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Abstract

:

To accommodate the loss of the plethora of functions of the kidneys, patients with chronic kidney disease require many dietary adjustments, including restrictions on the intake of protein, phosphorus, sodium and potassium. Plant-based foods are increasingly recommended as these foods contain smaller amounts of saturated fatty acids, protein and absorbable phosphorus than meat, generate less acid and are rich in fibers, polyunsaturated fatty acids, magnesium and potassium. Unfortunately, these dietary recommendations cannot prevent the occurrence of many symptoms, which typically include fatigue, impaired cognition, myalgia, muscle weakness, and muscle wasting. One threat coming with the recommendation of low-protein diets in patients with non-dialysis-dependent chronic kidney disease (CKD) and with high-protein diets in patients with dialysis-dependent CKD, particularly with current recommendations towards proteins coming from plant-based sources, is that of creatine deficiency. Creatine is an essential contributor in cellular energy homeostasis, yet on a daily basis 1.6–1.7% of the total creatine pool is degraded. As the average omnivorous diet cannot fully compensate for these losses, the endogenous synthesis of creatine is required for continuous replenishment. Endogenous creatine synthesis involves two enzymatic steps, of which the first step is a metabolic function of the kidney facilitated by the enzyme arginine:glycine amidinotransferase (AGAT). Recent findings strongly suggest that the capacity of renal AGAT, and thus endogenous creatine production, progressively decreases with the increasing degree of CKD, to become absent or virtually absent in dialysis patients. We hypothesize that with increasing degree of CKD, creatine coming from meat and dairy in food increasingly becomes an essential nutrient. This phenomenon will likely be present in patients with CKD stages 3, 4 and 5, but will likely be most pronouncedly present in patients with dialysis-dependent CKD, because of the combination of lowest endogenous production of creatine and unopposed losses of creatine into the dialysate. It is likely that these increased demands for dietary creatine are not sufficiently met. The result of which, may be a creatine deficiency with important contributions to the sarcopenia, fatigue, impaired quality of life, impaired cognition, and premature mortality seen in CKD.
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1. Introduction


More than 10% of the world’s population is currently suffering from non-dialysis-dependent chronic kidney disease (CKD) [1,2], and almost one out of every two adults aged 30–64 years is expected to develop CKD during their lifetime [3,4]. Healthcare expenditures escalate as non-dialysis-dependent CKD progresses and explodes once dialysis becomes necessary, as exemplified by the fact that while patients with dialysis-dependent CKD only make up 0.5% of the U.S. population, costs for their care takes 7% of the total U.S. health budget [4,5,6]. It is recognized that the escalating costs in CKD are largely due to an increasing burden of comorbidities as CKD progresses, with by far the highest burden in patients on dialysis [4,6]. The comorbidities that accompany CKD are for a large part the progressive loss of the plethora of functions displayed by the kidneys, including maintenance of protein homeostasis, acid-base homeostasis, volume homeostasis, and bone and mineral homeostasis [7,8]. This requires many dietary adjustments, including restriction of intake of protein, phosphorus, sodium and potassium. While dietary guidelines endorse a balanced intake of both animal and plant proteins [9,10,11,12,13,14], plant-based foods are increasingly recommended in literature as these foods contain smaller amounts of saturated fatty acids, protein and absorbable phosphorus than meat, generate less acid and are rich in fibers, polyunsaturated fatty acids, magnesium and potassium [8,15]. The National Kidney Foundation website names a plant-based diet as being beneficial to CKD patients [16,17,18]. Unfortunately, these dietary recommendations cannot prevent the occurrence of many symptoms, which typically include fatigability, muscle weakness, muscle wasting, and sarcopenia [7,8,19].




2. Compromised Creatine Intake


One threat coming with the recommendation of low-protein diets in patients with non-dialysis-dependent CKD and with high-protein diets in patients with dialysis-dependent CKD, particularly with an increasing focus towards proteins coming from plant-based sources, is that of creatine deficiency. However, existing recommendations and guidelines for diets in patients with CKD [7,8,19,20,21] do neither mention creatine intake, nor the potential threat of creatine deficiency. Also, evaluations of risk of development of protein-energy malnutrition with loss of nutritional components into the dialysate do neither mention creatine intake, nor a potential threat of creatine deficiency [22,23,24]. More than 90% of the body’s creatine and phosphocreatine is present in muscle [25], of which in resting muscle cells one-third exists in the form of creatine and two-thirds in the form of phosphocreatine, with concentrations of phosphocreatine reaching up to 30 mmol/L [26]. In tissues with highly variable energy demands, like muscles, this phosphocreatine serves as an energy buffer par excellence [26]. In the field of CKD, creatine is best known for its continuous, low-grade, non-enzymatic degradation to creatinine, which accounts for 1.6–1.7% of the total creatine pool per day [27]. Because the degradation product creatinine is subject to complete glomerular filtration in the kidney, and no tubular reabsorption, plasma creatinine is a well-established renal function marker. To compensate for this daily loss, the creatine pool requires continuous replenishment. For a 70 kg-weighing man with normal muscle mass, the daily loss of creatine as creatinine is estimated to be 14.6 mmol (Figure 1). The average diet of a young omnivorous 70 kg-weighing man has been estimated to contain 7.9 mmol of creatine per day, which with an intestinal absorption rate of 80% will result in an uptake of creatine from the diet of 6.3 mmol/day. Therefore, an endogenous creatine synthesis at a rate of 8.3 mmol/day is required to remain in steady state. Endogenous creatine synthesis involves two enzymatic steps [28]. The first step is a metabolic function of the kidney facilitated by the enzyme arginine:glycine amidinotransferase (AGAT), which converts arginine and glycine into guanidinoacetate. The second step is facilitated by the enzyme guanidinoacetate N-methyltransferase (GAMT) in the liver, which converts guanidinoacetate to creatine by performing a methylation step. Since, in food, creatine is exclusively of animal origin and since muscle meats are the primary sources (dairy products generally supply, at most, 20% of dietary creatine), it is apparent that vegetarians need to synthesize all (vegans) or nearly all (lacto-ovo vegetarians) of their creatine. That maintenance of creatine pools is compromised under these circumstances is notified by the fact that vegetarians have been shown to have lower muscle creatine levels than non-vegetarians [29]. The same is true for levels of creatine in plasma and in red blood cells, conclusively resulting from insufficient compensatory endogenous creatine synthesis [30,31].




3. Contribution of the Kidney to Endogenous Synthesis of Creatine in Humans


The regulation of endogenous creatine synthesis occurs at the level of AGAT [32,33,34,35,36], and dietary creatine represses renal AGAT expression and activity, thereby regulating endogenous synthesis of creatine [33,34,35,36]. Although kidneys are the main side of AGAT expression in all mammals, there is considerable variation in extra-renal AGAT expression between species [28]. In humans, highest activities are present in kidney and pancreas, while other tissues, such as brain and testes, express lower activities [27,28]. On the basis of the fact that the rate of creatine biosynthesis is considerably reduced in nephrectomized rats and rabbits [37,38,39], it has long been considered that the main route of endogenous creatine synthesis in mammals involves the formation of guanidinoacetate by AGAT in the kidney [28]. The actual potential to which the kidney contributes to the endogenous synthesis of creatine in circumstances of low or absent intake of creatine in humans is unclear. Because both intake of creatine and dehydration have been shown to downregulate creatine synthesis at the level of AGAT gene expression in the kidney [33,34,35,36], experiments to establish the actual potential of the kidney to contribute to endogenous creatine synthesis should preferably be done under controlled conditions, with assurance of absent or low creatine intake and certification of a sufficient hydration status, to allow for maximal contribution of the kidney to endogenous creatine synthesis. A study in humans, in which the renal production of guanidinoacetate by the kidney was estimated by measuring the difference in guanidinoacetate concentrations between arterialized blood and renal venous blood samples, suggests that the kidney only contributes ~20% to total endogenous guanidinoacetate synthesis [40,41]. It should, however, be noted that measurements to come to this conclusion were performed while participants were not on a creatine-free diet. Also, the protocol that was used for measurements of renal blood flow in the concerned study does neither report on taking into account the incomplete renal extraction of para-amino hippuric acid, nor does it report on taking into account that subjects should be in steady-state during measurements, both contributing to a high likelihood of underestimation of true renal blood flow [42,43]. Because subjects used a standard meal prior to measurements, it is highly unlikely that they achieved steady-state during measurements, and the high carbohydrate content of a meal is likely to have adversely influenced renal extraction of para-amino hippuric acid [44]. Calculations were also made using renal blood flow rather than renal plasma flow, while it is known that neither creatine nor guanidinoacetate are in free equilibrium with plasma concentrations, making it necessary that calculations are made based on renal plasma flow rather than renal blood flow [41]. Moreover, the investigators used arterialized venous blood rather than arterial blood to estimate arterial concentrations of renal arterial guanidinoacetate concentrations, a method which would have required validation before application, because it may have resulted in an overestimation of arterial concentrations due to the admixture of venous blood [45,46]. The combination of potential suppression of renal AGAT activity to below its maximal achievable level and a high likelihood of underestimation of true endogenous guanidinoacetate synthesis, makes it very likely that the contribution of the kidney to endogenous guanidinoacetate synthesis can be higher in circumstances of low creatine intake. In another study in humans—in which arterial rather than arterialized venous samples were taken—but subjects were also not on a creatine-free diet and in which hydration status was also not certified, increases in venous compared to arterial plasma guanidinoacetate concentrations ranged between 12–47%, consistent with renal guanidinoacetate synthesis taking place in every subject, with great variation between subjects, possibly depending on diet and hydration status [41].



Data from studies that we have performed on homoarginine homeostasis in healthy kidney donors and renal transplant recipients suggest that renal contribution to guanidinoacetate synthesis can be even higher if one takes into account that also the arginine required for its synthesis is produced by the kidney [47,48]. For this, it should be realized that the synthesis of homoarginine from arginine is also mediated by the enzyme AGAT, with lysine as a substrate instead of glycine and that, unlike guanidinoacetate—which is metabolized to creatine—homoarginine is currently only known as a metabolic end product, of which urinary excretion approximately equals endogenous production (Figure 2) [47,49]. This has been demonstrated in both rats and pigs, where more than 95% of an orally administered dosage of homoarginine was recovered unmetabolized in the urine [50]. The most interesting findings come from a comparison of data in healthy donors before and at approximately six weeks after living kidney donation [51,52]. At six weeks after donation, the decline in kidney function both according to the true glomerular filtration rate (GFR) and to the estimated GFR was on average 37% (Table 1). While this is acknowledged to be lower than the 50% decline that might be anticipated, this was because of the known phenomenon of compensatory hypertrophy of the remaining kidney [53]. Meanwhile, there is a significant 12% decline in plasma homoarginine concentrations, and a 25% decline in urinary homoarginine excretion, both consistent with decreased production of homoarginine by the remaining kidney. Of note, the percentage decrease in homoarginine production is approximately two-thirds of the percentage decrease in true GFR and the estimated GFR, which strongly suggests that the observed decline in kidney function and decline in AGAT activity go hand in hand. This was observed in the absence of being controlled on a creatine-free diet, because our healthy kidney donors were not on such a diet. Of further note, is that the decline in plasma guanidinoacetate concentration was greater than the decline in plasma homoarginine concentration. This was likely because of stimulated endogenous synthesis of creatine, which is not inconceivable at six weeks after the donation of a kidney for transplantation. These combined results suggest that the metabolic capacity of AGAT is highly dependent on functional kidney mass and that decline in renal AGAT activity is at most partially compensated for by extra-renal AGAT activity, such as in the pancreas and brain. The suggestion that the metabolic capacity of AGAT in the kidney declines with functional kidney mass is also consistent with the notion that AGAT resides in the kidney tubules and that tubular atrophy is a hallmark of progressive CKD [54,55]. Together, these observations strongly suggest that the capacity for synthesis of guanidinoacetate by kidneys progressively decreases with increasing stages of CKD, to become absent or virtually absent in dialysis patients. However, even if kidneys would only contribute 20% to total endogenous guanidinoacetate synthesis, incomplete compensation for this loss of function by extra-renal sites of synthesis would pose patients at risk of negative creatine balance if exposed to a low-protein diet, particularly if that low-protein diet would be mainly plant-based [27]. Although this phenomenon might play a role over the continuum of stages of CKD, it should be present in patients that soon will start with dialysis and the most extreme situation should be present in patients on dialysis. In patients entering dialysis, this should be demonstrable by a particularly high prevalence of sarcopenia in this group.




4. Sarcopenia in CKD


Reported prevalence rates of sarcopenia depend on the applied methods and criteria, with the use of criteria formulated by the European Working Group on Sarcopenia in Old People (EWGSOP) resulting in much lower reported prevalence rates than with use of the criteria formulated by the Foundation for the National Institutes of Health (FINH) Sarcopenia project [56]. The latter criteria again result in much lower prevalence rates than prevalence rates with the use of criteria based on the assessment of appendicular lean mass index assessed via dual-energy X-ray absorptiometry [56]. So it is difficult to compare prevalence rates between studies, but within studies, there is a gradual increase in the prevalence rates of muscle weakness, low muscle mass, and sarcopenia, with increasing stages of non-dialysis-dependent CKD [19,56,57,58]. For example, in the NHANES III population, in which sarcopenia was assessed by means of measured bio-electrical impedance analysis (BIA), the prevalence of sarcopenia ranged from 26.6% in subjects with an estimated glomerular filtration rate (eGFR) of ≥90 mL/min/1.73 m2 to 60.1% in non-dialysis-dependent patients with an eGFR of <60 mL/min/1.73 m2 [59]. In a Brazilian study, in which sarcopenia was assessed by means of dual-energy X-ray absorptiometry, the prevalence of sarcopenia ranged from 34.5% in patients with an eGFR between 45 and 90 mL/min/1.73 m2 to 65.5% in patients with an eGFR <45 mL/min/1.73 m2 [56]. Because creatine in muscles is continuously converted to creatinine at a rate of approximately 1.6–1.7% of its mass per day [27], 24 h urinary creatinine excretion is considered a reliable measure of muscle mass, even in patients with advanced renal failure, in children and adolescents, elderly people, and patients with wasting conditions [60,61,62,63,64]. Using 24 h urinary excretion of creatinine as marker of muscle mass, we recently found that sarcopenia—as defined by low creatinine excretion—was prevalent in 38% of the patients with advanced CKD, with prevalence increasing with the severity of CKD and the risk for low creatinine excretion being 25.8 times higher in patients just before the start of dialysis, as compared to patients with less advanced CKD [65]. Studies that used other methods to measure muscle mass found a similar association of impaired kidney function with low muscle mass [59,66,67,68]. Importantly, this low muscle mass is not without consequences. One of the most compelling observations is that low muscle mass, as evidenced by low 24 h urinary creatinine excretion, is a very strong independent predictor of mortality in patients with CKD [68]. The same is true for patients with dialysis-dependent CKD, in which low 24 h urinary creatinine excretion just prior to dialysis has been shown to be a very strong independent predictor of premature mortality after the start of dialysis [60]. Less evident, but from the patient perspective, possibly even more compelling, is that CKD—particularly in its advanced stages—is also associated with fatigue, poor cognition, depression and low quality of life [19,57,65,69,70,71,72]. Interestingly, these symptoms are similar to those observed in patients with a genetic deficiency of AGAT [73]. Importantly, in this genetic condition, the muscle symptoms are entirely reversible by creatine supplementation [73]. If creatine supplementation starts at a young age, the occurrence of cognitive dysfunction is reversible and even preventable [74,75,76].




5. Most Susceptible Patient Group


Many complications in CKD begin to occur once the GFR falls below 60 mL/min/1.73 m2 (CKD stage 3) [77,78,79]. It is conceivable that the same applies for creatine deficiency. Susceptibility for development of creatine deficiency would further increase as CKD progresses to stage 4 and 5, with the highest risk after initiating dialysis. In these patients, the contribution of the kidneys to endogenous guanidinoacetate synthesis will be absent or virtually absent and losses of guanidinoacetate and creatine into dialysate may be high. Actually, in these patients, higher protein intake, higher energy intake and multivitamin supplementation are recommended to compensate for the relatively excessive losses of small molecular substances like amino acids, peptides, glucose, vitamins and micronutrients into the dialysate during dialysis [20,21,22,23,24]. Because creatine and guanidinoacetate are small molecular weight substances, it is likely that they are also subject to significant losses during dialysis, but their supplementation is currently not included in recommendations. Rather, currently prevailing recommendations towards a preference for plant-based foods to allow for maintenance of acid-base and phosphate homeostasis [20], may be adverse if one would consider the maintenance of muscle mass and cognitive function an important goal.




6. Hypothesis


We hypothesize that with increasing stages of CKD, creatine coming from meat and dairy in food increasingly becomes an essential nutrient (Figure 3). This phenomenon will be most pronouncedly present in patients with dialysis-dependent CKD, because of the combination of low endogenous production of creatine and the unopposed losses of creatine and its precursor guanidinoacetate into the dialysate. With an increasing focus on a plant-based intake, it is likely that these increased demands for dietary creatine are not sufficiently met. This would result in a creatine deficiency, with important contributions to sarcopenia, fatigue, impaired quality of life, impaired cognition, and premature mortality seen in CKD. It is also important to consider that levels of phosphocreatine concentrations in muscle have been reported to be as high as over 30 mmol/L [26]. So, if a patient with dialysis-dependent CKD would swing back and forth between creatine sufficiency and insufficiency, or even be in a continuous state of creatine insufficiency, periods of muscle catabolism due to creatine insufficiency could possibly: Explain episodes of spurious hyperphosphatemia, which frequently occur; lead to false suspicion of non-adherence to diet or phosphate binder regimens; and most importantly, impair the quality of life of patients [80,81,82].




7. Effects on Creatine Supplementation


The International Society of Sports Nutrition has stated that creatine is the most effective food supplement available for improving high-intensity performance and increasing lean muscle mass [83]. Though creatine supplementation has sparsely been studied in CKD, there are extensive data on creatine supplementation in healthy young individuals, athletes and elderly. Several meta-analyses performed in young adults concluded that creatine supplementation, with or without resistance training not only increased lean body mass, but also strength and performance during short-term intense exercise [84,85,86]. In addition, a meta-analysis in older men concluded that creatine supplementation in combination with resistance training was more effective than resistance training without creatine supplementation in increasing body weight, fat-free mass and muscle strength [87]. Several studies also found an increase in fat-free mass in older adults using creatine without resistance training [88,89]. These same studies also found a beneficial effect on daily tasks, such as a reduction in the time to complete sit-stand and tandem gait tests. One of the few studies performed in hemodialysis patients, investigated the effect of creatine supplementation on muscle cramps in 10 patients and found a 60% reduction of muscle cramps while on creatine supplementation. After a wash-out period, these muscle cramps returned [90]. While the effects of creatine supplementation on quality of life and cognition have been studied less, the available results are largely positive. In patients with Parkinson’s disease, creatine supplementation improved patient mood [91] and in a study in elderly, creatine supplementation resulted in significant improvements in cognitive tasks [92]. A review of randomized controlled trials in healthy individuals concluded that creatine supplementation seems to improve short-term memory and intelligence/reasoning, while the effects on other cognitive domains remain unclear [93]. An extensive overview of the clinical trials performed with creatine supplementation is given by Gualano et al. [94].




8. Safety of Creatine Supplementation


As the amount of randomized clinical trials using creatine supplementation is growing, so is the support for its safety. Studies both in athletes and in the general populations have shown that creatine supplementation, varying from a few days to five years, does not lead to adverse changes in markers of clinical health, including renal function [95,96,97,98,99,100]. In addition, recent research has shown that creatine supplementation, unlike what has previously been thought, does not lead to the formation of carcinogenic heterocyclic amines [101]. However, it should be noted that little is known regarding the safety of creatine supplementation in patients with CKD. Despite the biological plausibility for creatine deficiency being present in patients with CKD, particularly in patients with dialysis-dependent CKD, there are too few data available to position creatine deficiency playing a role in symptoms and problems in patients with CKD currently as more than a hypothesis. More research should be done to support this hypothesis and if such data become available, randomized clinical trials should be performed to demonstrate safety and benefits before creatine supplementation can actually be recommended in this setting.



Another point worth noting, is that the influence creatine supplementation might have on the assessment of renal function. Serum creatinine has become the most used biomarker for assessing renal function. As creatine is non-enzymatically converted to creatinine, creatine supplementation will invariably increase serum creatinine, which may falsely suggest renal function deterioration if injudiciously interpreted. Indeed, several case studies have been reported where creatine supplementation led to misdiagnosis of renal failure [102,103,104]. However, a clinical trial consisting of a 12-week creatine supplementation showed a significant increase in serum creatinine, while another marker for renal function, cystatin C, remained unchanged [99]. Other studies found no change in either serum creatinine or other biomarkers of renal function after creatine supplementation [97,105,106]. It should also be noted that the degree to which creatine supplementation increases serum creatinine may depend on whether creatine is supplemented as creatine monohydrate or creatine ethyl ester. Creatine ethyl ester has a higher solubility and is claimed to have better bioavailability [102,107]. Creatine ethyl ester can be degraded to creatinine in the gastrointestinal tract and has been shown to increase serum creatinine more than creatine monohydrate [102,107]. Either way, clinicians should be aware of the potential influence that creatine supplementation may have on the eGFR based on serum creatinine, while there is no actual change in renal function. Other biomarkers for renal function, such as cystatin C, could be used to circumvent this.




9. Limitations


Several limitations need to be addressed. First, we hypothesize that creatine synthesis decreases with increasing renal function impairment and may, therefore, increasingly become an essential nutrient. It does, however, remain unknown to what extent the diet can meet this increasing demand. Even if plant-based foods are increasingly recommended, most official guidelines do not yet state a preference for plant-based protein intake over animal protein intake. In fact, K/DOQI guidelines recommend that at least 50% of the dietary protein intake for patients treated with maintenance hemodialysis and chronic peritoneal dialysis should be of high biological value (i.e., likely of animal source) [9,13,14]. In addition, patient adherence to diet is often poor in patients on CKD, so it is possible that creatine demands are still met [108]. Therefore, studies are warranted to assess whether creatine intake in CKD patients meets the increased creatine demands or not.



Secondarily, no causal links have been established between creatine levels and CKD symptoms, or sarcopenia, muscle weakness, fatigue or impaired cognition. As these symptoms are multifaceted, other factors likely contribute. These other factors include low physical inactivity, inflammation, metabolic acidosis, activation of the ubiquitin–proteasome system and defective insulin signaling, which have all been implicated in the loss of muscle and weakness related to CKD [19,109,110,111,112].




10. Conclusions


Many CKD patients suffer from fatigability, muscle weakness, muscle wasting, and sarcopenia. These symptoms are similar to those in patients with a genetic deficiency in the enzyme required for creatine synthesis. Creatine is an essential contributor in cellular energy homeostasis, yet on a daily basis, 1.6–1.7% of the total creatine pool is degraded. To accommodate for these losses, a combination of dietary creatine intake and endogenous creatine synthesis is required. Endogenous creatine synthesis involves two enzymatic steps, of which the first step is a metabolic function of the kidney, facilitated by the enzyme AGAT. Recent findings strongly suggest that the capacity of renal AGAT, and thus endogenous creatine production, progressively decreases with increasing stages of CKD, to become absent or virtually absent in dialysis patients. We hypothesize that with an increasing stage of CKD, creatine coming from meat and dairy in food increasingly becomes an essential nutrient. This phenomenon will be most pronouncedly present in patients with dialysis-dependent CKD, because of the combination of the lowest endogenous production of creatine and the unopposed losses of creatine into the dialysate. With an increasing focus on a plant-based intake, it is likely that these increased demands for dietary creatine are not sufficiently met. The result being a creatine deficiency, with important contributions to the sarcopenia, fatigue, impaired quality of life, impaired cognition, spurious hyperphosphatemia, and premature mortality seen in CKD. Further studies are necessary to investigate the potential of increasing dietary creatine or creatine supplements in patients with dialysis-dependent CKD, and—if shown to be true—also in pre-dialysis patients with CKD stages 3–5.







Author Contributions


All authors have contributed to the manuscript and have approved this final version of the work.




Funding


This research received no external funding.




Acknowledgments


The research data presented in this manuscript are derived from the TransplantLines Food and Nutrition Biobank and Cohort Study (TxL-FN), which was funded by the Top Institute Food and Nutrition, and has ethical approval number METc2008/186 and trial registration number NCT02811835.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



Coresh, J.; Selvin, E.; Stevens, L.A.; Manzi, J.; Kusek, J.W.; Eggers, P.; Van Lente, F.; Levey, A.S. Prevalence of chronic kidney disease in the United States. JAMA 2007, 298, 2038–2047. [Google Scholar] [CrossRef]

	



Hill, N.R.; Fatoba, S.T.; Oke, J.L.; Hirst, J.A.; O’Callaghan, C.A.; Lasserson, D.S.; Hobbs, F.D. Global prevalence of chronic kidney disease—A systematic review and meta-analysis. PLoS ONE 2016, 11, e0158765. [Google Scholar] [CrossRef] [PubMed]

	



Grams, M.E.; Chow, E.K.; Segev, D.L.; Coresh, J. Lifetime incidence of CKD stages 3–5 in the United States. Am. J. Kidney Dis. 2013, 62, 245–252. [Google Scholar] [CrossRef] [PubMed]

	



Small, C.; Kramer, H.J.; Griffin, K.A.; Vellanki, K.; Leehey, D.J.; Bansal, V.K.; Markossian, T.W. Non-dialysis-dependent chronic kidney disease is associated with high total and out-of-pocket healthcare expenditures. BMC Nephrol. 2017, 18, 3. [Google Scholar] [CrossRef] [PubMed]

	



Honeycutt, A.A.; Segel, J.E.; Zhuo, X.; Hoerger, T.J.; Imai, K.; Williams, D. Medical costs of CKD in the Medicare population. J. Am. Soc. Nephrol. 2013, 24, 1478–1483. [Google Scholar] [CrossRef] [PubMed]

	



Wang, V.; Vilme, H.; Maciejewski, M.L.; Boulware, L.E. The economic burden of chronic kidney disease and end-stage renal disease. Semin. Nephrol. 2016, 36, 319–330. [Google Scholar] [CrossRef] [PubMed]

	



Abboud, H.; Henrich, W.L. Clinical practice. Stage IV chronic kidney disease. N. Engl. J. Med. 2010, 362, 56–65. [Google Scholar] [CrossRef]

	



Kalantar-Zadeh, K.; Fouque, D. Nutritional management of chronic kidney disease. N. Engl. J. Med. 2017, 377, 1765–1776. [Google Scholar] [CrossRef] [PubMed]

	



Clinical practice guidelines for nutrition in chronic renal failure. K/DOQI, National kidney foundation. Am. J. Kidney Dis. 2000, 35, S1–S140.

	



Fouque, D.; Vennegoor, M.; ter Wee, P.; Wanner, C.; Basci, A.; Canaud, B.; Haage, P.; Konner, K.; Kooman, J.; Martin-Malo, A.; et al. EBPG guideline on nutrition. Nephrol. Dial. Transplant. 2007, 22, 45–87. [Google Scholar] [CrossRef]

	



Toigo, G.; Aparicio, M.; Attman, P.O.; Cano, N.; Cianciaruso, B.; Engel, B.; Fouque, D.; Heidland, A.; Teplan, V.; Wanner, C. Expert Working Group report on nutrition in adult patients with renal insufficiency (part 1 of 2). Clin. Nutr. 2000, 19, 197–207. [Google Scholar] [CrossRef]

	



Toigo, G.; Aparicio, M.; Attman, P.O.; Cano, N.; Cianciaruso, B.; Engel, B.; Fouque, D.; Heidland, A.; Teplan, V.; Wanner, C. Expert working group report on nutrition in adult patients with renal insufficiency (Part 2 of 2). Clin. Nutr. 2000, 19, 281–291. [Google Scholar] [CrossRef]

	



Kopple, J.D. National Kidney Foundation K/DOQI clinical practice guidelines for nutrition in chronic renal failure. Am. J. Kidney Dis. 2001, 37, S66–S70. [Google Scholar] [CrossRef]

	



Kopple, J.D.; National Kidney Foundation K/DOQI Work Group. The National Kidney Foundation K/DOQI clinical practice guidelines for dietary protein intake for chronic dialysis patients. Am. J. Kidney Dis. 2001, 38, S68–S73. [Google Scholar] [CrossRef]

	



Willett, W.; Rockstrom, J.; Loken, B.; Springmann, M.; Lang, T.; Vermeulen, S.; Garnett, T.; Tilman, D.; DeClerck, F.; Wood, A.; et al. Food in the Anthropocene: The EAT-Lancet Commission on healthy diets from sustainable food systems. Lancet 2019, 393, 447–492. [Google Scholar] [CrossRef]

	



National Kidney Foundation Plant-Based Diet and Kidney Health. Available online: https://www.kidney.org/atoz/content/plant-based (accessed on 16 April 2019).

	



National Kidney Foundation Maintaining a Vegetarian Diet with Kidney Disease. Available online: https://www.kidney.org/atoz/content/vegetarian-diet-and-ckd (accessed on 16 April 2019).

	



Gluba-Brzozka, A.; Franczyk, B.; Rysz, J. Vegetarian diet in chronic kidney disease—A friend or foe. Nutrients 2017, 9, 374. [Google Scholar] [CrossRef]

	



Moorthi, R.N.; Avin, K.G. Clinical relevance of sarcopenia in chronic kidney disease. Curr. Opin. Nephrol. Hypertens. 2017, 26, 219–228. [Google Scholar] [CrossRef][Green Version]

	



Meijers, B.; Glorieux, G.; Poesen, R.; Bakker, S.J. Nonextracorporeal methods for decreasing uremic solute concentration: A future way to go? Semin. Nephrol. 2014, 34, 228–243. [Google Scholar] [CrossRef]

	



Piccoli, G.B.; Moio, M.R.; Fois, A.; Sofronie, A.; Gendrot, L.; Cabiddu, G.; D’Alessandro, C.; Cupisti, A. The diet and haemodialysis dyad: Three eras, four open questions and four paradoxes. A narrative review, towards a personalized, patient-centered approach. Nutrients 2017, 9, 372. [Google Scholar] [CrossRef]

	



Kopple, J.D. McCollum Award Lecture, 1996: Protein-energy malnutrition in maintenance dialysis patients. Am. J. Clin. Nutr. 1997, 65, 1544–1557. [Google Scholar] [CrossRef]

	



Laville, M.; Fouque, D. Nutritional aspects in hemodialysis. Kidney Int. Suppl. 2000, 76, S133–S139. [Google Scholar] [CrossRef] [PubMed]

	



Tucker, B.M.; Safadi, S.; Friedman, A.N. Is routine multivitamin supplementation necessary in US chronic adult hemodialysis patients? A systematic review. J. Ren. Nutr. 2015, 25, 257–264. [Google Scholar] [CrossRef]

	



Brosnan, J.T.; Brosnan, M.E. Creatine: Endogenous metabolite, dietary, and therapeutic supplement. Annu. Rev. Nutr. 2007, 27, 241–261. [Google Scholar] [CrossRef] [PubMed]

	



Wallimann, T.; Tokarska-Schlattner, M.; Schlattner, U. The creatine kinase system and pleiotropic effects of creatine. Amino Acids 2011, 40, 1271–1296. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Brosnan, J.T.; da Silva, R.P.; Brosnan, M.E. The metabolic burden of creatine synthesis. Amino Acids 2011, 40, 1325–1331. [Google Scholar] [CrossRef] [PubMed]

	



Wyss, M.; Kaddurah-Daouk, R. Creatine and creatinine metabolism. Physiol. Rev. 2000, 80, 1107–1213. [Google Scholar] [CrossRef] [PubMed]

	



Venderley, A.M.; Campbell, W.W. Vegetarian diets: Nutritional considerations for athletes. Sports Med. 2006, 36, 293–305. [Google Scholar] [CrossRef] [PubMed]

	



Delanghe, J.; De Slypere, J.P.; De Buyzere, M.; Robbrecht, J.; Wieme, R.; Vermeulen, A. Normal reference values for creatine, creatinine, and carnitine are lower in vegetarians. Clin. Chem. 1989, 35, 1802–1803. [Google Scholar]

	



Maccormick, V.M.; Hill, L.M.; Macneil, L.; Burke, D.G.; Smith-Palmer, T. Elevation of creatine in red blood cells in vegetarians and nonvegetarians after creatine supplementation. Can. J. Appl. Physiol. 2004, 29, 704–713. [Google Scholar] [CrossRef] [PubMed]

	



Walker, J.B. Repression of arginine-glycine transamidinase activity by dietary creatine. Biochim. Biophys. Acta 1959, 36, 574–575. [Google Scholar] [CrossRef]

	



Walker, J.B. Creatine: Biosynthesis, regulation, and function. Adv. Enzymol. Relat. Areas Mol. Biol. 1979, 50, 177–242. [Google Scholar] [PubMed]

	



Guthmiller, P.; Van Pilsum, J.F.; Boen, J.R.; McGuire, D.M. Cloning and sequencing of rat kidney L-arginine:glycine amidinotransferase. Studies on the mechanism of regulation by growth hormone and creatine. J. Biol. Chem. 1994, 269, 17556–17560. [Google Scholar] [PubMed]

	



McGuire, D.M.; Gross, M.D.; Van Pilsum, J.F.; Towle, H.C. Repression of rat kidney L-arginine:glycine amidinotransferase synthesis by creatine at a pretranslational level. J. Biol. Chem. 1984, 259, 12034–12038. [Google Scholar]

	



Garcia-Miranda, P.; Peral, M.J.; Ilundain, A.A. Effect of antidiuresis on renal creatine metabolism. J. Physiol. Pharmacol. 2010, 61, 83–88. [Google Scholar]

	



Levillain, O.; Marescau, B.; de Deyn, P.P. Guanidino compound metabolism in rats subjected to 20% to 90% nephrectomy. Kidney Int. 1995, 47, 464–472. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Goldman, R.; Moss, J.X. Creatine synthesis after creatinine loading and after nephrectomy. Proc. Soc. Exp. Biol. Med. 1960, 105, 450–453. [Google Scholar] [CrossRef] [PubMed]

	



Fitch, C.D.; Hsu, C.; Dinning, J.S. The mechanism of kidney transamidinase reduction in vitamin E-deficient rabbits. J. Biol. Chem. 1961, 236, 490–492. [Google Scholar] [PubMed]

	



Edison, E.E.; Brosnan, M.E.; Meyer, C.; Brosnan, J.T. Creatine synthesis: Production of guanidinoacetate by the rat and human kidney in vivo. Am. J. Physiol. Ren. Physiol. 2007, 293, F1799–F1804. [Google Scholar] [CrossRef]

	



Sandberg, A.A.; Hecht, H.H.; Tyler, F.H. Studies in disorders of muscle. X. The site of creatine synthesis in the human. Metabolism 1953, 2, 22–29. [Google Scholar]

	



Bischoff, A.; Bucher, M.; Gekle, M.; Sauvant, C. PAH clearance after renal ischemia and reperfusion is a function of impaired expression of basolateral Oat1 and Oat3. Physiol. Rep. 2014, 2, e00243. [Google Scholar] [CrossRef]

	



Van Acker, B.A.; Koomen, G.C.; Arisz, L. Drawbacks of the constant-infusion technique for measurement of renal function. Am. J. Physiol. 1995, 268, F543–F552. [Google Scholar] [CrossRef]

	



Lote, C.J.; McVicar, A.J.; Yardley, C.P. Renal extraction and clearance of p-aminohippurate during saline and dextrose infusion in the rat. J. Physiol. 1985, 363, 303–313. [Google Scholar] [CrossRef]

	



Nauck, M.A.; Liess, H.; Siegel, E.G.; Niedmann, P.D.; Creutzfeldt, W. Critical evaluation of the ‘heated-hand-technique’ for obtaining ‘arterialized’ venous blood: Incomplete arterialization and alterations in glucagon responses. Clin. Physiol. 1992, 12, 537–552. [Google Scholar] [CrossRef] [PubMed]

	



Edinburgh, R.M.; Hengist, A.; Smith, H.A.; Betts, J.A.; Thompson, D.; Walhin, J.P.; Gonzalez, J.T. Prior exercise alters the difference between arterialised and venous glycaemia: Implications for blood sampling procedures. Br. J. Nutr. 2017, 117, 1414–1421. [Google Scholar] [CrossRef]

	



Frenay, A.R.; Kayacelebi, A.A.; Beckmann, B.; Soedamah-Muhtu, S.S.; de Borst, M.H.; van den Berg, E.; van Goor, H.; Bakker, S.J.; Tsikas, D. High urinary homoarginine excretion is associated with low rates of all-cause mortality and graft failure in renal transplant recipients. Amino Acids 2015, 47, 1827–1836. [Google Scholar] [CrossRef]

	



Kayacelebi, A.A.; Minovic, I.; Hanff, E.; Frenay, A.S.; de Borst, M.H.; Feelisch, M.; van Goor, H.; Bakker, S.J.L.; Tsikas, D. Low plasma homoarginine concentration is associated with high rates of all-cause mortality in renal transplant recipients. Amino Acids 2017, 49, 1193–1202. [Google Scholar] [CrossRef]

	



Tsikas, D.; Wu, G. Homoarginine, arginine, and relatives: Analysis, metabolism, transport, physiology, and pathology. Amino Acids 2015, 47, 1697–1702. [Google Scholar] [CrossRef] [PubMed]

	



Hou, Y.; Hu, S.; Jia, S.; Nawaratna, G.; Che, D.; Wang, F.; Bazer, F.W.; Wu, G. Whole-body synthesis of L-homoarginine in pigs and rats supplemented with L-arginine. Amino Acids 2016, 48, 993–1001. [Google Scholar] [CrossRef] [PubMed]

	



Said, M.Y.; Douwes, R.M.; van Londen, M.; Minovic, I.; Frenay, A.R.; de Borst, M.H.; van den Berg, E.; Heiner-Fokkema, M.R.; Kayacelebi, A.A.; Bollenbach, A.; et al. Effect of renal function on homeostasis of asymmetric dimethylarginine (ADMA): Studies in donors and recipients of renal transplants. Amino Acids 2019, 51, 565–575. [Google Scholar] [CrossRef] [PubMed]

	



Post, A.; Minovic, I.; van den Berg, E.; Eggersdorfer, M.L.; Navis, G.J.; Geleijnse, J.M.; Gans, R.O.B.; van Goor, H.; Struck, J.; Franssen, C.F.M.; et al. Renal sulfate reabsorption in healthy individuals and renal transplant recipients. Physiol. Rep. 2018, 6, e13670. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Taner, T.; Iqbal, C.W.; Textor, S.C.; Stegall, M.D.; Ishitani, M.B. Compensatory hypertrophy of the remaining kidney in medically complex living kidney donors over the long term. Transplantation 2015, 99, 555–559. [Google Scholar] [CrossRef]

	



Levillain, O. Expression and function of arginine-producing and consuming-enzymes in the kidney. Amino Acids 2012, 42, 1237–1252. [Google Scholar] [CrossRef] [PubMed]

	



Schelling, J.R. Tubular atrophy in the pathogenesis of chronic kidney disease progression. Pediatr. Nephrol. 2016, 31, 693–706. [Google Scholar] [CrossRef] [PubMed]

	



Souza, V.A.; Oliveira, D.; Barbosa, S.R.; Correa, J.O.D.A.; Colugnati, F.A.B.; Mansur, H.N.; Fernandes, N.M.D.S.; Bastos, M.G. Sarcopenia in patients with chronic kidney disease not yet on dialysis: Analysis of the prevalence and associated factors. PLoS ONE 2017, 12, e0176230. [Google Scholar] [CrossRef]

	



Weiner, D.E.; Seliger, S.L. Cognitive and physical function in chronic kidney disease. Curr. Opin. Nephrol. Hypertens. 2014, 23, 291–297. [Google Scholar] [CrossRef] [PubMed]

	



Hung, R.; Wong, B.; Goldet, G.; Davenport, A. Differences in prevalence of muscle wasting in patients receiving peritoneal dialysis per dual-energy X-ray absorptiometry due to variation in guideline definitions of sarcopenia. Nutr. Clin. Pract. 2017, 32, 539–544. [Google Scholar] [CrossRef] [PubMed]

	



Foley, R.N.; Wang, C.; Ishani, A.; Collins, A.J.; Murray, A.M. Kidney function and sarcopenia in the United States general population: NHANES III. Am. J. Nephrol. 2007, 27, 279–286. [Google Scholar] [CrossRef] [PubMed]

	



Beddhu, S.; Pappas, L.M.; Ramkumar, N.; Samore, M. Effects of body size and body composition on survival in hemodialysis patients. J. Am. Soc. Nephrol. 2003, 14, 2366–2372. [Google Scholar] [CrossRef] [PubMed]

	



Oterdoom, L.H.; van Ree, R.M.; de Vries, A.P.; Gansevoort, R.T.; Schouten, J.P.; van Son, W.J.; Homan van der Heide, J.J.; Navis, G.; de Jong, P.E.; Gans, R.O.; et al. Urinary creatinine excretion reflecting muscle mass is a predictor of mortality and graft loss in renal transplant recipients. Transplantation 2008, 86, 391–398. [Google Scholar] [CrossRef]

	



Poortmans, J.R.; Boisseau, N.; Moraine, J.J.; Moreno-Reyes, R.; Goldman, S. Estimation of total-body skeletal muscle mass in children and adolescents. Med. Sci. Sports Exerc. 2005, 37, 316–322. [Google Scholar] [CrossRef]

	



Proctor, D.N.; O’Brien, P.C.; Atkinson, E.J.; Nair, K.S. Comparison of techniques to estimate total body skeletal muscle mass in people of different age groups. Am. J. Physiol. 1999, 277, E489–E495. [Google Scholar] [CrossRef] [PubMed]

	



Heymsfield, S.B.; Arteaga, C.; McManus, C.; Smith, J.; Moffitt, S. Measurement of muscle mass in humans: Validity of the 24-hour urinary creatinine method. Am. J. Clin. Nutr. 1983, 37, 478–494. [Google Scholar] [CrossRef]

	



Polinder-Bos, H.A.; Nacak, H.; Dekker, F.W.; Bakker, S.J.L.; Gaillard, C.A.J.M.; Gansevoort, R.T. Low urinary creatinine excretion is associated with self-reported frailty in patients with advanced chronic kidney disease. Kidney Int. Rep. 2017, 2, 676–685. [Google Scholar] [CrossRef]

	



Fried, L.F.; Boudreau, R.; Lee, J.S.; Chertow, G.; Kurella-Tamura, M.; Shlipak, M.G.; Ding, J.; Sellmeyer, D.; Tylavsky, F.A.; Simsonick, E.; et al. Kidney function as a predictor of loss of lean mass in older adults: Health, aging and body composition study. J. Am. Geriatr. Soc. 2007, 55, 1578–1584. [Google Scholar] [CrossRef]

	



Foster, B.J.; Kalkwarf, H.J.; Shults, J.; Zemel, B.S.; Wetzsteon, R.J.; Thayu, M.; Foerster, D.L.; Leonard, M.B. Association of chronic kidney disease with muscle deficits in children. J. Am. Soc. Nephrol. 2011, 22, 377–386. [Google Scholar] [CrossRef] [PubMed]

	



Wilson, F.P.; Xie, D.; Anderson, A.H.; Leonard, M.B.; Reese, P.P.; Delafontaine, P.; Horwitz, E.; Kallem, R.; Navaneethan, S.; Ojo, A.; et al. Urinary creatinine excretion, bioelectrical impedance analysis, and clinical outcomes in patients with CKD: The CRIC study. Clin. J. Am. Soc. Nephrol. 2014, 9, 2095–2103. [Google Scholar] [CrossRef]

	



Murray, A.M.; Tupper, D.E.; Knopman, D.S.; Gilbertson, D.T.; Pederson, S.L.; Li, S.; Smith, G.E.; Hochhalter, A.K.; Collins, A.J.; Kane, R.L. Cognitive impairment in hemodialysis patients is common. Neurology 2006, 67, 216–223. [Google Scholar] [CrossRef] [PubMed]

	



Kurella Tamura, M.; Muntner, P.; Wadley, V.; Cushman, M.; Zakai, N.A.; Bradbury, B.D.; Kissela, B.; Unverzagt, F.; Howard, G.; Warnock, D.; et al. Albuminuria, kidney function, and the incidence of cognitive impairment among adults in the United States. Am. J. Kidney Dis. 2011, 58, 756–763. [Google Scholar] [CrossRef] [PubMed]

	



Sarnak, M.J.; Tighiouart, H.; Scott, T.M.; Lou, K.V.; Sorensen, E.P.; Giang, L.M.; Drew, D.A.; Shaffi, K.; Strom, J.A.; Singh, A.K.; et al. Frequency of and risk factors for poor cognitive performance in hemodialysis patients. Neurology 2013, 80, 471–480. [Google Scholar] [CrossRef][Green Version]

	



Yaffe, K.; Ackerson, L.; Kurella Tamura, M.; Le Blanc, P.; Kusek, J.W.; Sehgal, A.R.; Cohen, D.; Anderson, C.; Appel, L.; Desalvo, K.; et al. Chronic kidney disease and cognitive function in older adults: Findings from the chronic renal insufficiency cohort cognitive study. J. Am. Geriatr. Soc. 2010, 58, 338–345. [Google Scholar] [CrossRef]

	



Nouioua, S.; Cheillan, D.; Zaouidi, S.; Salomons, G.S.; Amedjout, N.; Kessaci, F.; Boulahdour, N.; Hamadouche, T.; Tazir, M. Creatine deficiency syndrome. A treatable myopathy due to arginine-glycine amidinotransferase (AGAT) deficiency. Neuromuscul. Disord. 2013, 23, 670–674. [Google Scholar] [CrossRef] [PubMed]

	



Stockler-Ipsiroglu, S.; Apatean, D.; Battini, R.; DeBrosse, S.; Dessoffy, K.; Edvardson, S.; Eichler, F.; Johnston, K.; Koeller, D.M.; Nouioua, S.; et al. Arginine:glycine amidinotransferase (AGAT) deficiency: Clinical features and long term outcomes in 16 patients diagnosed worldwide. Mol. Genet. Metab. 2015, 116, 252–259. [Google Scholar] [CrossRef]

	



Battini, R.; Alessandri, M.G.; Leuzzi, V.; Moro, F.; Tosetti, M.; Bianchi, M.C.; Cioni, G. Arginine:glycine amidinotransferase (AGAT) deficiency in a newborn: Early treatment can prevent phenotypic expression of the disease. J. Pediatr. 2006, 148, 828–830. [Google Scholar] [CrossRef] [PubMed]

	



Battini, R.; Leuzzi, V.; Carducci, C.; Tosetti, M.; Bianchi, M.C.; Item, C.B.; Stockler-Ipsiroglu, S.; Cioni, G. Creatine depletion in a new case with AGAT deficiency: Clinical and genetic study in a large pedigree. Mol. Genet. Metab. 2002, 77, 326–331. [Google Scholar] [CrossRef]

	



Moranne, O.; Froissart, M.; Rossert, J.; Gauci, C.; Boffa, J.J.; Haymann, J.P.; M’rad, M.B.; Jacquot, C.; Houillier, P.; Stengel, B.; et al. Timing of onset of CKD-related metabolic complications. J. Am. Soc. Nephrol. 2009, 20, 164–171. [Google Scholar] [CrossRef] [PubMed]

	



Thomas, R.; Kanso, A.; Sedor, J.R. Chronic kidney disease and its complications. Prim. Care 2008, 35, 329–344. [Google Scholar] [CrossRef]

	



Mallappallil, M.; Friedman, E.A.; Delano, B.G.; McFarlane, S.I.; Salifu, M.O. Chronic kidney disease in the elderly: Evaluation and management. Clin. Pract. (Lond.) 2014, 11, 525–535. [Google Scholar] [CrossRef]

	



Chiu, Y.W.; Teitelbaum, I.; Misra, M.; de Leon, E.M.; Adzize, T.; Mehrotra, R. Pill burden, adherence, hyperphosphatemia, and quality of life in maintenance dialysis patients. Clin. J. Am. Soc. Nephrol. 2009, 4, 1089–1096. [Google Scholar] [CrossRef]

	



Sherman, R.A. Hyperphosphatemia in Dialysis Patients: Beyond Nonadherence to Diet and Binders. Am. J. Kidney Dis. 2016, 67, 182–186. [Google Scholar] [CrossRef]

	



Fukuoka, K.; Sato, Y.; Sakurai, H.; Kawashima, S.; Kaname, S.; Arimura, Y. A dialysis patient with hyperphosphatemia, hyperkalemia, and azotemia without an excessive intake. Kidney Int. Rep. 2017, 2, 770–773. [Google Scholar] [CrossRef]

	



Twycross-Lewis, R.; Kilduff, L.P.; Wang, G.; Pitsiladis, Y.P. The effects of creatine supplementation on thermoregulation and physical (cognitive) performance: A review and future prospects. Amino Acids 2016, 48, 1843–1855. [Google Scholar] [CrossRef]

	



Dempsey, R.L.; Mazzone, M.F.; Meurer, L.N. Does oral creatine supplementation improve strength? A meta-analysis. J. Fam. Pract. 2002, 51, 945–951. [Google Scholar]

	



Branch, J.D. Effect of creatine supplementation on body composition and performance: A meta-analysis. Int. J. Sport Nutr. Exerc. Metab. 2003, 13, 198–226. [Google Scholar] [CrossRef]

	



Lanhers, C.; Pereira, B.; Naughton, G.; Trousselard, M.; Lesage, F.X.; Dutheil, F. Creatine supplementation and lower limb strength performance: A systematic review and meta-analyses. Sports Med. 2015, 45, 1285–1294. [Google Scholar] [CrossRef]

	



Devries, M.C.; Phillips, S.M. Creatine supplementation during resistance training in older adults-a meta-analysis. Med. Sci. Sports Exerc. 2014, 46, 1194–1203. [Google Scholar] [CrossRef]

	



Gotshalk, L.A.; Volek, J.S.; Staron, R.S.; Denegar, C.R.; Hagerman, F.C.; Kraemer, W.J. Creatine supplementation improves muscular performance in older men. Med. Sci. Sports Exerc. 2002, 34, 537–543. [Google Scholar] [CrossRef][Green Version]

	



Gotshalk, L.A.; Kraemer, W.J.; Mendonca, M.A.; Vingren, J.L.; Kenny, A.M.; Spiering, B.A.; Hatfield, D.L.; Fragala, M.S.; Volek, J.S. Creatine supplementation improves muscular performance in older women. Eur. J. Appl. Physiol. 2008, 102, 223–231. [Google Scholar] [CrossRef]

	



Chang, C.T.; Wu, C.H.; Yang, C.W.; Huang, J.Y.; Wu, M.S. Creatine monohydrate treatment alleviates muscle cramps associated with haemodialysis. Nephrol. Dial. Transplant. 2002, 17, 1978–1981. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Bender, A.; Koch, W.; Elstner, M.; Schombacher, Y.; Bender, J.; Moeschl, M.; Gekeler, F.; Muller-Myhsok, B.; Gasser, T.; Tatsch, K.; et al. Creatine supplementation in Parkinson disease: A placebo-controlled randomized pilot trial. Neurology 2006, 67, 1262–1264. [Google Scholar] [CrossRef] [PubMed]

	



McMorris, T.; Mielcarz, G.; Harris, R.C.; Swain, J.P.; Howard, A. Creatine supplementation and cognitive performance in elderly individuals. Neuropsychol. Dev. Cogn. B. Aging Neuropsychol. Cogn. 2007, 14, 517–528. [Google Scholar] [CrossRef] [PubMed]

	



Avgerinos, K.I.; Spyrou, N.; Bougioukas, K.I.; Kapogiannis, D. Effects of creatine supplementation on cognitive function of healthy individuals: A systematic review of randomized controlled trials. Exp. Gerontol. 2018, 108, 166–173. [Google Scholar] [CrossRef] [PubMed]

	



Gualano, B.; Artioli, G.G.; Poortmans, J.R.; Lancha Junior, A.H. Exploring the therapeutic role of creatine supplementation. Amino Acids 2010, 38, 31–44. [Google Scholar] [CrossRef] [PubMed]

	



Kim, H.J.; Kim, C.K.; Carpentier, A.; Poortmans, J.R. Studies on the safety of creatine supplementation. Amino Acids 2011, 40, 1409–1418. [Google Scholar] [CrossRef] [PubMed]

	



Jagim, A.R.; Stecker, R.A.; Harty, P.S.; Erickson, J.L.; Kerksick, C.M. Safety of creatine supplementation in active adolescents and youth: A brief review. Front. Nutr. 2018, 5, 115. [Google Scholar] [CrossRef] [PubMed]

	



Poortmans, J.R.; Francaux, M. Long-term oral creatine supplementation does not impair renal function in healthy athletes. Med. Sci. Sports Exerc. 1999, 31, 1108–1110. [Google Scholar] [CrossRef][Green Version]

	



Gualano, B.; de Salles Painelli, V.; Roschel, H.; Lugaresi, R.; Dorea, E.; Artioli, G.G.; Lima, F.R.; da Silva, M.E.; Cunha, M.R.; Seguro, A.C.; et al. Creatine supplementation does not impair kidney function in type 2 diabetic patients: A randomized, double-blind, placebo-controlled, clinical trial. Eur. J. Appl. Physiol. 2011, 111, 749–756. [Google Scholar] [CrossRef]

	



Gualano, B.; Ugrinowitsch, C.; Novaes, R.B.; Artioli, G.G.; Shimizu, M.H.; Seguro, A.C.; Harris, R.C.; Lancha, A.H. Effects of creatine supplementation on renal function: A randomized, double-blind, placebo-controlled clinical trial. Eur. J. Appl. Physiol. 2008, 103, 33–40. [Google Scholar] [CrossRef]

	



Kreider, R.B.; Melton, C.; Rasmussen, C.J.; Greenwood, M.; Lancaster, S.; Cantler, E.C.; Milnor, P.; Almada, A.L. Long-term creatine supplementation does not significantly affect clinical markers of health in athletes. Mol. Cell. Biochem. 2003, 244, 95–104. [Google Scholar] [CrossRef]

	



Pereira, R.T.; Dorr, F.A.; Pinto, E.; Solis, M.Y.; Artioli, G.G.; Fernandes, A.L.; Murai, I.H.; Dantas, W.S.; Seguro, A.C.; Santinho, M.A.; et al. Can creatine supplementation form carcinogenic heterocyclic amines in humans? J. Physiol. 2015, 593, 3959–3971. [Google Scholar] [CrossRef][Green Version]

	



Velema, M.S.; de Ronde, W. Elevated plasma creatinine due to creatine ethyl ester use. Neth. J. Med. 2011, 69, 79–81. [Google Scholar]

	



Williamson, L.; New, D. How the use of creatine supplements can elevate serum creatinine in the absence of underlying kidney pathology. BMJ Case Rep. 2014. [Google Scholar] [CrossRef]

	



Willis, J.; Jones, R.; Nwokolo, N.; Levy, J. Protein and creatine supplements and misdiagnosis of kidney disease. BMJ 2010, 340, b5027. [Google Scholar] [CrossRef]

	



Lugaresi, R.; Leme, M.; de Salles Painelli, V.; Murai, I.H.; Roschel, H.; Sapienza, M.T.; Lancha Junior, A.H.; Gualano, B. Does long-term creatine supplementation impair kidney function in resistance-trained individuals consuming a high-protein diet? J. Int. Soc. Sports Nutr. 2013, 10, 26. [Google Scholar] [CrossRef]

	



Mayhew, D.L.; Mayhew, J.L.; Ware, J.S. Effects of long-term creatine supplementation on liver and kidney functions in American college football players. Int. J. Sport Nutr. Exerc. Metab. 2002, 12, 453–460. [Google Scholar] [CrossRef]

	



Spillane, M.; Schoch, R.; Cooke, M.; Harvey, T.; Greenwood, M.; Kreider, R.; Willoughby, D.S. The effects of creatine ethyl ester supplementation combined with heavy resistance training on body composition, muscle performance, and serum and muscle creatine levels. J. Int. Soc. Sports Nutr. 2009, 6, 6. [Google Scholar] [CrossRef] [PubMed]

	



Beerendrakumar, N.; Ramamoorthy, L.; Haridasan, S. Dietary and Fluid Regime Adherence in Chronic Kidney Disease Patients. J. Caring Sci. 2018, 7, 17–20. [Google Scholar] [CrossRef]

	



Souza, V.A.; Oliveira, D.; Mansur, H.N.; Fernandes, N.M.; Bastos, M.G. Sarcopenia in chronic kidney disease. J. Bras. Nefrol. 2015, 37, 98–105. [Google Scholar] [CrossRef]

	



Wang, X.H.; Mitch, W.E. Mechanisms of muscle wasting in chronic kidney disease. Nat. Rev. Nephrol. 2014, 10, 504–516. [Google Scholar] [CrossRef][Green Version]

	



Jhamb, M.; Liang, K.; Yabes, J.; Steel, J.L.; Dew, M.A.; Shah, N.; Unruh, M. Prevalence and correlates of fatigue in chronic kidney disease and end-stage renal disease: Are sleep disorders a key to understanding fatigue? Am. J. Nephrol. 2013, 38, 489–495. [Google Scholar] [CrossRef]

	



Bronas, U.G.; Puzantian, H.; Hannan, M. Cognitive Impairment in Chronic Kidney Disease: Vascular Milieu and the Potential Therapeutic Role of Exercise. BioMed Res. Int. 2017, 2017, 2726369. [Google Scholar] [CrossRef]








[image: Nutrients 11 01044 g001 550]





Figure 1. Simplified schematic overview of creatine homeostasis. It has been estimated that young 70 kg-weighing men with normal muscle mass contains about 120 g of total creatine (creatine and phosphocreatine), which equals 915 mmol of creatine, since its molecular weight is 131 g/mol. With a conversion rate of 1.6% per day, and the slightly lower molecular weight of creatinine of 113 g/mol, this will result in a daily 24 h urinary creatinine excretion of approximately 1.65 g, which is equivalent to 14.6 mmol, and thus also equivalent to a loss of 14.6 mmol of creatine, which implies a loss of 1.91 g of creatine per day. The average diet of young omnivorous 70 kg-weighing men has been estimated to contain 7.9 mmol of creatine per day, which with an intestinal absorption rate of 80%, will result in an uptake of creatine from the diet of 6.3 mmol/day, resulting in requirement of endogenous creatine synthesis at a rate of 8.3 mmol/day required to remain in steady state. Because of their lower muscle mass and dietary intake, rates for women would be about 70–80% of that in men [27]. 
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Figure 2. Enzymatic functions of AGAT, showing that guanidinoacetate is further metabolized to creatine and eventually creatinine, while homoarginine is not further metabolized. 
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Figure 3. Schematic overview indicating the increasing demand for dietary creatine as endogenous creatine production falls during chronic kidney disease (CKD) progression. 
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Table 1. Effect of unilateral nephrectomy on biochemical parameters in 127 healthy kidney donors. Study design and methods are described previously [51,52].
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	Variable
	N
	Before Donation
	After Donation
	Absolute Difference
	Change in Mean (%)
	p-Value





	Urinary homoarginine excretion (µmol/24 h)
	127
	4.0 ± 4.4
	3.0 ± 2.3
	1.1 ± 3.4
	−25
	0.001



	Urinary urea excretion (mmol/24 h)
	125
	420 ± 127
	394 ± 111
	26 ± 140
	−6
	0.04



	Urinary sodium excretion (mmol/24 h)
	125
	203 ± 72
	176 ± 65
	27 ± 82
	−13
	<0.001



	Plasma homoarginine (µmol/L)
	125
	1.7 ± 0.6
	1.5 ± 0.5
	0.2 ± 0.4
	−12
	<0.001



	Plasma guanidinoacetate (µmol/L)
	127
	2.9 ± 1.1
	2.3 ± 0.5
	0.6 ± 1.0
	−23
	<0.001



	Serum creatinine (µmol/L)
	127
	73 ± 12
	107 ± 21
	−35 ± 11
	+47
	<0.001



	mGFR (mL/min)
	127
	118 ± 24
	74 ± 14
	43 ± 14
	−37
	<0.001



	eGFR (mL/min/1.73 m2)
	127
	95 ± 16
	60 ± 12
	34 ± 10
	−37
	<0.001







Abbreviations: eGFR: estimated glomerular filtration rate. mGFR: measured glomerular filtration rate.
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