 

mortality 3.31-fold.

Severity Effect: Death risk increases with severe 

malnutrition (HR 2.18) compared to moderate (HR1.38)..

Universality: GLIM-based malnutrition predicted mortality 

across all renal states.

GLIM Criteria & Kidney Dysfunction

Reference: Yamaguchi M, Sugiyama H, Asai A, et al. Clinical impact of malnutrition according to the GLIM criteria combined with kidney dysfunction to determine mortality in inpatients. J Ren 
Nut 2024. https://doi.org/10.1053/j.jrn.2024.03.010

MORTALITY HAZARD: eGFR < 29 & malnutrition severity

No Maln: 2.08 
(95% CI 1.48 – 2.93, 

p=0.05)

Maln: 3.31 
(95% CI 2.51 – 4.25  

p=<.05)



1,601 Incident dialysis pts from the NECOSAD-II cohort.
 7-year follow-up with serial 7-point SGA assessments.

Longitudinal Profile

Mortality Risk

ADJUSTED MORTALITY HAZARD RATIOS BY BASELINE SGA

Long-Term & Short-Term Risks of SGA

Reference: de Mutsert R, et al. Subjective global assessment of nutritional status is strongly associated with mortality in chronic dialysis patients. Am J Clin Nutr. 2009; 89: 787-93; 

23% with moderate PEW, 5% Severe PEW at baseline

Dose dependant trend of status of SGA, each 1-point 

lower score was associated with a higher mortality risk

Baseline severe PEW increases 7-year risk by 2.1-fold

Time-dependent severe PEW triggers a 5.2-fold risk.

Moderate: 1.9 
(95% CI 1.6, 2.2)

Severe: 2.6 
(95% CI 2.0, 3.5)



Fried Frailty Phenotype vs Clinical Frailty Scale



Shared Biologic Interconnection

Frailty and Cardiovascular Disease (CVD) share a 

bidirectional relationship and biological mechanisms.
Core pathways: chronic inflammation, immune activation, 

and metabolic dysregulation.

Prognostic Impact
Individuals with frailty are predisposed to CVD risk

Physical frailty increased major adverse cardiac event risk 

in some studies*

*HR 1.37 (95% CI, 1.27–1.48) to 1.77 (95% CI, 1.53–2.06)

PREVALENCE BURDEN IN CVD COHORTS

Bidirectional Relationship of Frailty & CVD

Reference: James K, Jamil Y, Kumar M, et al. Frailty and cardiovascular health. J Am Heart Assoc. 2024;13:e031736.



85 Elderly patients (Mean age 80); 
- 60 Conservative Kidney Management (CKM)
- 25 Dialysis aged > 75.

 Baseline: 56% Frail and 33% Malnourished. 

Study Population

Clinical Outcomes
Survival (CKM group): 47% at 2 years

 Frailty Median survival 549 days vs > 2 years

 Malnutrition doubles 2-year mortality rate 

Hospitalisation: 

Frailty linked to higher rate of hospitalisations* & longer stays**

Driven by dialysis group - 33% for not frail & 85% for frail#

 No difference in CKM group related to frailty status. 

*(1 vs 0), **Median 12 days, IQR 0-24 vs 0, p=0.004).. #(p=0.009)

Impact of Frailty & Malnutrition

Reference: Dawson J
, et al. The impact of frailty on hospitalization and survival in people with kidney disease. J Nephrol. 2025; 38 (8); 2251-2258 

2 YEAR MORTALITY HAZARD (CKM COHORT) / ADMISSIONS (HD COHORT)

2.10 
(95% CI 1.13-3.9, 

p=0.0024)

33% vs 85%
(p=0.0009)



Impact of Frailty & Malnutrition

GI symptoms prevalence
• Median of 2 gastrointestinal (GI) symptoms
• Median GI symptom severity score 1.3 (Slight to severe)

Quality of life
• Those with frailty rated QOL as poorer* 
• In CKM, those with frailty reported more deficits in: 
• Mobility, ability to self-care, participation in usual activities, pain, 

anxiety / depression and poorer self-reported health status
• Effects not seen for Malnutrition

*Median 50 (IQR 50-70) vs Median 82.5 (IQR 55-90), p= 0.012

Reference: Dawson J, et al. The impact of frailty on hospitalization and survival in people with kidney disease. J Nephrol. 2025; 38 (8); 2251-2258 

Symptom Prevalence

Sore / dry mouth
Anorexia

n=56 (66%)
n=41 (48%)

Frail participants; 
Dry / sore mouth 
Anorexia

76% (vs 46%)
58% vs vs 30%

Those with Malnutrition: 
Anorexia
Dry / sore mouth
Taste changes

82% (vs 32%)
86% (vs 56%)
50% (vs 28%)

PREDICTIVE VALUE FOR FRAILTY:

Maln: OR 5.6 
(95% CI 1.4, 2.17, 

p=0.0013)

Severe GI: OR 2.8 
(95% CI 1.1, 7.0, 

p=0.0025)



• 56% Frail and 33% Malnourished in kidney failure.
• Over 85% of malnourished individuals concurrently had frailty 
•  Malnutrition was associated with 5 x more likelihood of frailty 

• Anorexia strongly correlated with Frailty & Malnutrition.
• Frail participants: 
Report more GI symptoms: 3 vs 2 (p=>0.001)

Report more severe symptoms 1.75 vs 1.0 (p=<0.001)

• Patients with Malnutrition: 
Report more symptoms that were more severe
Consume lower energy: 1234 Kcal vs 1400 Kcal (p=0.01) 

Consume lower protein: 51g vs 74g (p=<0.001)

Malnutrition and Frailty overlap: 

Symptoms and severity

PATIENT COHORT SUMMARY

Dietary Intake & GI Symptoms

Reference: McLean C, Randall AM, et al. The association of frailty and malnutrition with dietary intake and GI symptoms. J Ren Nutr. 2026; 

RISK OF FRAILTY

With Malnutrition: OR 5.8 
(95% CI 1.5, 21.8, p=0.015)



283 Stable adult hemodialysis patients 
All cause mortality tracked over 24.5 months
Mean age 63.6 years (+/- 12.1)
59.4% with diabetes mellitus.

Study Population

Clinical Characteristics & Outcomes

Muscle Mass – Dialysis Outcomes

Reference: Kim SG, Jang J, Lee S, et al. Longitudinal muscle mass trajectories and their prognostic implications in haemodialysis patients. J Ren Nutr. 2026; 36 (2): 114-122.

MEAN ANNUAL CHANGES (ASM/M²)

17%
Increasing

56.5%
Mild decline

26.5%
Progressive 

decline

Baseline prevalence of low muscle mass: 62.5%

Progressive decline group: 

Older, with highest CVD rates (54%)

Mortality: 7.63-fold higher risk*.

Hospitalization: Increased HR to 4.04**

*95% CI, 2.78–20.90; p<0.001), **95% CI, 2.78–20.90; p<0.001)



2,764 Kidney transplant recipients in 13 studies. 
Preoperative CT evaluation of LMM and Myosteatosis.
Heterogeneity in method / definitions of LMM / myosteatosis.

Study Population

Outcomes
Patient Survival: 

Low Muscle Mass doubles mortality risk (HR: 2.08)

Myosteatosis raises mortality risk (HR 1.82) 

Graft Survival: 

Myosteatosis significantly predicts graft loss (HR: 1.99).

Effect also seen for low muscle mass (HR 1.42)

Recommend: Development of standardized CT method and 

definitions

Prognostic Impact: Transplantation

Reference: Li Y, Wang Z, et al. Associations of low muscle mass and myosteatosis with kidney transplant outcomes: A systematic review.  J Ren Nutr. 2026; Vol 36 (1): 4-12 .

POOLED META-ANALYSIS PREVALENCE

28% (3-72%)
Low Muscle Mass

24% (10-33%)
Myosteatosis



599 Stable outpatient renal transplant recipients.
 Median time after transplantation: 3.1 years.
GLIM criteria: PG-SGA to assess intake, BIA to assess muscle

Study Profile

Malnutrition and criteria met
14 % were diagnosed with malnutrition (1 in 7). Of those: 

91% met criteria for reduced muscle mass when combined

Only 11% met criterion for low BMI, but 99% met low BMI and 

low muscle mass together

BMI was lower on average BUT 22% classified as malnourished 

were also overweight / obese

 226 of all patients (38%) had reduced food intake

Malnutrition & Muscle: Post-Transplant

Reference: Boslooper-Meulenbelt K, et al. Malnutrition according to GLIM criteria in stable renal transplant recipients. Clin Nutr. 2021; 40 (6): 3522-2530.

MALNUTRITION PREVALENCE AND CRITERION 

Malnutrition: 
14%

Malnourished 
with low muscle 

mass: 91%



• Identification of sarcopaenia may allow targeted interventions 

to prevent or manage frailty.

• Physical rehabilitation may have benefit: more studies are 

needed to understand impact on transplant outcomes.

• Frailty at least partially reversible in other solid transplants

Risk Assessment & Prevalence

Frailty (FFP) impacts 52% of dialysis pts, 18% of wait-list 

candidates, and 20% of recipients.
Standard FFP remains most validated; handgrip and sit-to-

stand are essential objective markers.

Recommendations & Interventions

IMPACT ON POST-TRANSPLANT OUTCOMES

AST Consensus: Frailty in Kidney Transplant

Reference: Kobashigawa J, et al. Report from the American Society of Transplantation on frailty in solid organ transplantation. Am J Transplant. 2019;19(4):984–994.

WAIT-LIST RISKS

2.8 x
FAIR / POOR QOL

1.6 x
EARLY READMISSION



Recipients: Aged >65 increased from 12 – 26% in last 20 years. 

Prehabilitation: Multimodal strategy (exercise, nutrition, 

psychosocial) designed to optimize health prior to surgery.

Demonstrated feasible and safe. 

Optimization Strategy

Clinical Evidence (FRAILMar RCT)
Waitlisted cohort (n=121) mean age 63 years; 40% frail (FFP >2)

Intervention: 8 weeks of aerobic exercise, resistance training, 

and inspiratory muscle training 3 times/week + protein 

supplementation.

Outcomes: Improved exercise capacity, handgrip strength, 

respiratory muscle strength, and rectus femoris thickness.

More research needed to develop body of evidence on 

clinically significant impacts

FRAILMAR STUDY SUCCESS

Emerging Role of Prehabilitation: KT

Reference: Lorenz EC, Moore LW, Yamagami M, Garibotto G, Sasangohar F, Dhala A. The Emerging Role of Prehabilitation in Kidney Transplant Candidates. Journal of Renal Nutrition. 2026. doi: 
https://doi.org/10.1053/j.jrn.2026.04.001.



Systematic Review (5 RCTs)

Analyzed 339 participants (Stages 3-5 CKD).

Intervention: Combined exercise (aerobic/resistance) + 

nutrition (counselling +/- supplementation).

Cardiovascular: Significant improvement in VO2peak 

Renal Preservation: Meta-analysis revealed no statistically 

significant  change or differences in kidney function (eGFR).

Evidence Certainty: Body of evidence "very low" GRADE 

score due to study heterogeneity and serious risk of bias.

Nutrition & Exercise Therapy: Non-Dialysis CKD

Reference: Tsuchida Y, Kabasawa H, et al. Efficacy of combined exercise and nutritional intervention for non-dialysis CKD. J Ren Nutr. 2025.

SR META-ANALYSIS HIGHLIGHTS

Core Findings & Limitations



Reference:

9 trials (n=324 dialysis patients) 

Effectiveness of paired nutritional and exercise training on frailty 

parameters.

Systematic review & Meta-Analysis

Key Functional Outcomes
Walking Speed: Significant gain of +0.09 m/s#

Cardiorespiratory Fitness: Standardized mean difference 

improved*

Mobility: Timed Up and Go Test performance improved**
# (95% CI 0.02–0.16), *0.56 (95% CI 0.20–0.93). ** (95% CI -1.79 to -0.43)..

Uncertainty: No difference body weight, fatigue, QOL

Safety: Low reporting of adverse events across all studies

Clinical Improvement Metrics

Nutritional & Exercise Therapy: Dialysis



Exercise Program Availability

Multicenter study of 722 MHD patients across 74 Chinese 

dialysis units.
Only 23.0% of units offered intradialytic exercise & 8.1% 

offered non-intradialytic programs.

Perception & Habits Link
Availability of programs significantly associated with higher 

perceived benefits.

Regular exercise participation (65.7%) strongly linked to 

lower perceived barriers.

Availability & Perception of Exercise: HD

Reference: Hu H, Wu C, Chau PH, et al. Perceived Exercise Benefits and Barriers in MHD. J Ren Nutr. 2025;35(5):568–577.

PERCEIVED BARRIERS

Busy dialysis staff
Limited patient participation due to lack of interest 
Lack of exercise professionals. 



Reference: KDIGO Clinical Practice Guideline for the evaluation and management of chronic kidney disease. Kidney International (2024) 105 (Suppl 4S), S117–S314 

Recommendation 3.2.2.1

Primary Goal: At least 150 min/week of moderate-intensity activity

Adjust intensity to level compatible with CV and physical tolerance.

Evaluate for fatigue, muscle wasting, and functional barriers

For people at higher risk of falls, healthcare providers provide advice on 

intensity of physical activity (low, moderate, or vigorous) and type of 

exercises (aerobic vs. resistance, or both)

Avoid sedentary behaviour

KDIGO CKD 2024: Physical Activity



KDOQI 2020: Clinical Practice Guideline for 
Nutrition in CKD

• Nutrition screening
• CKD 3-5D or post transplant: at least biannually
• Limited evidence to suggest one tool over another

• Body composition
• Bioimpedance and preferably multi-frequency 

bioelectrical impedance where available in MHD
• DXA: remains gold standard, use where available in CKD 1-

5D or post- transplantation
• Conduct at first assessment: Combined with weight / BMI 

can monitor changes over time
• Weight: At least monthly (dialysis), every 3 months (CKD 4-

5 / post-transplant, 6 monthly CKD 1-3
• Hand Grip Strength: may be used as an indicator of 

protein-energy status & functional status (serial measures)

• Nutrition interventions
• Dietitian: at starting dialysis, biannually, or as indicated 

by screening. 
• Assess: Subjective Global Assessment, Malnutrition 

Inflammation Score,
• Energy: Indirect calorimetry where available, or disease 

specific equations
• Protein: 
Metabolically stable CKD 3-5: 0.55-60g dietary 
protein/kg bodyweight/day under close clinical 
supervision. 
0.6-0.8g/kg/day with diabetes. 
Metabolically stable CKD 5D; 1.0-1.2g/kg/day. 

Reference: Ikizler, T.A., et al (2020) KDOQI Clinical Practice Guideline for Nutrition in CKD 2020 Update. A J Kid Diseases, 76; S1-S107



Reference: Wright M et al. Clinical practice guideline on undernutrition in chronic kidney disease. BMC Nephrology; 2019; 20; 30. 

Standardized Screening

Frequency: Screen stages 4–5 at every follow-up.

Protein: 1.1–1.4 g/kg (HD); 1.0–1.2 g/kg (PD).

Energy: 30–40 kcal/kg IBW/day.

UK Guidelines: Undernutrition in CKD



Diet 3.3 Recommendations & Practice Points
Protein Target: Maintain 0.8 g/kg/d in adults with CKD G3–G5

Avoid high protein intake (>1.3 g/kg/d) at risk of progression.

**Do not prescribe low or very low protein diets in metabolically 

unstable people with CKD**

In older adults with underlying conditions such as frailty and 

sarcopenia, consider higher protein and calorie dietary targets.

NUTRIENT TARGETS (EVIDENCE GRADE 1C)

KDIGO CKD 2024: Dietary Management

Reference: KDIGO Clinical Practice Guideline for the evaluation and management of chronic kidney disease. Kidney International (2024) 105 (Suppl 4S), S117–S314 



DIET-HD Study
Population: Multinational prospective cohort (n = 8110) Median 

follow-up: 3.8 years

Examined relationship between total phosphorus, phosphorous 

source & mortality

2953 deaths, 1160 CVD related. 

Higher total phosphorus intake associated with higher mortality

Source of phosphate crucial -> Dietary advice should focus on 
quality, over quantity

1 SD INCREASE INTAKE ASSOCIATION WITH MORTALITY

Protein rich foods

Reference: Su et al. Dietary Phosphorus, It’s sources, and mortality in adults on haemodialysis: The DIET-HD Study. Nutrients, 2022; 14: 4064. https://doi.org/10.3390/nu14194064  

Results

Total: 1.16
(95% CI 1.06-1.26

Animal: 
(95% CI 1.06-1.26

Plant: 1.16
(95% CI 1.06-1.26

Additive: 1.16
(95% CI 1.06-1.26



5.2.2 Symptoms in CKD

Routine Assessment: Ask about uremic symptoms (reduced 

appetite, nausea, fatigue) at each consultation (validated tool).

Management: Use evidence-informed strategies (exercise, sleep 

hygiene, pharmacological) to support living well.

Malnutrition Screening: Screen high-risk groups (CKD G4–G5, 

Age >65) twice annually.

Intervene for pain, sleep disorders, and uremic pruritus to 

improve Health Related QoL.
Clinical Monitoring

KDIGO CKD 2024: Symptom Management

Reference: KDIGO Clinical Practice Guideline for the evaluation and management of chronic kidney disease. Kidney International (2024) 105 (Suppl 4S), S117–S314 



Empowerment: Quiz Round 1
1. Name some criteria which can be counted in a Malnutrition Diagnosis using the GLIM framework 

2. Which criteria is NOT included in a diagnosis of frailty using the Fried Frailty Phenotype criteria. Circle your choice 
from those below: 
Weight loss     Exhaustion     Restless legs

3. True or false: Gastrointestinal symptoms are associated with malnutrition 

4. True or false: The Clinical Frailty Scale can only be performed by a trained Clinician

5. True or false: Only a trained clinician can advise patients having dialysis treatment to increase their activity due to 
the risk of adverse events

6. Which foods are appropriate for a patient with malnutrition to have every day as a snack while on dialysis: 
Protein enriched milk (600ml bottle)  Handful of nuts (25g)  Peanut butter on 1 slice toast
1 glass of milk (250 mls)    Small tin (95g) Tuna in Springwater on 4 x water crackers



Empowerment: Quiz Round 2
1. Choose 1 team member to take part in a physical assessment for your team. The rest will be timing and 
counting for 30 seconds. 
Instructions for a 30 second sit to stand (see information sheet)
Wait till the timer starts and count!

2. Choose 1 team member as a subject and one to complete a measurement.

3. See instruction sheet for how to complete a calf measurement: 

4. Hand Grip Dynamometer:

Choose 1 participant at your table to try the Hand Grip Test

Remember to take 2 measurements and record the average of each. 



Empowerment: Quiz Round 3
For each picture on your sheet, view the image and rate the image for 
muscle wasting: 

• Normal Status
• Mild wasting
• Moderate Wasting
• Severe Wasting



Empowerment: Quiz Round 1

2. Which criteria is NOT included in a diagnosis of frailty using the Fried 
Frailty Phenotype criteria. Circle your choice from those below: 
Restless legs

3. True: Gastrointestinal symptoms are associated with malnutrition 

4. False: The Clinical Frailty Scale can only be performed by a trained 
Clinician

5. false: Only a trained clinician can advise patients having dialysis 
treatment to increase their activity due to the risk of adverse events

6. Which foods are appropriate for a patient with malnutrition to have 
every day as a snack while on dialysis: 
Handful of nuts (25g)
Peanut butter on 1 slice toast
1 glass of milk (250 mls)    
Small tin (95g) Tuna in Springwater on 4 x water crackers
Protein enriched milk (600ml bottle)* Check Phosphate / potassium 
levels and consult with Dietitian 



Empowerment: Quiz Round 3
For each picture on your sheet, view the image and rate the image for muscle wasting: 



Empowerment: Quiz Round 3
For each picture on your sheet, view the image and rate the image for muscle wasting: 
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Time Topic Speaker

1300-1320 Introduction/house keeping Jo Stockings

1320-1400 Evolution: From Nutrients to Nourishment Sharleen Nancekivell

1400-1440 Evidence: Identifying and managing malnutrition, frailty and sarcopenia Suzy Jackson 

1445-1515 Afternoon Tea Break

1515-1555 Diverse Plates: Why don’t they don’t they follow the recommendations? Jo Stockings

1555-1640 Empowerment and common goals: Common patient discussions Hilary Dumbleton

1640-1650 Questions/reflections Panel

1650-1700 Close and repolling Jo Stockings

Today in brief



Diverse Plates: Why 
don’t they follow the 
recommendations?

Joanna Stockings, APD
Dietitian, Community and Satellite Dialysis, John 
Hunter Hospital, Hunter New England LHD

(Awabakal/Worimi/Wonnarua)

• Dietitian, Fresenius Kidney Care, Newcastle

• Dietitian, The Hunter Kidney Clinic

• (Newcastle/Awabakal)



Non-Adherence Rates (HD patients)

60.6% for fluid 
restriction

Range 17.9-97% 

(VR and Kaur Kang 2022)

60.2% for diet 

Range 14.1-98.3% 

(VR and Kaur Kang 2022)

Knowledge of diet 
restriction does not 

equate with adherence 
(Betz et al 2021)



Why are adherence rates so low?

Cultural 
factors

Neurodiversity Mental health

SES and food 
Insecurity



Cultural Diversity

Unfamiliar foods
Different cooking 

methods
Language Barriers

Access to 
culturally 

appropriate foods

Social and Family 
connections

Changing Lifelong 
habits

Traditional roles
Challenges in 
resettlement



The Mediterranean 
Diet



But why not



Resources

https://oldwayspt.org/ https://www.is

rnm.org/patientscorner

Online

https://oldwayspt.org/
https://www.isrnm.org/patientscorner
https://www.isrnm.org/patientscorner


Neurodiversity

Sensory 
processing

Restrictive eating 
habits/food 
selectivity

Executive 
dysfunction

Medication 
affecting 
appetite

Safety – 
prediction of 

sameness

Food Jagging/ 
Neophobia



Resources

https://www.

autismawareness.co

m.au/resources/websites-socialsadhd-adults.com.au

Online

https://www.autismawareness.com.au/resources/websites-socials
https://www.autismawareness.com.au/resources/websites-socials
https://www.autismawareness.com.au/resources/websites-socials
https://adhdfoundation.org.au/adhd-adults
https://nomoneynotime.com.au/


Mental health challenges

Poor Food 
Choices

Medication
Lifestyle 

behaviors

Lower social 
determinants

behavioral 
problems



Source: Mawer et al (2022) BMC Health Service Research (2022) 22:789 - https://doi.org/10.1186/s12913-022-08182-0

Mental health challenges



Resources

www.1737.org.nz www.homecaremedical.

co.nz

Online

http://www.1737.org.nz/
http://www.homecaremedical.co.nz/
http://www.homecaremedical.co.nz/


Food Insecurity

33% of Australian 
households 

experienced food 
insecurity

33% of New Zealand 
households 

experienced some 
form of food insecurity 



Food Insecurity

Financial Access to storage Cooking facilities Geographical

Limited nutritional 
literacy 

(cooking/preparing 
food)

Factors associated 
with disorder and 

disability

Factors associated 
with social 
conditions



Food Insecurity



Food Insecurity



Food Insecurity



Food Insecurity



Resources

Online
•No Money No Time -

https://nomoneynotime.com.au/

Health Care 
Professionals

•Social work

Charities and 
assistance

•Food banks

•Charities

Government 
assistance

•Centrelink

•WINZ



Source: Liao et al (2026) in Patient preference and Adherence 2026:20 578 03



What is the 
risk?

• How can we minimize all the 
risks?

• Understanding the individuals, 
motivation, barriers and 
facilitators is important



Activity

Do you have a mealtime ritual? Or “safe foods” /Unsafe 
foods

What would happen if you had to change your diet/fluid 
intake

How would you react? How would others react?

What would help you follow a new diet 
recommendation?
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Empowerment and 

common Goals: 

Common conversations

Hilary Dumbleton
Renal Dietitian, Christchurch Hospital, Health 
New Zealand/Te Whatu Ora



Case study based discussions

- 15 min per case study 



Scenario 1 – Fluid overload 

Sarah (54y)

• ESRF due to T2DM 
• On APD at night for the past 6 

months, has recently lost all 
residual urine output (anuric) 

• TW = 72kg 
• BP 150/100, daily weight = 75.3kg 

today 
• Waking up SOB, tight fingers under 

her wedding ring, puffy ankles 
• HbA1c 75 (high) 

Oral intake previous day ….

BF: Muesli, banana, milk + cup coffee 
& large glass water with tablets.
MT: cup of tea + biscuit
L: Filled roll + apple
AT: small chocolate bar
D: Friends birthday dinner at Chinese 
restaurant, many shared dishes + 1x 
glass wine 
Thirsty before bed & has glass water.  
Sipping 500ml bottle water all day.

What signs & symptoms are pointing towards fluid overload?
Can you estimate how much fluid Sarah had yesterday?
How would you advise Sarah on her fluid management? 

Do you think Sarah needs a dietitian review? Why/why not?  



Scenario 2 – Hyperkalaemia

John ( 69y) 

• Stage 4 CKD, GFR 19 (pre-
dialysis)

• Retired, lives alone

• Nauseated, loss of interest in 
food, low energy 

• Potassium 6.5 (high), phosphate 
2.0 (high)

• Wt: 96kg, 5kg loss last 3/12 

• Bowels open 2-3x / wk 

Typical day …

• BF: 2x slices multigrain bread with 
peanut butter + milky coffee

• MT: banana + muesli bar 

• L: Instant noodles or pie

• AT: energy drink 

• D: takeaways 2x/wk, meat & vege  
3x/wk, bacon & eggs on Sunday 

• S: cup of tea + 2x timtams. 

What are some likely causes of John’s hyperkalaemia? 
What level of K+ would you refer a patient to the dietitian?
Do you have any other nutrition concerns?  

What is contributing to John’s constipation?
What can John do to avoid constipation?



Scenario 3 – Hyperphosphatemia 

Bob (76y) 

• Commenced haemodialysis 18 months 
ago 

• ESRF due to APCKD

• MHx: HTN, hyperlipidaemia

• Home with wife, retired engineer, 3x 
adult children, plays golf on weekends. 

• Phosphate 2.8(high), Potassium 5.2

• Wt: 89kg Ht: 178cm 

• Calcium carbonate 500mg, TDS

Typical day … 

BF: 2x eggs on toast with side 
mushrooms, Latte

MT: Latte

L: sandwich with salami & cheese + 
orange OR instant pasta 

AT: handful peanuts, Latte

D: fish/meat/chicken & vege, usually 
with can diet coke. Restaurant meals 
1x weekly. Convenience protein e.g 
crumbled fish, smoked chicken 

Which foods have the highest bioavailability of phosphate?
What are some alternatives you could suggest to replace these foods?
What advice would you provide around the timing of phosphate binder medications in relation to meals?



Questions and 

reflections?

Joanna Stockings, APD
• Hunter New England LHD

• Fresenius Kidney Care, Newcastle

• The Hunter Kidney Clinic

• (Newcastle/Awabakal)

Hilary Dumbleton

Suzy Jackson,
Alfred Care Group, Bayside Health 
(Melbourne/Naam)

Sharleen Nancekivell



Evaluation

   

 https://www.menti.com/alckug5m2ese

https://www.menti.com/alckug5m2ese


Closing Karakia 

Unuhia, unuhia

Unuhia ki te uru tapu nui

Kia wātea, kia māmā, 
te ngākau, te tinana, te wairua i te ara 
takatā

Koia rā e Rongo, whakairia ake ki runga

Kia tina! TINA! Hui e! TĀIKI E

Draw on, draw on

Draw on the supreme sacredness

To clear, to free the heart

The body and the spirit of mankind

Rongo, suspend high above us

Draw together! Affirm!



Thank-you

Joanna Stockings, APD
Dietitian, Community and Satellite Dialysis, John Hunter Hospital, 
Hunter New England LHD (Newcastle/Awabakal)

• Dietitian, Fresenius Kidney Care, Newcastle

• Dietitian, The Hunter Kidney Clinic

Hilary Dumbleton
Renal Dietitian, Christchurch Hospital, Health New Zealand/Te Whatu 
Ora

Suzy Jackson
Clinical Lead Dietitian, Alfred Care Group, Bayside Health 
(Melbourne/Naarm)

Sharleen Nancekivell
Sharleen Nancekivell 
Senior Renal Dietitian Waitematā,, Health New Zealand/Te 
Whatu Ora
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