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H emidpaon diaitag XaunANg TpocAnWwns mTpwTEIVWY OTNV
APTNPIOKI TTIECN KOl OTOUG OEIKTEC APTNPINKNS OKANpPiag
o€ ao0eveig e Xpovia veppikn vooo otadiou G3b-G4
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XNN — ApTtnplakn okAnpia

<+ H xpovia ve@pik) vOoog oxeTi(eTal HE augnUévo Kapdlayyelakod Kivdouvo.

< 2& aofeveig pe Xpovia vEQPIKA vOO O, N augnpévn TaXUTNTA CQUYMIKOU KUMOTOG

AVTAVOKAQ au§nuEvVn apTnpPIaKn oKAnpia AOyw ayyelioKAG avadiauopPwong.

<+ H aptnpiakn okKAnpia atroTeAEi AveEAPTNTO TTPOYVWOTIKO OEIKTN KAPOIAYYEIOKAS

ovnTtéTnTag.
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XNN — Meiwpevn TTpWTEIVN

< H diaita XapunAng poéocAnyng TpwreIivwyV emIRPaduvel TNV €EEAIEN TG Xpoviag

Vi(pler']g V60'OU. In marny societies, most adults a_nd older adults consume

more protein than recommended, with average protein intakes
of 1.2 g/kg/d.”"**" There is general agreement that, in the
absence of intercurrent disease, the protein requirements for
people with CKD are not different from those of healthy

Recommendation 3.3.1.1: We suggest maintaining a
protein intake of 0.8 g/kg body weight/d in adults
with CKD G3-G5 (2C).

subjects.”” The Work Group thus suggests maintaining a
protein intake of 0.8 g/kg body weight/d, a target consistent
Practice Point 3.3.1.1: Avoid high protein intake (>1.3 g/kg with the WHO Recommended Dietary Allowances for the
body weight/d) in adults with CKD at risk of progression. general population.”™" Figure 197 shows some examples
Practice Point 3.3.1.2: In adults with CKD who are willing However, there is some evidence that very low—protein diets

(ie., 0.3-0.4 g/kg of body weight/d) under strict supervision
can favorably impact kidney outcomes. A meta-analysis of
studies including people with CKD G4-G5 without diabetes
reported that very low—protein diets compared with low-pro-
tein diet or normal-protein diet may reduce the number of
people who reach kidney failure (10 studies, 1010 participants:

and able, and who are at risk of kidney failure, consider
prescribing, under close supervision, a very low—protein
diet (0.3-0.4 g/kg body weight/d) supplemented with
essential amino acids or ketoacid analogs (up to 0.6 g/kg
body weight/d).

<+ Mapapével aca@ég To TPOCOETO O@PEAOG UTTO TN BEATIOTN CUYXPOVN aywyR

(avaOoTOAEIG CUCTAATOG PEVIVNG-AYYEIOTEVOiIVNG-AADOOTEPOVNG KAl AVOOTOAEIG

SGLT2). Some of the trials on low-protein diets were conducted
before treatment with RASi was introduced, and all of them
before the SGLT2i era. Because the mechanism of action of
these medications and that of low-protein and very low—
protein diets are complementary, it has been postulated that
these strategies may synergize and maximize their combined
effect on delaying CKD progression.” " "*** Studies are

KDIGO 2024 Clinical Practice Guideline for the Evaluation and Management of Chronic Kidney Disease. needed to demonstrate this hVE-‘rUthEHiH.
Kidney International. 2024;105(4S):S1-S150.

KDOQI Clinical Practice Guideline for Nutrition in CKD: 2020 Update. American Journal of Kidney Diseases. 2020:76(3 Suppl 1):S1-S107.
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> Algpedvnon Tou MITTAEOV AIJOdUVAMIKOU 0@EAOUG TNG diaiTag XapnARg TTpdoAnyng

TTPWTEIVWV

< OTNV APTNPIOKA TTrieon Kal o€ OEIKTEG apTnpPIaKAG okAnpiag (PWV kai Kevrpiki
2uoToAIKn kail AiacToAikn All)

J/

< o0& XNN G3b-G4 utré BEATIOTNH OUYXPOVN POPHOKEUTIKA aywyn



MeBGodOoG

< MPooTrTIKA TTapEUPATIKA MEAETN

<+ 13 aoBeveig pe XNN otadiou G3b-G4

< Egatopikeupévn Siaita XaunAng rpéocAnyng mpwreivwy (0,55-0,6 g/kg/nuépa)

O1apkelag 6 pnvwv

< Y1d PJEYIOTN AVEKTH OO0 AVAOTOAEWYV TOU OUCTHMOTOG PEVIVNG-AYYEIOTEVOIVNG KAl

AvOOoTOAEWV SGLT-2

< EKTignon aprtnpiakng okAnpiag (PWV) pe tnv ouokeun Mobil-O-Graph o€ ouvBnkeg
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ATroTeAEopOTA

< ZnMavTikn augnon tou eGFR (atré 30,517,0‘37,119,3 ml/min/1,73m?, p=0,03).
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ATroTeAEopOTA

2UOTOAIKN apTNPIOKNA TriEon
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ATroTeAEopOTA

PWV

ns

15+

< Mn onuavTtiK adnon TnG TaxUTnTOg 109 T L
TOU OQUYHIKOU KUpaTog (a1rd 8,811 ,3 mmm)
0

*

m/s

9,2%0,9 m/s, p=0,17)

T T
1 3 6

t (months)

< H KevTpIKf) OUCTOAIKN (139,7122,3 mmmm)
136,7%21,2 mmHg, p=0,24) kai

cSBP cDbBP
SiaoToAIkn (82,911, 1 =) 78, 6+10,5 ns ns

10094 ! |
200~

mmHg, p=0,57) apTnpiakni Trieon dev — g0 T T

150

D)

*

}_ﬁ

METABARONKAV ONHAVTIKA 60-

mmHg

1004 40

mmHg

50 204

0- T T
0 1 3 6

t (months)

0- T T
0 1 3 6

t (months)



2UMTTEPACHOTA

<+ H gpappoyn diaitag xapnAng mpoocAnywng mpwreivwyv og acBeveic pe XNN otadiou
G3b-G4 ouvodeueTal atro:

< ZnMavTiKkR B eGFR

RS anavnxﬁ‘oucﬁo)\mﬁg aPTNPIAKNG TTiEONG

< Agv TTOPATNPRNONKE ONUAVTIKI HETABOAN OTOUG OEIKTEG APTNPIOKAS OKANpPIag
< TMOAvVWS AGYyw TnG HIKPRGS didpKelag TrTapakoAoudnong (6 pnveg).

<+ Ta gupApaTa UTTOONAWVOUV TTPOCBETO AIOBUVAMIKO O@EAOG TG diaiTag eTTITTA OV

TNG OUYXPOVNG PAPHUAKEUTIKNG AYWYNG



