Are we using Intradialytic Parenteral Nutrition effectively and appropriately in haemodialysis?
[bookmark: _GoBack]Introduction: Protein energy wasting or malnutrition is present in 18-75% of patients with end stage kidney disease (ESKD) on haemodialysis (HD) and is associated with increased mortality.  European guidelines support the role of nutritional interventions in ESKD, including nutritional counselling, oral supplementation, enteral nutrition and intradialytic parenteral nutrition (IDPN).  Despite the scarcity of data to support the use of IDPN, it is considered safe and practical for supplementing nutritional intake but typically cannot meet more than 25% of a patient’s energy needs (70kg patient) so  should not be used independently to treat severe malnutrition.  Aim: This study compared outcomes between those who were appropriately and inappropriately commenced on IDPN according to the existing hospital protocol. Methods: In a cohort of patients commenced on IDPN between January 2014 and September 2017, Subjective Global Assessment (SGA) rating (A – well nourished, B – mild to moderate malnutrition or C – severe malnutrition) and estimated energy intake (EI, kcal/kg) upon commencement of IDPN were examined to determine if patients met the IDPN protocol inclusion criteria. Those commenced on IDPN appropriately had a SGA rating of B and an energy intake of >20kcal/kg and those inappropriately commenced on IDPN had a SGA rating of C or an energy intake of <20kcal/kg. Serum albumin (g/L) pre and post IDPN prescription, days on IDPN, mortality and reason for discontinuation of IDPN were collated to assess effectiveness. Differences were assessed via paired (serum albumin) and unpaired (mortality, IDPN duration) two-way T-tests. Results: 29 patients (16 male; 13 female) were prescribed IDPN, for a mean duration of 112 ± 130 (SD) days. IDPN was appropriately commenced in 14 (48%) cases and was inappropriately commenced in 14 (48%) cases and in 1 case, neither SGA nor EI assessment was documented. Mean serum albumin increased from 35 ± 6g/L to 39 ± 5g/L (P < 0.001) in those appropriately commenced on IDPN but did not change in those inappropriately commenced on IDPN (29 ± 6g/L to 30 ± 4g/L, P =0.683). Inappropriate use of IDPN was associated with higher mortality (8/14 patients; 57%), compared to appropriate use (0/14; 0%; P = 0.001). There was no difference in the duration of IDPN administration between groups (106 ± 139 vs. 118 ± 125 days; P = 0.822). Reason for the discontinuation of IDPN is illustrated in figure 1. Conclusion:   Serum albumin increased and there was no mortality in moderately malnourished patients prescribed IDPN according to the existing protocol.  There was a high level of prescription of IDPN in patients who did not meet the IDPN protocol inclusion criteria and outcomes were poor in this group, supporting existing recommendations that IDPN cannot sufficiently compensate for severe malnutrition.  Future research should examine patient-focused outcomes such as quality of life, functional capacity and patient experience when IDPN is used in severely malnourished individuals.  







Figure 1: Reasons for IDPN discontinuation (n = 28)
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