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Learning Objectives

Provide history/background for the PRNT 

Highlight newest CPRs from the PRNT

Review future goals of the PRNT



History of the PRNT



The Pediatric Renal Nutrition Taskforce 
members and alumni are pediatric renal 

dietitians and pediatric nephrologists 
from 9 countries across Europe and 

North America dedicated to improving 
the nutritional care of children with 

kidney diseases

Endorsed by ESPN and IPNA

ESPN: European Society of Pediatric Nephrology
IPNA: International Pediatric Nephrology Association



The Pediatric Renal Nutrition Taskforce

USA

2x Consultants
1x Dietitian

Canada

1x Dietitian

Greece

1x Consultant

Finland

1x Dietitian

UK

1 x Consultant
3x Dietitians

Netherlands

1x Dietitian

Belgium

2x Consultant
1x Dietitian

Italy

1x Consultant

Australia

1x Dietitian 



The PRNT alumni
Louise McAlister, Specialist 

Pediatric Dietitian, UK

Leila Qizalbash, Pediatric 

Renal Dietitian, UK

Michiel Oosterveld, 

Pediatric Nephrologist, 
Netherlands

Dr Dieter Haffner, Pediatric 

Nephrologist, Germany

Bradley Warady

Pediatric Nephrologist, 
USA

Molly Vega, 
Pediatric Renal Dietitian, 

USA



PRNT Mission and Vision

Our vision: To ensure best practice in the nutritional management of children with kidney diseases

Our mission: 

• To formulate clinical practice recommendations to enable best practice

• To provide education and training resources for Healthcare Professionals caring for children with kidney diseases

• To devise resources which offer practical support to children with kidney diseases and their families

• To promote research to expand the evidence base for nutritional intervention in pediatric kidney diseases 

Our values: 

• To encourage open and transparent discussion, based on the evidence base, where possible, and to seek 

       the opinion of external experts and other stakeholders to validate the recommendations we produce

   

     



Development 
process for CPRs

PICO questions
• Patient (or Population) to whom the recommendation will apply

        Children from birth to 18 years of age with CKD2-5D

• Intervention being considered

        Nutritional requirements for energy and protein in children at different 
stages of CKD

• Comparator (which may be ‘no action’ or an alternative intervention)

        Nutritional requirements for energy and protein in age-matched healthy 
children

• Outcomes affected by the interventions

        Energy and protein requirements to support normal growth and 
development in children with CKD2-5D 

Literature search – evidence tables
• Medline, PubMed, Embase, Cochrane library, CINAHL, manual searching 

• Meta-analyses, RCTs, prospective studies with more than 20 children (no 
prospective studies in adults) 

• No retrospective pediatric studies unless a paucity of papers 



CPR Development process

AAP grading matrix 2004

Delphi process
At least a 70% level of consensus required for each statement, 

‘strongly agree’ or ‘agree’, failing which the recommendation 

  statement is adapted after discussion in the core group, 

  and reviewed again by the voting panel until a consensus level 

  of least 70% achieved

Delphi respondents
o doctor or dietitian currently practicing in pediatric nephrology

o at least 5 years' experience with children and young people with CKD 2-5D

o currently associated with a major pediatric renal center

AAP grading matrix (2004)
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Related publications by 
the Pediatric Renal 
Nutrition Taskforce 

(PRNT)

ReviewReview



Most Recent work -2025



5-year update of PRNT CPRs



Clinical Practice
Recommendations 

2025



Highlights of the most recent CPRs

Nonnie  - Sodium

Chris – Mg and trace elements



Sodium CPR highlights
1. Main dietary sodium sources

Sodium intake varies by region, culture, and food 
practices

Major sources: processed and ultra-processed foods 
with added salt and sodium-containing additives

Natural sodium in foods (meat, fish, vegetables, water) 
is minor

Highest sodium intake usually at dinner → lunch → 
snacks → breakfast

Adolescents and lower socioeconomic groups tend to 
consume more high-sodium foods

CKD children: processed foods, fast foods, and cheese 
major contributors

2. Assessment of dietary sodium

Use 24-h diet recall or food frequency questionnaires for 
main sources;  *3-day diet diary for detailed assessment

Serum and urinary sodium not recommended to estimate 
intake

3. Non-dietary factors

Medications: sodium-containing drugs can significantly increase 
intake
Dialysis: can remove or add sodium depending on 
modality/prescription
Renal/extra-renal losses: infants and young children at risk 
(eg. cystic fibrosis, ileostomy, salt-wasting kidney diseases)



Sodium CPR highlights
4. Sodium requirements

Infants <1 yr: use Adequate Intake (AI) as starting point

Children >1 yr: target below Chronic Disease Risk Reduction 
(CDRR)

Strict adherence in children with: 
◦ hypertension, CKD stage 2–4 with elevated BP, albuminuria, 

corticosteroid therapy

Increase sodium in: 
◦ sodium-wasting conditions, hypotension, hypovolemia, infants with 

growth failure, PD with high sodium losses

Children with high energy needs may require higher sodium for 
adequate caloric intake

Image used with permission from F Paglialonga



Sodium CPR highlights
6. Achieving adequate intake when increased

Adjust dialysis prescriptions

Increase dietary sodium while maintaining a varied, 
balanced diet

Use sodium supplements if needed (oral or enteral)

Monitor for euvolemia and growth

5. Sodium reduction strategies

Early education for families and children

Reduce processed/ultra-processed foods; favor home-cooked 
meals

Teach label reading to select lower-sodium options

Avoid potassium-based salt substitutes in CKD

Adaptation period: taste preference changes within 4–6 weeks

Monitor iodine intake in countries with iodized salt



Delphi Survey Results

45 respondents (dietitians & peds nephrologists from 24 
countries)

Overall consensus: 
◦ 89.9% agreement

◦ 22 of 24 statements ≥70% agreement

Research Gaps
Validate sodium intake assessment methods in CKD children

Understand non-adherence to sodium restriction

Investigate effect of sodium restriction on CKD progression

Determine minimum sodium needs

Optimize dialysate sodium and sodium removal in PD

Safety and efficacy of low-sodium salt substitutes (LSSS) in early CKD

Sodium CPR highlights



Magnesium & Trace Elements
Reviews:
◦ Requirements

◦ For most children, same as healthy children, some have needs higher or 
lower

◦ Sources
◦ Varied diet or complete formulas

◦ Effect of diet changes 
◦ Diet restrictions or changes in food preparation methods to reduce renal-

specific nutrients may alter Mg++ or trace elements

◦ Other factors influencing status
◦ Kidney function, polyuria, dialysis modality, medical comorbidities, 

medications, exogenous sources, environmental sources

◦ Clinical assessment and monitoring

◦ When modification or supplementation is needed



Mg++ and Trace Elements, cont.
5.0 Clinical assessment and monitoring:

◦ Biochemical assessment
◦ Evaluate Mg++ if hypoK+, hypoCa++, or signs and sx 

deficiency

◦ Routine assessment not recommended; consider if signs/sx 
of excess or deficiency

◦ Consider biochemical assessment if RISK factors

◦ Assessment fasting, when well, before HD

◦ Physical assessment
◦ Evaluate for physical signs and clinical symptoms

◦ Dietary assessment
◦ Comprehensive dietary review

◦ Assess diet history/food records – consider formula, 
supplements and medications

6.0 Supplementation/modification
◦ Optimize nutritional intake before 

supplementing

◦ Use age-appropriate formulas and supplements

◦ Zinc, copper, selenium can be supplemented 
when clinical or biochemical deficiency

◦ Avoid co-administration of those that compete

◦ Avoid regular intake of seaweed

◦ Avoid excess dietary and supplemental iodine

◦ Keep Mg++ in a safe range which could include 
modest elevation
◦ Space Mg++ supplementation to avoid diarrhea

◦ Trend Mg++ levels



Key nutrient points
Magnesium: magnesium excretion declines with 
decreased kidney function; medications affect; 
consider biochemical evaluation when there is 
risk, low levels associated with CVD and 
mortality; low intake common

Chromium: can accumulate; watch dialysis fluids; 
minimal data on consequences of excess

Copper: Risk for loss with kidney decline; 
inflammation or anemia associated with decline

Fluoride: accumulates early in CKD, children 
more susceptible, consider water evaluation if 
needed, avoid supplementation

Iodine: accumulation possible, avoid 
supplementation

Manganese: Minimal and varied data

Selenium: often low levels, but difficult to 
measure

Zinc:  competes with calcium; keep zinc and 
copper in balance, losses possible



Future of the PRNT



“Current Projects” 
in the works by PRNT

1. Transplant – work in progress

2. Kidney Stones – work in progress



Webinar program: 2026



Practical guides for healthcare professionals 

Coming soon ….

Vitamin/Mineral Practical Guide
Fibre Practical Guide

* 5-year review and revisions



Healthcare professionals: Practical guides

* *

* 5-year review and revisions



New dissemination material: sodium



Dissemination material: translation and adaptation

Arabic renal 
food guide

Arabic K 
posters and 

swap list

Diet booklets and posters in Hebrew



Diet booklets for North America HCP guide and menu 
plans for Malaysia

Indian renal food 
guides for K

Turkish renal food guides



Polish
Lithuanian

Diet booklets 

Dutch German posters



Spanish
Italian

Diet booklets & posters
Work streams 

for 2025:

Portugal

Greece

India

Malaysia and 
Hong Kong

Latin America

Turkish 
Assessment 

guide



Accessing Practice Resources by The Pediatric Renal Nutrition Taskforce

PRNT webpage on 
ESPN website

https://www.vitaflo-via.com/disorder-resources/kidney-disease-

paediatric/paediatric-renal-nutrition-taskforce-resource-library



Be involved!
Taskforce members:

Caroline Anderson, Pearl Pugh, Vanessa Shaw, 

Jetta Tuokkola, Leila Qizalbash, Nonnie Polderman,

Christina L. Nelms, An Desloovere, Jose Renken-Terhaerdt, 

Louise McAlister, Molly Wong Vega, Matthew Harmer,

Stella Stabouli, Barry Toole, Evelien Snauwaert, 

Johan Vande Walle, Dieter Hafner, Fabio Paglialonga, 

Larry Greenbaum, Bradley Warady, Rukshana Shroff

Delphi members across the world



Questions
Contact information:

Chris Nelms:  clnelms@gmail.com

Nonnie Polderman: npolderman@cw.bc.ca

To be a Delphi panel member, you must have at least 5 years of experience.  

Contact: npolderman@cw.bc.ca


