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Is it possible for patients to improve hyperphosphataemia control by self -management?
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Problem: Hyperphosphataemia strongly predicts mortality in dialysis populations. Dietary intervention, phosphate removal during dialysis and phosphate binders are the current methods for the management of hyperphosphataemia. In the majority of dialysis patients, phosphorus (P) intake largely exceeds the amount of P removed during haemodialysis. Thus the use of P binders is almost universal in this population. An Experience based-design project at one of our dialysis units demonstrated wide variation in patients understanding of the impact of diet on their condition, but also that a few patients had excellent self-management systems whereby they varied their binder dose appropriate to the P content of their food. Previous work from Kuhlmann’s group published in abstract form (ISN, 2006), suggested that learning to vary binder dose was achievable in children. We aimed to develop training material that would help all our patients achieve better self-management of phosphate similar to insulin-dose adjustment for carbohydrate. 

Purpose: To investigates the use of a phosphate points system connecting dietary P with the number of binders required to see if a self management model can improve phosphate control.

Design: 10 patients received a questionnaire asking how many binders they would take with each commonly eaten meal to gain baseline data.  A photo library of real meals and snacks eaten by local dialysis patients was then compiled. A points system based on the commonly eaten and favourite meals and snacks was developed. The number of points per meal was written onto food and drink picture cards from the photo library.  The points were translated into the number of different binder products required for each item. The Food and drink cards were then given to the 10 patients to allow them to train in a self management model which adapts their P binder dose in relation to the meals being eaten. 

Finding: Patient knowledge on the P content of meals was initially poor although they had a very good understanding of dietary phosphate restrictions traditionally taught – i.e. which foods are high in phosphate, which foods to limit, when to take phosphate binders prescribed.  Within the context of a meal and portion sizes however the P content became harder to assess. With the aid of the P points system linking the binders to the protein and P content of the meals, patients showed improved theoretical ability to choose an appropriate binder dose.

Conclusion: We aimed to develop training material that would help all our patients achieve better self-management of phosphate similar to insulin-dose adjustment for carbohydrate. We now wish to test its efficacy in achieving improved serum phosphate levels in a wider group of HD patients.

Relevance: Patients with chronic conditions make day-to-day decisions about self management of their illness. This reality introduces a new chronic disease paradigm involving collaborative care and self management education. Traditional patient education offers information and technical skills, self management education teaches problem-solving skills. A central concept in self management is self –efficacy and confidence to carry out behaviour necessary to reach a desired goal – in this case control of serum phosphate.


