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Patient Profile


This case study was conducted on a 25-year-old African American female, D.G., who is 

single, unemployed, and lives with her mother. When the patient presented to the ED on March 

15, she had complaint of shortness of breath and abdominal pain radiating to the back. She also 

had nausea and vomiting after eating as well as constipation for about 2 weeks prior. 


Since 2019, she has been a frequent patient at Howard University Hospital, and receives 

dialysis 3 times weekly, although she is sometimes medication and dialysis non-complaint. She 

was diagnosed with type 1 diabetes at the age of 9, and attended college. She has a family history 

of DM on the paternal side. 


Due to uncontrolled diabetes, she has since developed resistant hypertension and 

nephrotic syndrome leading to end stage renal disease. In 2019, the patient had a preterm birth at 

26 weeks due to pre-eclampsia. Per the patient record, she does not drink alcohol or smoke 

cigarettes. However, she smokes marijuana daily. Anthropometrics are listed in the table below:


Pathophysiology and Prognosis


ESRD is kidney failure, the 5th and final stage of decline in chronic kidney disease, when 

the kidneys lose function and become unable to excrete urine, produce hormones, and maintain 

fluid and electrolyte balance. An ESRD patient is dialysis dependent, as nitrogenous waste 

products will accumulate in the blood. Unless a patient receives a kidney transplant, they may 

opt only for medical management, leading to death (Mahan & Raymond, 2017).


Anthropometrics Imperial Metric

Height 66” 167.64 cm

Weight 176.4 lbs 80.2 kg

IBW 130 lbs 59.1 kg

BMI 28.47
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Following the progression of CKD, loss of kidney function is measured in estimated 

glomerular filtration rate in mL/min. Blood tests are performed to determine the amount of 

creatinine, a muscle waste product, in the blood. CKD diagnosis is an eGFR of less than 60 for a 

period of greater than 3 months in combination with albuminuria. CKD staging is determined by 

level of decreasing eGFR; ESRD is an eGFR of less than 15 mL/min. The progression of CKD to 

ESRD is not the same for all patients. The disease may progress slowly or more rapidly 

depending on many factors(Estimated Glomerular Filtration Rate (EGFR), 2015).


Signs and Symptoms


Signs and symptoms which accompany ESRD are feelings of weakness, malaise, itching, 

bone pain, muscle cramps, nausea, vomiting, neurologic impairment, and metallic taste in the 

mouth (Mahan & Raymond, 2017). Some patients may experience difficulty sleeping, peripheral 

edema, and excessive thirst (End Stage Kidney Disease, 2012). Lab values for dialysis patients 

are different from other patients:


Etiology


Most patients with ESRD began with diabetes mellitus, hypertension, or 

glomerulonephritis (Mahan & Raymond, 2017). For perspective, as of 2015, the ESRD incidence 

Substance Reference Range On Dialysis Range

Blood Urea Nitrogen 7-23 mg/dL 50-100mg/dL

Creatinine 0.6-1.5 mg/dL Less than 15 mg/dL

Phosphorous 2.5-4.8 mg/dL 3-6 mg/dL

Ferritin Men: 20-350 mcg/L

Women: 6-350 mcg/L

300-800 mcg/L with EPO

50 mcg/L without EPO

Glucose 65-114 mg/dL Same for non-diabetic patients

Less than 300mg/dL for patients 
with diabetes

Parathyroid Hormone 10-65 pg/mL 200-300 pg/mL
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rate in persons diagnosed with diabetes was as much as 30% (Helve et al., 2018). Other things 

that can cause ESRD include long-term kidney stones, enlarged prostate, vesicoureteral reflux, 

certain types of cancer, and congenital abnormalities(End Stage Kidney Disease, 2012).


Management


Patients living with ESRD may dialyze using hemodialysis or peritoneal dialysis 

depending on several physical and practical factors. However, peritoneal dialysis usually allows 

the patient a more normal lifestyle, as hemodialysis may require treatments of up to 3.5 hours as 

much as six days weekly. While PD may be more flexible, complications may include peritonitis, 

hypotension, and weight gain from the glucose in the dialysate. HD fluid content is more like 

blood plasma (What Is Dialysis?, 2015).


Medications and supplements for the ESRD patient are phosphate binders, vitamin 

supplements like Nephrocaps, iron and erythropoietin, activated vitamin D, biphosphonates to 

prevent bone resorption, calcium supplements, drugs which prevent hyperkalemia, and others 

(Mahan & Raymond, 2017).


Goals of nutritional management include prevention of nutrient deficiencies, control of 

edema and balance of electrolytes through sodium and potassium restriction, prevention of renal 

osteodystrophy through controlling phosphorus intake, absorption, and calcium supplementation, 

and by providing a palatable diet. Patients on dialysis require additional energy and protein as 

well as water soluble vitamins to make up for dialysis losses (Mahan & Raymond, 2017).


Admitting Diagnosis


	 D.G.’s admitting diagnosis was pancreatic and hepatic steatosis with abdominal pain 

secondary to gastroparesis. Both pancreatic and hepatic steatosis are positively associated with 

severity of renal decline. Because the kidneys normally filter pancreatic enzymes, patients in 
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renal failure may have elevated levels of pancreatic enzymes due to reduced clearance as well as 

damage from renal failure and dialysis itself (Golay & Roychowdhary, 2012). The complex 

interplay of metabolic pathways makes non-alcoholic fatty liver disease common in renal 

patients, but the precise mechanisms are not completely clear (Musso et al., 2014). Gastroparesis 

is often seen in diabetics, but is also common in renal patients and may be related to 

malnutrition, electrolytic, and hormonal disturbances (Salles Junior et al., 2013). 


	 Medications and supplements included Carvedilol, Clonidine, Senna, Furosemide, 

Heparin, Hydralazine, Nitroglycerine, Protonix, Lantus, and Humalog. Nitro and Protonix were 

discontinued. Isordil was added for angina as well as Dilaudid for pain. Diet order was Calorie 

Controlled Renal Diet, Potassium 70 mEq, 2g Sodium, 80g protein, and 1000 mL fluid 

restriction. Labs monitored included glucose, BUN, Creatinine, RBC, hemoglobin, hematocrit, 

and parathyroid hormone. At admission it was noted that her eGFR was 10.


 Nutrition Focused Physical Exam & Food History


	 D.G. was observed on 3/19/2021 as well-nourished with no edema to the extremities. Her 

abdomen was round and moderately distended. She declined to communicate any diet history, 

stating she had been “doing this a long time and knew what to do.” Per general medical notes, 

her last bowel movement had been two days prior to admission. She described her appetite as 

very poor, although feelings of nausea and vomiting were subsiding. She was able to 

occasionally chew ice chips, and had eaten 0 to 25% of her meal tray.


Estimated Requirements


Calories 1800 - 2000 kcal (30-35 kcal/kg IBW)

Protein 70 - 90 grams (1.2 - 1.5 g/kg IBW)

Fluid Urine output + 500 mL up to 1000 mL Fluid
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PES Diagnoses


3/19:	 Inadequate oral intake related to increased calorie and protein needs as evidenced by pt 

complains of nausea and low appetite. Pt was observed as eating less than 50% of her lunch tray 

today. Pt is also on dialysis. Altered nutrition related lab values - BG, Cr, RBC, H/H, PTH related 

to inconsistent carbohydrate intake and increased nutritional needs 2/2 dialysis treatment as 

evidenced by  BG 288, Cr 4.25, RBC 3.45, H/H 9.8/32.1, PTH 220.


3/24:	 Limited food acceptance related to abdominal pain and discomfort, as evidenced by pt 


c/o constipation and low appetite; pt breakfast tray was observed as untouched. She is receiving 

medication for abdominal pain. Inadequate oral intake - energy and protein, related to poor 

appetite, pain, and gastroparesis, as evidenced by pt consuming 0-25% of food trays served. Pt 


c/o constipation.


Intervention


3/19:	 Renal Diet, Potassium 70 mEq, 80g protein, 1000mL Fluid restriction. Nephrocaps, 1 

tablet oral, once daily.  Goals: To provide adequate calories and protein. To improve lab values 

closer to acceptable ranges.


3/24:	 Renal, Potassium 70 mEq, 80g protein, 1000mL Fluid restriction. Add Nepro with 

CarbSteady, 1 bottle oral 3x daily. Encourage intake of PO food and supplement intake. Goals: 

To improve PO intake towards 50%. Diet tolerance - Pt will not experience N/V/C or abdominal 

pain.


Monitoring and Evaluation 


Indicator Criteria

3/19 - PO intake Will improve to meet at least 50% of estimated 
requirements

3/19 - Lab Values Improve closer to acceptable ranges
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Conclusion


	 Throughout her stay, D.G. remained at a high level of care. She was discharged on 3/26 

when pain and constipation subsided. At the time this paper was written, it was noted that D.G. 

was readmitted 4/13 for similar complaint of abdominal pain and orthopnea, body aches, itching, 

and bilateral lower edema. Her eGFR was noted as 7.


3/24 - PO Intake Will improve to meet at least 50% of estimated 
requirements

3/24 - GI Symptoms Will not experience N/V/C or abdominal pain

3/24 - Menu Selection Will select preferred food items form the menu

Indicator Criteria
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