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A healthy diet is an essential requirement to promote and preserve health, even in the presence of diseases, such as chronic kidney disease
(CKD). In this review, nutritional therapy for CKD will be addressed considering not only the main nutrients such as protein, phosphorus,
potassium, and sodium, which require adjustments as a result of changes that accompany the reduction of renal functions, but also the
benefits of adopting dietary patterns associated with better outcomes for both preventing and treating CKD. We will also emphasize
that these aspects should also be combined with a process of giving new meaning to a healthy diet so that it can be promoted. Finally,
we will present the perspective of an integrated approach to the individual with CKD, exploring the importance of considering biological,
psychological, social, cultural, and economic aspects. This approach has the potential to contribute to better adherence to treatment,

thus improving the patient’s quality of life.
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INTRODUCTION

Proper nutrition is a basic requirement to pro-
mote and preserve health and is recognized as a
determinant and conditioning factor for the health
status of individuals and groups of people. In situa-
tions of chronic diseases, such as chronic kidney dis-
ease (CKD), diet is part of its treatment at all stages.
Changes in lifestyle that include the practice of physi-
cal exercise, proper nutrition, and smoking cessation
are important factors that, when associated with the
control of blood pressure, blood glucose, and lipid pro-
file, contribute to decrease the rate of progression of

CKD. More recently, the approaches used to advise
patients with CKD regarding diet have been discussed
because of the difficulty in getting patients to adhere
to the recommendations.” Furthermore, studies sug-
gest that greater attention should be given to the qual-
ity of these patients’ diets.?* At the same time, the
concept of a healthy diet has been discussed, and the
need to give it a new meaning has become evident.**
Due to the relevance of diet as part of any stage of
the CKD treatment, it is necessary for health profes-
sionals who handle with CKD patients to have a basic
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understanding of what is a healthy diet, regardless of
their area of specialization. In this context, to clearly
delineate the concept of a healthy diet, it is necessary
to take a closer look into history.

Healthy diet in CKD: giving it a new meaning

to promote it

Historically, the concept of a healthy diet has
been tied to an almost exclusively biological per-
spective of eating, often associated with the metabo-
lism, digestion, absorption, and storage of nutrients
(post-swallowing aspects). To Viana et al.,® we exces-
sive rationalize the diet and nutritional process, reduc-
ing it to the physicalist perspective of nutrients and
its influence on the body. The American gastronomic
critic Steingarten’ stated that “health authorities never
consider the profound benefits that delicious food can
bring to our miserable lives. In over 1,000 pages of
federal reports on nutrition, I could not find a single
occurrence of the words delicious, tasty, or flavorful.”.
In addition, this reductionist outlook on nutrition con-
tributed to Nutritionism, which identifies food items
just as the sum of its nutrients, minimizing or even
excluding the sociocultural components of food and
commensality, transforming nutrition into an exact
and purely biological science.® However, eating is a
complex process that, when seen only by this per-
spective, ignores the various determinants of food
choices, which include interactions of factors related
to food, the environment, and the individual including
their own subjectivity.? Although satisfying nutritional
needs is essential for survival, the meanings of food
should not be understood only by means of nutritional
indicators. Eating and sharing food ensures both our
physiology as our humanity, because what you eat,
how and when you eat it, are elements filled with
meaning.® In this sense, considering pre-swallowing
aspects, i.e., behavior, culture, society, and experi-
ences around food, it is essential to understand and
recommend a healthy diet. In fact, if we think that
knowledge-based choices represent very little com-
pared to the diverse influences that operate below
the level of consciousness, we could say that focusing
only on biological aspects is counterproductive.' As
an example, just see how efforts to curb obesity rates
have not shown good results; coincidently, they are
often focused only on the biological aspects of nutri-
tions and health.

On the other hand, studies about the so-called
“French paradox” show that there are substantial

differences in the dietary beliefs and concerns among
countries. Attitudes such as spending more time eat-
ing; having more social moments around food; seeing
food as a source of pleasure, not of guilt or concern;
eating fresher food (regardless of nutrients), and
relying on internal cues from the body to decide how
much to eat, are among the main characteristics that
differentiate the relationship of French and American
individuals with food. However, the French have better
health parameters than Americans.®'® When com-
menting on these results, Pollan™ suggests, paradoxi-
cally, that considering food more than an end to bodily
health, i.e., as also a source of pleasure, socialization,
and identity, does not make people less healthy; in
fact, there are reasons to believe that this could make
them healthier. Thus, it is worth questioning;: to those
of which of the two countries (France or the United
States) do our practices resemble?

In this sense, the most recent version of the Dietary
Guideline for the Brazilian Population™ represents a
paradigm disruption in the dissemination and defi-
nition of a healthy diet, bringing in its chapters the
importance of eating as a social activity and also of
having pleasure from it. The Brazilian Guideline con-
siders, as a principle, the need to promote the indi-
vidual’s autonomy regarding their diet and stresses
that adopting a healthy diet is not merely a matter of
individual choice, since several factors, such as the
physical, economic, political, cultural, or social nature
can positively or negatively influence the dietary pat-
terns of individuals. The Guideline classifies foods into
categories according to the processing level employed
in their production (in natura or minimally processed
food, processed food, and ultra-processed food),
instead of their content of nutrients. Table 1 describes
ten steps to a healthy diet, according to the Guideline.

In addition to the questions raised, to optimize the
promotion of a healthy diet, it is necessary to have a
better understanding of the individual’s belief system,
because the way we think about “food” and “healthy”
predicts our eating behavior™. In a qualitative study,
Kelly et al.?® listened to patients with CKD in order to
understand their experiences in relation to the dietary
approaches employed. The patients reported a lack
of support and regular feedback to sustain changes,
that the guidelines provided do not consider the
promotion of dietary autonomy, and that the ambi-
guity of information between health professionals,
and the dichotomization of foods, as in ‘allowed’ and
‘not allowed’, ‘good” and ‘bad’, contributes to making
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them feel exasperatedly unable to adhere to the guide-
lines. Thus, patients value professionals who transmit
tranquility, are positive, involve their families and/or
caregivers, and focus on what is possible in their diet,
and not on imposing restrictions®. In addition, it is
necessary to have caution because extremely restric-
tive approaches with CKD patients can contribute to
worsening diet quality®.

Improving communication skills with patients
is another step to improve adherence to nutritional
therapy.?# Simply sharing various nutritional infor-
mation is not enough to change the patient’s behavior
and promote adherence, especially in the long term.?
However, as already mentioned, it is first essential to
understand “healthy” more broadly, and then move
on to strategies. Considering the above, it is prudent
to say that there cannot be a definition of what is a
healthy eating without contextualizing “who, when,
how, and where”. Finally, in the presence of chronic
diseases, the essence of any health intervention needs
to be the individual, valuing, therefore, their subjectiv-
ity, culture, social, and economic aspects. Similarly, in
the CKD, regardless of'its stage, all these factors must
be considered. The adjustments of some nutrients that
require special care in CKD, such as protein, phospho-
rus, potassium, and sodium, will be discussed in this
chapter and must be performed without disregarding
the global nature of healthy eating.

PROTEIN

The control of the amount of protein has been
one of the most discussed dietary practices in CKD.
The acute ingestion of proteins influences the renal
hemodynamics, increases the renal plasma flow, the
intraglomerular pressure, and glomerular filtration
rate. This physiological effect aims to increase the

excretion of products derived from the protein metab-
olism through the kidneys.?* In healthy individuals, a
high intake of protein in the long-term does not seem
to promote deleterious effects on renal function; how-
ever, increased protein intake was associated with a
lower glomerular filtration rate (GFR) in individuals
with some degree of CKD.? In this sense, it is sug-
gested that the popular high-protein diets, used for
various purposes, should be used with caution, since
CKD is a silent condition, commonly underdiagnosed
and of growing incidence.

Considering that glomerular hyperfiltration is one
of the pathophysiological mechanisms of CKD pro-
gression, low-protein diets (0.6 to 0.8g/kg/day) have
become popular as a dietary strategy in the non-di-
alysis stage. However, its benefit on the progression
of CKD remains controversial, particularly after the
widespread use of renin-angiotensin-aldosterone
system (RAAS) inhibitors.?® However, this strategy
presents important benefits on the reduction of pro-
teinuria and the need for dialysis.? Low-protein diet
also contributes to reducing the endogenous produc-
tion and accumulation of toxic metabolites, attenu-
ating clinical manifestations of uremia. In addition,
nutrients such as phosphorus, potassium, saturated
fatty acids, sodium, and acid-producing compounds,
are present in the main sources of protein, such as
meats in general, eggs, and dairy products.?® Thus,
reduced ingestion of these foods helps in the pre-
vention and treatment of eletrolyte, metabolic, and
hormonal disorders in CDK. Recently, the short term
reduction of protein intake, was accompanied by a
decrease in serum concentrations of toxins from the
intestinal microbiota.?®3° Despite the benefits men-
tioned above, there are concerns that low-protein
diets may promote malnutrition. However, to date,
studies have not found any significant changes in

TABLE1. TEN STEPS TO A HEALTHY DIET ACCORDING TO THE DIETARY GUIDELINE FOR THE BRAZILIAN

POPULATION?™®,

1. Make in natura or minimally processed foods the foundation of the diet.

2. Use oils, fats, salt, and sugar in small amounts to season and cook food and create culinary preparations.

3. Limit the consumption of processed foods.

4. Avoid the consumption of ultra-processed foods.

5. Eat regularly and thoughtfully, in appropriate environments and, whenever possible, with company.

6. Shop at places that offer a variety of in natura or minimally processed foods.

7. Develop, exercise, and share culinary skills.

8. Planning time to give eating the space it deserves.

9. Give preference, when away from home, to places that serve fresh meals.

10. Be critical about the information, guidance, and messages on nutrition published in commercial advertisements.
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the nutritional status of CKD patients on low-protein
diets.3" However, it is necessary to monitor nutri-
tional status and energy intake.

In addition to the quantity, the influence of the
type of protein on renal function is also discussed
in the non-dialysis stage of CKD. Population-based
prospective studies have observed a direct relation-
ship between the intake of red meat, the incidence of
CKD,*?33 and the need of dialysis.?* Although these
data indicate a possible advantage of replacing red by
white meat, intervention studies with this purpose
are scarce. In cross-over and randomized clinical
trials, the replacement of red meat by chicken with
the same amount of protein (1.4g/kg/day) decreased
proteinuria in patients with diabetes mellitus type
2; the reduction was even greater with an ovo-lacto
vegetarian low-protein diet (0.7g/kg/day).353¢ In the
same way, replacing animal protein for plant-based
protein sources, particularly soybeans, without
changing the total quantity of the nutrient, showed
no positive impact on the GFR.* Thus, the benefits of
controlling dietary protein at the non-dialysis stage of
CKD is more related to the adjustment of the quan-
tity than of the type of protein.

Clinical guidelines suggest a diet with 0.8 to 1.0g/
kg/day, in stages 1 and 2 and, 0.6 to 0.8 in stages 3
and 4.3 A more marked restriction (0.3 to 0.4g/kg/
day) supplemented with keto-analogues and essential
amino acids can also be employed in patients with
GFR<30mL/min/1.73m2.3 Despite the numerous ben-
efits demonstrated with the use of keto-analogues, this
approach has great difficulty of implementation due
to its strict food restriction, high cost, high number
of pills, among others.* For dialysis patients, higher
protein content is recommended (1.1 to 1.3g/kg/day),
due to the higher degree of protein catabolism and
losses of amino acids/peptides in hemodialysis (HD),
or proteins in peritoneal dialysis.® Providing healthy
meals before, during, and after a dialysis session may
attenuate the protein catabolism.*®

PHOSPHORUS

The adjustment in the phosphorus intake is among
the dietary-therapeutic objectives in CKD, especially
in cases of hyperphosphatemia. However, it is import-
ant to emphasize that the prevention and treatment
of hyperphosphatemia involve a multidisciplinary
approach since its cause is multifactorial and includes
the insufficient phosphorus removal by dialysis, use

of vitamin D analogs, bone and mineral metabolism
disorders, and the inappropriate use of phosphorus
binders agents.*!

Phosphorus is found in a wide variety of foods, in
organic and inorganic forms. Organic phosphorus is
found naturally, especially in foods that are sources of
protein, both vegetable (legumes and nuts) or animal.
However, the phosphorus content of animal-based
foods is more easily absorbed by the gastrointestinal
tract (GIT) than that of vegetable origin (> 70% vs. <
40%, respectively). In plants, part of the phosphorus is
complexed to the phytate (carbohydrate not digested
by the GIT enzymes), impairing the absorption of
this mineral. Inorganic phosphorus, whose absorp-
tion by the GIT may reach 100%, is found in the form
of chemical additives used in many processed and
ultra-processed foods.*** The intake of these foods
has increased in recent decades, which can contrib-
ute to excessive intake of phosphorus in the general
population and phosphorus overload in CKD.** The
following topics describe some dietary strategies to
decrease phosphorus intake.

ORGANIC PHOSPHORUS

In the early stages of CKD, the adjustment of
protein intake also contribute to reduce phospho-
rus intake.*® Although hyperphosphatemia is more
prevalent in advanced stages, reducing phosphorus
overload by dietary control in the earlier stages can
help prevent or delay the development of secondary
hyperparathyroidism.*

In HD, due to the increased protein need, strat-
egies that promote the adequate intake of proteins
with lower phosphorus content are required. There is
evidence of lower mortality in patients with high pro-
tein intake and low serum phosphate, in comparison
to those with high levels of both.#” Thus, encouraging
the intake of foods with lower phosphorus-to-protein
ratio (Table 1) can be a good strategy. Although there is
no recommendation regarding the ideal ratio, higher
mortality was observed with a daily intake greater
than 16mg of phosphorus per gram of protein.*®

INORGANIC PHOSPHORUS

In Brasil, despite the description of additives on
food labels, there is no obligation to inform the amount
of phosphorus present in food, which makes it dif-
ficult to estimate its intake.*® In a North American
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study, authors found approximately 40% more phos-
phorus in foods and menus with phosphorus-based
additives in comparison to those without additives.>®
Foods containing phosphorus-based additives fre-
quently consumed by patients undergoing HD are:
processed meats, bacon, restructured meats (e.g.,
nuggets®, hamburgers), some yogurts, UHT milk,
processed cheeses, instant noodles, cookies, cake
mixes, and juice powder.*"*? The additives most
commonly used are phosphoric acid, sodium diphos-
phate, and tricalcium phosphate.®' After evaluating
the influence of foods sources of organic or inorganic
phosphorus on the phosphatemia of patients under
HD, only inorganic phosphorus was associated with
hyperphosphatemia.*?

Thus, encouraging greater consumption of in
natura and minimally processed foods, instead of pro-
cessed ones, is a good strategy to control phosphate-
mia. This also contributes to the reduction of sodium
intake and improves dietary quality. A controlled clin-
ical trial showed a reduction of serum phosphorus
of HD patients with persistent hyperphosphatemia,
when instructed to replace foods with phosphorus
additives by similar types of food without them.'
Therefore, strategies should consider the individuality

of each patient.

In addition to the diet, the use of phosphorus
binder agents (when necessary) may contribute to
reduce serum phosphorus.The binders should be
used during meals, in an amount proportional to the
phosphorus content of the food*'.

POTASSIUM

The adjustment of the potassium intake also
deserves attention in CKD, particularly in the more
advanced stages, due to the higher prevalence of
hyperkalemia.*® Besides the reduced renal excre-
tion, other factors contribute to the increase of serum
potassium, such as metabolic acidosis, intestinal con-
stipation, diabetes mellitus, use of RAAS inhibitors,
beta-blockers, potassium-sparing diuretics, and food
intake. Thus, all these factors must be considered to
prevent and treat hyperkalemia.®

Potassium is found in a wide variety of foods,
both animal (meat and dairy) and plant-based, such
as fruits, vegetables, legumes, and nuts are its main
sources. However, it is important to point out that
plant-based foods should not be excluded from the
diet since they are also sources of vitamins, minerals,

TABLE 1. PHOSPHORUS-TO-PROTEIN RATIO IN USUAL PORTIONS OF FOOD*

Food Amount Wil 5o fom Phosphorus Protein Ratio. phosphorus/
(8) (mg) (g) protein (mg/g)
Meat and eggs
Chicken 80 T medium breast fillet 150 230 6.5
Pork 80 1 medium pork chop 147 212 6.9
Beef 85 1 medium steak 209 26.0 80
Whitefish 84 T medium fillet 241 206 M7
Beef liver 85 1 medium steak 404 22.7 17.8
Sardine 34 Tunit 170 84 20.2
Whole egg 50 Tunit 90 6.0 15
Sausages
Sausage” 60 1 unit 126 139 91
Ham” 48 2 medium slices 136 14 9.7
Milk and dairy products
Cheese 30 2 thin slices 153 75 204
Requeijao” 30 1 tablespoon 134 29 46.2
Natural yogurt 120 1small cup 159 6.3 25.2
UHT milk* 150 1glass 140 49 286
Legumes and nuts
Cooked beans 154 T medium ladle 133 6.9 19.3
Peanuts 50 1 small package 253 13 19.5

* may contain phosphorus-based additives.

63

REV ASSOC MED BRAS 2020; 66(SUPPL 1):5:59-567



DIET IN CHRONIC KIDNEY DISEASE: AN INTEGRATED APPROACH TO NUTRITIONA

and bioactive compounds. In addition, these foods
may contribute indirectly to the control of hyper-
kalemia. Studies carried out in patients not on dial-
ysis and with normal serum potassium found that
the increased intake of fruits and vegetables had the
same effect on correcting metabolic acidosis as the
standard treatment with sodium bicarbonate, with-
out inducing hyperkalemia.>*** There is no evidence
regarding this strategy in the dialysis stage. In addi-
tion, the higher intake of fibers provided by these
foods is associated with the regulation of bowel tran-
sit, and may increase fecal excretion of potassium.
Thus, the assessment of diet intake is essential to
achieve the proper adjustment of dietary potassium,
taking into account patients’ culture, habits, pref-
erences, and the variety of foods needed to ensure
the dietary quality and the intake of other nutrients.
The following topics describe strategies to control
potassium intake.

Selection of food based on the potassium con-

tent

There are no specific recommendations about
the amount of potassium that CKD patients, with or
without hyperkalemia, should ingest. In addition, the
definition of food as “rich” or “poor” in potassium.
In clinical practice, estimation of potassium intake is
challenging because of the limited information regard-
ing the potassium content in food composition tables,
the non-obligation to declare it on the label of prod-
ucts, in addition to the difficulty in estimating portions
due to the variations in the sizes of food and household
utensils, and the subjectivity of the definition of por-
tion (e.g., what is an “average unit of fruit?”). Thus,
dietary advices should be individualized and focused
on promoting autonomy for choosing or combining
foods and stimulating changes within the patients’
dietary repertoire.>®

Cooking technique for reducing potassium in

plant-based foods

Cooking vegetables in water is a good strategy to
reduce the potassium content of food, which enables
the maintenance of this important food group in the
diet. Although some centers still employ the tech-
nique of cooking plant-based foods in water twice,
there is evidence that the largest mineral loss occurs
during the first cooking.’” Thus, it is indicated to
cook plant-based foods only once in abundant water,
discarding the cooking water to remove part of the

potassium content. In this procedure facilitates the
preparation, and minimizes the loss of flavor and
consistency, improving the acceptance and pleasure
in eating.”” Studies have also evaluated the technique
of soaking, which was not efficient in removing the
potassium content of foods.’*8 It is noteworthy that
not all plant-based foods need to be cooked, but it
is important to evaluate the overall context of the
diet so that the inclusion of raw vegetables does not
contribute to hyperkalemia.

Attention to potassium additives

Many additives found in processed foods are potas-
sium-based, and have greater absorption by the GIT
than potassium naturally found on foods.*® Sherman
and Mehta®® analyzed the amount of potassium addi-
tives in processed meats and observed an amount of
potassium up to three times higher in comparison
to “fresh” meat. The commonly used additives are
potassium sorbate, potassium citrate, and potassium
diphosphate®®. In addition, potassium chloride has
also been widely used to replace sodium chloride to
reduce sodium in the diet, either in the form of “light”
salt or in food products described as with reduced
sodium content. Therefore, nutritional education that
stimulates reducing the intake of processed foods can
also be interesting for serum potassium control.

Sodium

As in the general population, the sodium intake in
CKD patients is high, and several benefits from the
reduction of this mineral have been reported. In the
non-dialysis stage, studies show that reducing the
intake of sodium potentiates the action of antihyper-
tensive drugs and decreases blood pressure and pro-
teinuria.®"®? In HD, the adjustment of sodium intake
contributes to lower interdialytic weight gain, which,
in turn, is associated with better clinical outcomes.%3
The dietary challenges to adjust the sodium intake
consist not only in reducing the consumption of pro-
cessed foods but also of sodium chloride and artificial
seasonings used to prepare meals. Therefore, in addi-
tion to patient-centered strategies that seek the use of
natural foods and seasonings, there is also a need for
public policies that aim to simplify information found
on food labels and to promote greater consumption of
in natura and minimally processed food, so that it is
possible to reduce sodium intake.®* Such measures
would be in line with the Dietary Guidelines for the
Brazilian Population mentioned before.™
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Dietary Patterns and Chronic kidney Disease

For a long time, research in nutrition has focused
on isolated nutrients, which does not portray the com-
plexity of food choices and the wide dietary variety
of a meal or eating habit. In addition, the biological
effects of an isolated nutrient can be altered by its
interaction with other components of the same food
or other foods in the diet. Thus, a global analysis of the
diet or eating patterns enables to capture the potential
synergy between food and nutrients, in addition to
allowing more adequate dietary comparisons between
different population groups.

The modern lifestyle has led to important changes
in dietary patterns, especially in western societies,
characterized by excessive consumption of red meat,
refined grains, dairy products, soft drinks, fried foods,
and processed products.®® This pattern has been
associated with an increased risk for weight gain,
cardiovascular complications, mortality due to cardio-
vascular diseases (CVD), and cancer.%¢%8 On the other
hand, dietary patterns with a higher contribution of in
natura or minimally processed plant-based foods, and
less animal-based and processed ones, have been asso-
ciated with a lower risk for type 2 diabetes mellitus,
obesity, CVD, CKD, and all-cause mortality.®*7 In addi-
tion to the effects on health, patterns based in plant-
based foods are more environmentally sustainable,
compared to those rich in animal-based products.™ It
is important to emphasize that we are not encouraging
a vegetarian or vegan diet, since a moderate consump-
tion of poultry, fish, and dairy products does not seem
to bring adverse consequences to health.”

In CKD, the findings point out to the same
direction. A meta-analysis showed that, in gen-
eral, patterns based in plant-based foods and with
a smaller presence of meat, especially red, salt, and
refined sugar was associated with lower mortality.”
Recently, in patients in stages 3 and 4 of CKD, an
adequate intake of fruits and vegetables, combined
or not to other health behaviors, was associated

with lower mortality and a delay in the progression
of the disease.™

FINAL CONSIDERATIONS

The act of eating is immersed in a wide and varied
collection of cultural practices that interact with the
subjectivity of each individual; therefore, understand-
ing them is essential to draw better strategies for nutri-
tional therapy. In addition, adjustments in the intake of
nutrients, such as protein, phosphorus, potassium, and
sodium, all common in the treatment of CKD, should be
performed considering the global context of the diet, in
order to ensure quality. The Dietary Guidelines for the
Brazilian population can be used as a tool to guide dietary
strategies in CKD since it promotes the consumption of
foods with less processed foods, hence helping out the
control of phosphorus, sodium, and potassium. In addi-
tion, the guidelines also encourages a broader look on
a diet by proposing a rediscovery of culinary practices
and commensality and criticizes the aspects involved in
the purchasing and advertising of foods.

In the integrative care of the patient, it is urgent
to consider the individual besides the disease and
the diet beyond nutrients. Thus, it is important that
health professionals, regardless of the area, reflect
on their own beliefs and relationship to food in order
to improve patients’care in the promotion of healthy
eating. Finally, more studies are needed to assess dif-
ferent strategies to promote dietary behavior change,
particularly in patients with CKD in less advanced
stages, in order to prevent the various complications
associated with the disease.
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Uma dieta sauddvel é essencial para promover e preservar a satide, mesmo na presenca de doencas como a Doenca Renal Crénica
(DRC). Nesta revisdo, a terapia nutricional para pacientes de DRC serd abordada levando em conta ndo sé os principais nutrientes que
precisam ser ajustados devido ds alteracées que acompanham a redugdo das fungées renais, tais como proteinas, fésforo, potdssio e sédio.
Abordaremos também os beneficios da adogdo de padrées alimentares associados a desfechos melhores tanto para a prevengdo quanto
para o tratamento da DRC. Também enfatizaremos que esses aspectos devem ser aliados a um processo de ressignificacdo do conceito
de dieta sauddvel para que seja possivel a sua promogdo. Por dltimo, apresentaremos a perspectiva de uma abordagem integrada para
o individuo com DRC, explorando a importancia de considerar aspectos bioldgicos, psicolégicos, sociais, culturais e econémicos. Essa
abordagem tem o potencial de contribuir para uma melhor adesdo ao tratamento, melhorando assim a qualidade de vida do paciente.

PALAVRAS CHAVE: Terapia nutricional. Alimentagdo. Insuficiéncia renal crénica.
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