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Greetings, highly respected professors, doctors, colleagues, students, ladies and gentlemen, 

The incidence of kidney diseases has significantly increased over the past several years. This rise is 
a major concern for our society because, without proper care and treatment, the patients may prog-
ress to end-stage kidney disease, which requires advanced treatments such as hemodialysis or even 
renal transplantation. These conditions not only present daily challenges, including financial prob-
lems, but also place a burden on families and society as a whole. In response, our doctors, particu-
larly nephrologists, are continuously seeking effective solutions to address this issue, which is sup-
ported by the guidance and policies of our government and Ministry of Health, as well as the 
substantial assistance and collaboration from our partner, Japan. 

At today’s conference, we will hear from international doctors from Japan and Singapore in the first 
and second sessions, respectively, followed by presentations from our local doctors in the third 
session. This year’s conference is particularly special as we are introducing our new generation of 
nephrologists as speakers. Moreover, the presentations will cover a wide range of topics, including 
hemodialysis, chronic kidney failure, acute kidney injury, glomerulonephritis, as well as many other 
interesting topics. The main purpose is to raise awareness among the public and medical profes-
sionals about the prevention, diagnosis, and management of kidney diseases in order to enhance the 
well-being of the Cambodian people. 

I strongly hope this occasion will be a valuable opportunity for all of us, the participants, to expand 
our knowledge in nephrology by discussing and sharing information and updates related to kidney 
diseases. This conference will also benefit our young nephrologists, helping them to further develop 
their expertise in the field. By doing so, we can improve our ability to provide better care and treat-
ment for our patients. 

Last but not least, I want to express my sincere gratitude for your precious participation. I wish you 
all the very best and am honored to announce the opening of the 7th Annual Conference of the 
Cambodian Association of Nephrology. 
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Dietary therapy tailored to dialysis treatment

Yukie Kitajima Ph.D., R.D.

Dept. of Medical Nutrition, Tokyo Healthcare University

Understanding and Managing IgA Nephropathy

Liew Seng Teck Adrian M.D.
Mount Elizabeth Novena Specialist Centre, Singapore

The goals of dietary therapy in chronic kidney 
disease are to slow the decline in renal function, 
prevent the onset and severity of hemodialysis 
complications, and prevent nutritional disorders. 
The basics of a dialysis diet are salt and water 
restriction, adequate energy and protein intake, and 
potassium and phosphorus restriction. Phosphorus 
management is difficult and can accelerate the 
onset of complications, especially when sufficient 
dialysis or administration of phosphorus-lowering 
drugs (phosphate binders) is not possible. The 
maximum intake of phosphorus is about 800 mg 
per day, and any more than that will accumulate 
in the bloodstream. One can absorb accumulated 
excess phosphorus by using a phosphate binder. 
However, this assumes that one’s phosphorus 
intake is regulated by food consumption. The 
higher the variety and amount of food consumed, 
the higher the intake of phosphorus. The amount 
of phosphorus in grains is low, while beans and 
nuts are high in phosphorus. Phosphorus is also 
not abundant in fruits and vegetables. On the other 
hand, seafood, meat, dairy products, processed 
foods, and organs are high in phosphorus. Organic 
phosphorus is found in natural foods such as 
meat and vegetables as phosphoric acid bound to 
proteins. As a result, organic phosphorus is easily 
hydrolyzed and rapidly absorbed by the intestines. 
The absorption rate for phosphorus from meat 
is 50%, while the absorption rate for organic 
phosphorus found in fruits and vegetables is 30%. 
Unlike organic phosphorus, inorganic phosphorus 

found in food additives is not bound to proteins and 
is therefore rapidly absorbed by the intestines. The 
absorption rate for inorganic phosphorus is close to 
100%. We need to assess what foods our patients 
eat most often and then guide them in making the 
necessary dietary changes. Educating them on 
how to eat well and make good choices will help 
maintain their nutritional status and prevent the 
development of complications. However, if standard 
hemodialysis (3 times/week, 4 hours/treatment) is 
not possible, a low-protein diet therapy should be 
used.

IgA Nephropathy is the most common biopsy-
proven glomerulonephritis globally, often affecting 
young patients at the most economically productive 
period of their lives. While generally considered 
to be a slow progressive disease, the lifetime risk 
of end-stage kidney failure remains high. There is 
a well-recognized ethnicity driven risk of kidney 
failure with Asians generally accepted to have a 
more aggressive course. Incidence of the condition 
continues to be a gross underestimate globally 
and is determined by biopsy practice, access to 
health screening and health seeking behaviors. 
Currently, proteinuria remains the key biomarker 
that is used to identify individuals at high risk of 
disease progression with anti-proteinuria therapy, 
therefore, being long accepted as the standard of 
care in patients with IgA nephropathy. Recently, 
the addition of SGLT-2 inhibitors has been shown 
to improve renal survival outcomes in subgroup 
analysis of large-scale CKD clinical trials where a 
significant proportion of IgA nephropathy patients 
were included in the study population. Despite this, 
a high proportion of patients continue to develop 
kidney failure requiring kidney replacement 
therapy. Until recently, corticosteroids had been the 
only immunosuppression therapy recommended 
by guidelines for treatment of high risk individuals 
but unfortunately, were associated with a high 
prevalence of unwanted side-effects including 
life-threatening infections. The elucidation of 
the pathogenesis of IgA nephropathy over the 
last 2 decades has improved our understanding 

of the course of the disease with increased levels 
of poorly galactosylated IgA1 (Gd-IgA1) being 
recognized as the key inciting event of the condition. 
Consequently, this has generated significant 
interests in testing novel therapeutic agents 
targeting different aspects of the pathogenic 
pathway in large number of well-conducted 
clinical trials. Endothelin A receptor antagonists 
are set to be included as an agent targeting the 
downstream cellular proliferation and fibrotic 
effects of the disease, with studies showing their 
effectiveness in further lowering proteinuria on top 
of RAS blockade. More importantly, new studies 
have started to demonstrate the effectiveness of 
novel drugs in ameliorating the upstream effect of 
Gd-IgA1. This can be achieved through a targeted-
release budesonide or agents blocking BAFF and/
or APRIL pathway, opening up an exciting area 
of a potential ability to control IgA nephropathy 
at its root cause. Finally, complement inhibitors 
affecting different pathways of the complement 
cascade is being investigated as a potential 
alternative to systemic corticosteroids in reducing 
the inflammatory damage and progression of CKD 
in this patient population. Indeed, the number 
of therapeutic options for the treatment of IgA 
nephropathy will increase substantially in the next 
few years and the clinical practice guidelines are 
likely to have to keep up with the pace of drugs 
being approved for this condition.

Abstracts Abstracts
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AbstractsAbstracts

Contrast Induced Nephropathy : Current Practice

HOV Chomroeun M.D.

Calmette Hospital

Radiological procedures utilizing intravenous 
iodinated contrast agents are being widely utilized 
for both therapeutic and diagnostic purposes. This 
has resulted in an increasing incidence of procedure-
related, contrast-induced nephropathy (CIN) when 
the kidney function altered severely in particularly. 
CIN is commonly defined as a decline in kidney 
function occurring in a narrow time window 
after administration of iodinated contrast agents. 
Although self-limiting in most cases, CIN carries a 
risk of more permanent renal insufficiency, dialysis, 
and death.
It remains a common and serious complication 

among at-risk patients after exposure of contrast 
agents. Therefore, it is important to identify 
patients who are at risk during early stages to 
implement preventative strategies to decrease the 
incidence of CIN.
Minimizing the amount of contrast administered 
and providing adequate hydration are the 
cornerstones of an effective preventative approach. 
This topic focuses on the basic concepts of CIN 
and summarizes the current understanding of its 
pathophysiology. In addition, it provides current 
practical recommendations with respect to CIN 
prevention and management.

Drug-induced acute tubular necrosis (ATN) is a 
significant and potentially life-threatening condition 
characterized by the rapid deterioration of renal 
function due to toxic effects of medications on renal 
tubular cells and is the common cause of acute 
kidney injury (AKI). Antibiotics are one of the 
most common causes, especially Vancomycin and 
aminoglycoside.
The pathophysiology of drug-induced ATN involves 
direct toxicity to renal tubular epithelial cells,
leading to cellular dysfunction, necrosis, and 
impaired tubular reabsorption. Risk factors such 
as preexisting renal impairment, advanced age, 
proteinuric diabetic or hypertensive, hypotension in 
liver and heart failure and high cumulative doses of 
nephrotoxic drugs increase susceptibility to ATN.
Clinical presentation varies from asymptomatic 
renal dysfunction to severe acute kidney injury 
(AKI)
with oliguria, fluid overload, electrolyte 
disturbances, and uremia. Diagnosis is typically 
made based on clinical history, detailed medication 
history, laboratory findings (e.g., elevated serum 
Cheatinine, decreased urine output), and sometimes 
renal biopsy may be necessary in ambiguous cases 
to confirm the diagnosis.
Management strategies focus on discontinuing the 
offending drug promptly, supportive care

including fluid and hemodynamical management, 
electrolyte correction, and renal replacement
therapy in severe cases. Prevention involves vigilant 
monitoring of renal function in patients at risk,
dose adjustment in those with impaired renal 
clearance, and avoidance of nephrotoxic drug 
combinations whenever possible.
In conclusion, drug-induced ATN represents 
a critical clinical entity necessitating early 
recognition and intervention to mitigate renal 
injury and improve patient outcomes. Healthcare 
providers should remain vigilant in identifying 
potential nephrotoxic insults and managing them 
appropriately to minimize morbidity and mortality 
associated with drug-induced ATN.

KEYWORDS: Acute kidney injury (AKI), Drug-
induced Acute tubular necrosis (ATN), Antibiotic, Fluid 
management, Renal Replacement Therapy (RRT)

The Management of Drug-Induced Acute Tubular Necrosis

SENG Raksmey M.D.

Calmette Hospital, Phnom Penh, Cambodia

Practical and Cost-Effective Applications of the Furosemide Stress 
Test in AKI Management

LON Virithy M.D.

Khmer Soviet Friendship Hospital

Acute kidney injury is a serious condition that 
increases morbidity and mortality in hospitalized 
patients. progress to severe AKI requiring renal 
replacement therapy (RRT) is crucial for timely 
intervention and resource allocation. Despite 
advances in AKI management, there remains a 
critical need for reliable prognostic tools to guide 
clinical decision-making.
The Furosemide Stress Test (FST) has emerged as 
a pivotal diagnostic tool in the clinical assessment 
of acute kidney injury. The FST, involving a single 
dose of the safe and inexpensive diuretic furosemide 
and measuring urine output response, provides a 
dynamic assessment of kidney function. FST has 
significant benefits in predicting the need for renal 
replacement therapy, including hemodialysis, and 
in forecasting the recovery of kidney function in AKI 
patients on dialysis.

Key points include the FST’s physiological basis, 
methodology, and interpretation. Evidence indicates 
that the FST is a reliable predictor of severe 
AKI progression and the need for hemodialysis. 
Additionally, the FST predicts kidney function 
recovery in dialysis patients. The test’s cost-
effectiveness and safety enhance its clinical 
utility, often outperforming similar tests in AKI 
management.
In conclusion, the FST is a valuable addition to the 
diagnostic tools for AKI, aiding in early detection 
of patients at risk for hemodialysis and supporting 
predictions of kidney function recovery. Its dual 
utility enhances clinical decision-making, optimizes 
patient management, and improves outcomes, 
making it a cost-effective and safe approach for 
better patient care.
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Effect of Dialysis Operating Conditions on Solute Removal 

Ryoichi Sakiyama Ph.D. 
Department of Biomedical Engineering 

Osaka Institute of Technolog

Hemodialysis is one of the most popular treatments 
for renal failure patients in the world. 
In hemodialysis, uremic toxins are removed from 
the blood to the dialysate side by diffusion based on 
the difference in solute concentration between the 
blood and dialysate sides. Clearance, the removal 
performance of the dialyzer, increases with increased 
blood and dialysate flow rates. Therefore, for the same 
duration time of treatment, the flow rate operating 
conditions will affect the blood of the patient’s solute 
removal and thus the treatment effect. However, 
while increased blood flow increases clearance, it 
also increases fouling, and the adhesion of proteins 
to the membrane surface, and there is concern that 
fouling may degrade membrane performance. 
The β2 micro globulin (β2MG) (molecular weight 
11800) is an important marker of the removal effect 
of dialysis. In a 2013 JSDT report, the risk of death 

in patients with pre-dialysis β2MG concentrations of 
25-30 mg/L, assuming 1.0, decreased to 0.907 at 20-
25 mg/L, while it increased to 1.281 at 30-35 mg/L. 
Maintaining low blood β2MG levels in patients with 
renal failure by increasing β2MG clearance and 
providing treatment three times a week is important 
in terms of life prognosis. 
This presentation will discuss the effect of improving 
clearance through operating conditions on solute 
removal. 

：
：

：
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Management of CKD-MBD in the aim of organ protection 

Hitoshi Minakuchi M.D., Ph.D.

National Defense Medical College of Japan

CKD-MBD (Chronic Kidney Disease-Mineral and. 
Bone Disorder) is defined as systemic disease including 
renal osteodystrophy and vascular complications, 
and we have to control the concentrations of 
serum Ca, IP, iPTH in hemodialysis patients with 
appropriate methods. There are guidelines for CKD-
MBD of hemodialysis patients, for example, KDIGO 
(Kidney Disease Improving Global Outcomes, 
World), KDOQI (Kidney Disease Outcomes Quality 
Initiative ,USA), JSDT (Japanese Society for Dialysis 
Therapy, Japan), and some differences exist among 
these guidelines. New evidence came over recently, 
episode study 2021 proved that more severe control 
of serum IP ameliorate the progression of coronary 
artery calcification, and Parathyroidectomy vs 
calclmimetics study 2022 revealed that severe control 
of serum Ca, IP, iPTH with parathyroidectomy 
improve the mortality of hemodialysis patients. 

Enough dialysis dose, dietary restriction, and suitable 
prescription of phosphate binders are important 
to achieve severe control of serum IP. It is known 
that proton pump inhibitors which are frequently 
prescribed to hemodialysis patients decrease the 
effect of phosphor binders such as calcium carbonate 
and lanthanum carbonate. Adding on CKD-MBD 
control, the load of Mg, Fe, Zn and vitamin K or 
correction of pre-dialysis metabolic acidosis might 
be effective to avoid artery calcification. We have 
to think about osteoporosis among hemodialysis 
patients to reduce bone fracture, but there are few 
evidences for the osteoporosis among hemodialysis 
patinents. 
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Nutritional advantage of pre-dilution on-line hemodiafiltration  
for end stage renal patients 

Motoko Kato 1, 2, Shunichiro Urabe1, 3, Akira Kato1, 2, Shohei Matsuzawa2, Momoko Hukazawa2, Kamol Svay 4, 
Sovandy Chan4, 5, Yukie Kitajima1, 5, 6, Kenichi Kokubo1, 5, 7, Toru Hyodo1, 4, 5 

1: Ubiquitous Blood Purification International, Yokohama, Japan 
2: Eijin Clinic, Hiratsuka, Japan 
3: Juntendo University Faculty of Medical Science, Urayasu, Japan. 
4: Cambodian Association of Nephrology, Phnom Penh, Cambodia 
5: International University, School of Medicine, Phnom Penh, Cambodia 
6: Department of Medical Nutrition, Tokyo Healthcare University, Tokyo, Japan 
7: Kitasato University School of Allied Health Sciences, Sagamihara, Japan 

Key words 
Pre-dilution on-line hemodiafiltration, Hemodialysis, Amino acid, Nutrition, Sarcopenia, Frailty 

Abbreviations 
Pre O-HDF : pre-dilution on-line hemodiafiltration 	 HDF : hemodiafiltration
HD : hemodialysis 	 CKD : chronic kidney disease  	 PEW : protein-energy wasting 
NEAAs : nonessential amino acids 	 TAAs : total amino acids  	 EAAs : essential amino acids
BCAAs : branched-chain amino acids 	 CS : clear space  	 Cpre : pre-dialysis concentration 
m : milligram 	 Kt/V : K: clearance, t: time, V: volume 
AA : amino acid  	 Post O-HDF : post-dilution on-line HDF 
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Review article

Introduction 

In Japan, pre-dilution on-line hemodiafiltration (Pre O-HDF) is known to yield better overall survival than 
hemodialysis (HD). In particular, Pre O-HDF with a high substitution volume (≥40.0 L/session) has been shown 
to yield better all-cause and cardiovascular survival than Pre O-HDF with a low substitution volume (<40.0 L/
session) or HD [1].  
It is well established that patients on HD become malnourished and have an altered catabolic rate [2-4], and 
malnutrition has been shown to be associated with reduced quality of life and increased mortality among patients 
on HD [5, 6]. The multiple nutritional and catabolic alterations that occur in chronic kidney disease (CKD) was 
termed “protein-energy wasting (PEW)” by the International Society of Renal Nutrition and Metabolism [7]. 
PEW is the result of multiple mechanisms inherent to CKD, including undernutrition, systemic inflammation, 
comorbidities, hormonal derangements, the dialysis procedure, and other consequences of uremic toxicity [7]. 
Several studies have demonstrated that amino acid and protein losses during the dialysis session combined with 
low nutrient intake result in a lack of nutrients for muscle synthesis [8-11], indicating that dialysis treatment itself 
affects the protein and energy homeostasis of patients. Moreover, a substantial increase in net skeletal muscle 
protein catabolism occurs during dialysis treatment [12,13] and the undesirable effects of which persisted for at 
least 2 hours after the completion of HD [12]. 
There are two possible approaches to address this issue in blood purification therapy. The first is to minimize loss 
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Fig.1 Amino acid loss and clear space of patients on on-line HDF and HD

Patients on Pre O-HDF lost significantly less NEAAs than patients on HD. Patients on Pre O-HDF also 
showed significantly lower clear spaces for total AAs, NEAAs, EAAs, and BCAAs than patients on HD.

Figure 1: Amino acid loss and their clear spaces of patients on on-line HDF and HD 

of beneficial substances such as albumin and amino acids through dialysis. The second approach is to administer 
an intravenous amino acid solution for patients with renal failure to HD patients with poor nutritional status 
during dialysis. This method has long been used in conventional HD in Japan.

Amino acid leakage in HD and Pre O-HDF at equal Kt/V for urea 

We investigated differences in amino acid losses between HD and Pre O-HDF with equal Kt/V for urea to determine 
which modality is gentler, less invasive, more biocompatible, and ensures better nutrition [14]. Patients on Pre 
O-HDF lost significantly less glutamine and arginine (p<0.01 and P = 0.032) and significantly less nonessential 
amino acids (NEAAs) than patients on HD (P = 0.013). They also showed significantly lower their clear spaces of 
total amino acids (TAAs), NEAAs, essential amino acids (EAAs), and branched-chain amino acids (BCAAs) than 
patients on HD (TAA: p = 0.019, NEAA: p = 0.018, EAA: p = 0.024, BCAA: p = 0.042) [Fig.1]. 
Yamashita reported that loss of solutes with different pre-dialysis concentrations is better to be calculated as a 
ratio of the two and compared because the loss of solutes and pre-dialysis concentration are directly proportional 
[15]. Clear space (CS) denotes the volume at which the concentration of the solute of interest becomes zero. CS was 
calculated using the following equation. 
 	 CS = m ⁄ Cpre 
Here, Cpre is the pre-dialysis concentration of amino acids and m is milligram.  
When an amino acid has a large clear space, it means that a large proportion of that amino acid is removed 
relative to its blood concentration, and that a large volume of amino acids flows from extravascular pools into 
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blood vessels. The amino acid with the greatest CS in patients on either dialysis modality in this study was 
aspartic acid, followed by glutamic acid [Fig.2]. 
It can be said that because a smaller loss of amino acids was observed with Pre O-HDF when Kt/V for urea was 
equal, the amino acids volume that flowed into the blood from muscles and other amino acid pools was lower. This 
suggests that the protein catabolic rate is lower with Pre O-HDF.

 Significance of amino acid leakage in the high-volume Pre O-HDF 

In our hospital, hemodiafilters, through which albumin leakage is slight, are used in elderly HD patients or 
those with malnutrition. In addition, high-volume Pre O-HDF is performed to reduce the diffusion efficiency of 
micromolecular substances. However, the degree of amino acid (AA) (micromolecular substance) leakage remains 
to be clarified. In this study, we compared AA leakage among high-volume Pre O-HDF, HD, and post-dilution 
on-line HDF (Post O-HDF). 
AA leakages after high-volume Pre O-HDF were significantly lower than HD and Post O-HDF. The CSs after 
high-volume Pre O-HDF were significantly lower than HD and Post O-HDF [Fig.3]. 
High-volume Pre O-HDF reduces AA leakage in comparison with HD and Post O-HDF. This blood purification 
method may be the most advantageous in preventing sarcopenia and frailty from the viewpoint of nutrition and 
dietetics. 

Summary and Conclusions 

When the body experiences trauma from an invasive procedure, it increases metabolism in an attempt to repair 
damaged tissues [16]. The body cannot meet this increased energy demand with sugar alone, so it breaks down 
muscle protein and uses amino acids such as glutamine and alanine, which are then released into the bloodstream 
to provide energy and repair damaged tissue. Because HD is an invasive procedure, it can be presumed that not 
only does HD directly leads to the loss of amino acids, but also that the body reacts to the trauma of bioincompatible 
extracorporeal circulation by increasing energy metabolism and catabolic rate. Low-molecular-weight amino 
acids are subsequently lost through HD and HDF, which remove substances through diffusion and convection. 
In fact, studies have shown that 4–12 g of amino acids are removed in a single dialysis session [17-20]. However, 
an increase in the protein catabolic rate and protein breakdown may result in excessive removal of amino acids. 
A gentler, less invasive, and more biocompatible dialysis technique would theoretically reduce amino acid losses. 
In elderly patients, the muscle protein synthetic response to protein ingestion is reduced. [21] Furthermore, the 
plasma AA leaks during dialytic therapy by diffusion and convection. The decomposition of the skeletal muscle 
may progress in order to replenish a lack of the pooled plasma AAs. [22] Considering these negative aspects of 
dialysis therapy, the treatment conditions for reducing AA leakage are required to prevent sarcopenia and frailty, 
which have recently been emphasized, especially in elderly patients receiving dialysis. 
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Fig.3 Total amino acid loss and clear space in high-volume pre on-line HDF, HD and post on-line HDF
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Fig.2 Clear space of individual amino acids in patients on on-line HDF and HD

The amino acid with the greatest clear space in patients on either dialysis modality was aspartic acid, followed by glutamic acid. 

High-volume Pre O-HDF showed significantly the lower total amino acid losses and their clear spaces than 
HD and Post O-HDF. 

Figure 3: �Total amino acids loss and their clear spaces in high-volume  
Pre O-HDF, HD and Post O-HDF 

Figure 2: Clear spaces for individual amino acids in patients on on-line HDF and HD 
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1: What is the dietary component to become blood sugar? 

Food is made up of three nutrients. These are carbohydrates, proteins and fats. Of these, carbohydrates are the 
main source of blood glucose when eaten. Protein and fat do not turn into blood sugar. Strictly speaking, only a 
little goes into blood glucose. As shown in Figure 1, blood glucose rises more after a meal of rice than after a meal 
of steak and butter, which have more calories. In other words, it is not the calories that affect blood glucose after a 
meal, but how much carbohydrate is consumed [1, 2]. Figure 2 summarizes the relationship between food type and 
postprandial blood glucose in a simple table. Only foods that contain carbohydrates result in blood glucose. Staple 
foods are mainly carbohydrates. They are rice, bread and noodles. In Cambodia it would be rice. Milk, vegetables, 
and fruits are not staple foods, but they do contain some carbohydrates that raise blood glucose after a meal.

2: What is the Basic Carbohydrate Counting? 

According to the fact that only carbohydrate raises blood glucose, not fat, not protein, the basic carbohydrate 
counting (indication for all diabetic patients) is to teach the diabetic patients that only carbohydrate raises blood 
glucose, not fat, not protein, and to teach the diabetic patients that the patient should eat the same amount of 
carbohydrate at every meal.             

Figure 3 shows an image of the basic carbohydrate counting. To make the amount of carbohydrates easier to 
understand, the amount of carbohydrates is represented by 1 cup of rice. The basic carbohydrate counting keeps 
postprandial blood glucose constant by keeping the amount of rice, or carbohydrate, in the staple food constant. 
In the diabetic patients, before the introduction of basic carbohydrate counting, the amount of rice eaten at each 
meal is not constant, so that, for example, the green dotted line blood glucose level is also high after dinner. Thus, 
even the same amount of rice per day will result in hyperglycemia. After the introduction of basic carbohydrate 
counting, the amount of rice eaten at each meal is constant, so the postprandial blood glucose changes at each 
meal also show an even pattern for the three meals, as shown by the blue line. This pattern shows a slight 
increase in blood glucose after each meal. This is the pattern of blood glucose changes in a healthy person without 
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diabetes. So the basic carbohydrate counting is to keep the amount of carbohydrate at each meal constant. Figure 
4 shows the approximate amount of rice. One handful is about 200 grams of rice. The amount of rice per serving 
for a diabetic adult is about 200 g. The amount of carbohydrates is about 75 g. Figure 5 shows an example of the 
basic carbohydrate counting in the Cambodian diet. The staple meal of rice is 200 g per meal, consumed equally 
in each of the three meals. 

3: Basic Carbohydrate Counting Tips 

Most of the carbohydrates in the diet come from staple foods. In other words, we only need to focus on the amount 
of rice, noodles, and bread. Main dishes such as entrees and side dishes contain little or no carbohydrates. By 
simply keeping track of the carbohydrates in rice, noodles, and bread, and making sure that the same amount of 
carbohydrates is consumed at all three meals, the diabetic patients will have similar daily blood glucose patterns 
as healthy people. Carbohydrate is almost from staple food. It is roughly enough to calculate carbohydrate of 
staple food. 

4: �Foods with and without carbohydrates 

Figure items 6 through 13 are foods that contain carbohydrates. Figures 14-17 are side dishes that contain a 
little carbohydrate but not too much, called main and side dishes. Items 18-20 are vegetables that contain little or 
no carbohydrates. Number 21 is tea, water, and artificial sweeteners, which contain no carbohydrates. 
Figures 22 through 28 show specific examples of food items that are primarily staple foods, their weights, 
and carbohydrate content. The 200 g of rice in Figure 22, which shows 10 g of carbohydrates as 1 carbo, contains 
74 g of carbohydrates, which means it contains about 7.5 carbo. Figure 23 shows that a cup of noodles contains 
36.4 g of carbohydrates, which is about 3.5 carbo. Figure 24 is a 5.5 carbc food, Figure 25 is a 6 carbo food, Figure 
26 is a 7 carbo food, and Figure 27 is a 3.0 carbo and 1.5 carbo food. The potato in Figure 26 would be a 2.5 carbo 
food. 
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សៀៀវភៅណែនាំអំំពំីរីបបអាហារសម្រាាប់អ់្ននកជំងឺំឺទឹឹកនោមផ្អែែម សាមញ្ញញសម្រាាប់ប់្ររជាជនខ្មែែរ [១]៖ របៀៀបធ្វើើ�ការគណនា
កាបូូអ៊ីី�ដ្រាាតមូូលដ្ឋាាន៖ ការព្យាាបាលដោយរបបអាហារសម្រាាប់់អ្ននកជំំងឺឺទឹឹកនោមផ្អែែម ដែលងាយសួ្រួ�ល 

ផុុន អេលីនី ១,២, នៅ តាំ ំ១,២, តាន់ សុភុ័ក័្ត្រាា� ១,២, គឹឹម សំាំអូឌូុំំ� ១,២, សូ ូសុខុជា ១,២, គង់ ់យី ី១, ធីីម ពិិជ ធីីតា ១,២, យិមិ សុវុណ្ណណបុុព្វាា ១,២,

ស្វាាយ កាមល់់ ២, ចាន់់ សុវុណី្ឌី� ១,២, សាតូូមី ីហាហ្គាា ៣, តូូរូ ូហ៊ីី�យ៉ូូ�ដូូ ១,២,៣, យូគូី ីគីតីាជីមី៉ាា ១,៣,៤ 

១: សាកលវិទ្យា�ល័័យអន្តតរជាតិ ិមហាវិទិ្យា�ល៍៍យវេជ្ជជសាស្ត្ររ� ភ្នំំ�ពេញ កម្ពុុ�ជា  
២: សមាគមតម្ររងនោមកមុ្ពុ�ជា ភ្នំំ�ពេញ កម្ពុុ�ជា  
៣: អង្គគការសំំអាតឈាមអន្តតរជាតិ ិយូកូូហូាម៉ាា ជប៉ុុ�ន  
៤: នាយកដ្ឋាានអាហារពេទ្យយ សាកលវិទិ្យា�ល័យ័វេជ្ជជសាស្ត្ររ�តូូក្យូូ� តូូក្យូូ� ជប៉ុុ�ន

ពាក្យយគន្លឹះះ�� ជំងឺំឺទឹឹកនោមផ្អែែម ការគណនាកាបូអូ៊ីី�ដ្រាាតមូលូដ្ឋាាន ការព្យាាបាលដោយរបបអាហារ 

ទំំនាក់ទំ់ំនងអ្ននកនិពិន្ធធ វេជ្ជជបណិ្ឌិ�ត ផុនុ អេលីនី និងិ វេជ្ជជបណិ្ឌិ�ត បណិ្ឌិ�ត តូរូូ ូហី៊ី�យ៉ូូ�ដូ ូ 

 

១. អ្វីី�ទៅជាសមាសធាតុុអាហារដែលក្លាាយជាស្កករក្នុុ�ងឈាម?  

អាហារមានសមាសធាតុចុិញិ្ចឹឹ�មបីីប្ររភេទ រួួមមានកាបូូអ៊ីី�ដ្រាាត ប្រូូ�តេអ៊ីី�ន និងិខ្លាាញ់់។ ក្នុុ�ងចំណំោមនេះះ កាបូូអ៊ីី�ដ្រាាតជាប្ររភពសំំខាន់នៃជាតិសិ្កករក្នុុ�ង

ឈាមនៅពេលញំ៉ាំ�។ ប្រូូ�តេអ៊ីី�ន និងិខ្លាាញ់់មិនិប្រែែក្លាាយទៅជាស្កករក្នុុ�ងឈាមទេ។ តាមពិិត មានតែបរិមាណតិចិតួចប៉ុុ�ណ្ណោះះ�ដែលប្រែែក្លាាយទៅជាស្កករ

ក្នុុ�ងឈាម។ ដូូចបានបង្ហាាញក្នុុ�ងរូបូភាពទី១ ជាតិសិ្កករក្នុុ�ងឈាមកើើនឡើើងច្រើើ�នបន្ទាាប់ព់ីញំី៉ាំ�បាយ ជាងបន្ទាាប់ព់ីញំី៉ាំ�សាច់គោ និងិប៊ឺឺ� ដែលមានកាឡូូរីី

ច្រើើ�ន។ និយិាយដោយទ្បែែក វាមិនិមែនជាកាឡូូរីដីែលប៉ះះ�ពាល់ដល់ជាតិសិ្កករក្នុុ�ងឈាមបន្ទាាប់់ពីញំី៉ាំ�អាហារនោះះទេ ប៉ុុ�ន្តែែជាបរិមិាណកាបូអូ៊ីី�ដ្រាាតដែលបាន

បរិភិោគ [១, ២] ។ រូបូភាពទី២ បង្ហាាញពីីទំំនាក់ទ់ំំនងរវាងប្ររភេទអាហារ និងិជាតិសិ្កករក្នុុ�ងឈាមបន្ទាាប់់ពីញំី៉ាំ�អាហារក្នុុ�ងតារាងសាមញ្ញញមួយួ។ មានតែ

អាហារដែលមានផុ្ទុ�កកាបូអូ៊ីី�ដ្រាាតប៉ុុ�ណ្ណោះះ�ដែលបណ្តាាលឱ្យយមានជាតិសិ្កករកើើនក្នុុ�ងឈាម។ អាហារសំំខាន់ប្ររចាំថំ្ងៃៃគឺឺជាប្ររភេទអាហារសំំបូរូកាបូអូ៊ីី�ដ្រាាត។ 

វាមានដូូចជាជាបាយ នំបំ៉័័�ង និងិមី។ី បើើនៅកម្ពុុ�ជាអាហារដែលអាហារសំំខាន់ប់្ររចាំថំ្ងៃៃ (staple food) គឺជឺាបាយ។ ទឹកឹដោះះគោ បន្លែែ និងិផ្លែែឈើើ

មិនិមែនជាអាហារអាហារសំំខាន់ប្ររចាំថំ្ងៃៃ (staple food) នោះះទេ ប៉ុុ�ន្តែែវាមានផ្ទុុ�កកាបូអូ៊ីី�ដ្រាាតមួយចំនំួនួដែលបណ្តាាលឱ្យយមានជាតិសិ្កករក្នុុ�ងឈាមបន្ទាាប់់ពីី

ញំ៉ាំ�អាហារដែរ។ 

២. ការគណនាកាបូូអ៊ីី�ដ្រាាតមូលូដ្ឋាាន 

យោងតាមការសិកិ្សាាដែលបញ្ជាាក់់ថា មានតែកាបូូអ៊ីី�ដ្រាាតប៉ុុ�ណ្ណោះះ�ដែលបង្កើើ�នជាតិសិ្កករក្នុុ�ងឈាម ហើើយមិនមែនជាខ្លាាញ់់ ឬ ប្រូូ�តេអ៊ីី�ននោះះទេ ការគណនា

កាបូអូ៊ីី�ដ្រាាតមូលដ្ឋាាន (សម្រាាប់អ់្ននកជំំងឺឺទឹកនោមផ្អែែមទាំងំអស់) គឺដឺើើម្បីី�បង្រៀៀ�នអ្ននកជំំងឺឺទាំងំនេះះថា មានតែកាបូូអ៊ីី�ដ្រាាតប៉ុុ�ណ្ណោះះ�ដែលបង្កើើ�នជាតិសិ្កករក្នុុ�ង

ឈាម មិនិមែនជាខ្លាាញ់់ ឬ ប្រូូ�តេអ៊ីី�ននោះះទេ ហើើយនិងិត្រូូ�វបង្រៀៀ�នអ្ននកជំំងឺឺទឹកនោមផ្អែែមថា គួរួតែញំ៉ាំ�កាបូអូ៊ីី�ដ្រាាតក្នុុ�ងបរិមិាណដូូចគ្នាានៅគ្ររប់ព់េល

អាហារ។ 

រូបូភាពទី៣ បង្ហាាញពីីរូូបភាពនៃការគណនាកាបូូអ៊ីី�ដ្រាាតមូលដ្ឋាាន។ ដើើម្បីី�ធ្វើើ�ឱ្យយបរិមិាណកាបូអូ៊ីី�ដ្រាាតងាយយល់ បរិមិាណកាបូូអ៊ីី�ដ្រាាតត្រូូ�វបាន

តំណំាងដោយបាយមួយួពែង។ ការគណនាកាបូអូ៊ីី�ដ្រាាតមូលដ្ឋាានរក្សាាលំំនឹងឹជាតិសិ្កករក្នុុ�ងឈាមបន្ទាាប់់ពីញំី៉ាំ�អាហារឱ្យយស្ថិិ�រភាពដោយរក្សាាបរិមាណបាយ ឬ 

កាបូអូ៊ីី�ដ្រាាត ក្នុុ�ងអាហារសំំខាន់ប្ររចាំថ្ងៃៃឱ្យយនៅថេរ។ ចំពំោះះអ្ននកជំងំឺឺទឹកនោមផ្អែែម មុនុពេលណែនាំកំារគណនាកាបូអូ៊ីី�ដ្រាាតមូលដ្ឋាាន បរិមិាណបាយដែល

បានញំ៉ាំ�នៅពេលអាហារនីមួយួៗមិនិថេរនោះះទេ ដូូចឧទាហរណ៍ កម្រិិ�តជាតិសិ្កករក្នុុ�ងឈាម បន្ទាាត់ព់ណ៌ប៌ៃតងព្រិិ�លៗ ក៏ខ៏្ពពស់់បន្ទាាប់ព់ីអីាហារពេលល្ងាាច

ផងដែរ។ ដូូច្នេះះ� ទោះះបីជីាបរិមិាណអង្កករដូូចគ្នាាក្នុុ�ងមួយួថ្ងៃៃក៏ប៏ណ្តាាលឱ្យយមានជាតិសិ្កករក្នុុ�ងឈាមខ្ពពស់់ដែរ។ បន្ទាាប់ព់ីណីែនាំកំារគណនាកាបូអូ៊ីី�ដ្រាាតមូល

ដ្ឋាាន បរិមិាណបាយដែលបានញំ៉ាំ�នៅពេលអាហារនីមួយួៗមានស្ថិិ�រភាព ដូូច្នេះះ�ការផ្លាាស់់ប្តូូ�រជាតិសិ្កករក្នុុ�ងឈាមបន្ទាាប់់ពីញំី៉ាំ�អាហារនីមួយួៗក៏ប៏ង្ហាាញពីីលំំនាំំ

ស្មើើ�ៗ គ្នាាសម្រាាប់អាហារទាំងំបីពីេល ដូូចបានបង្ហាាញដោយបន្ទាាត់់ពណ៌ខ៌ៀៀវ។ លំំនាំនំេះះបង្ហាាញពីីការកើើនឡើើងបន្តិិ�ចនៃជាតិិស្កករក្នុុ�ងឈាមបន្ទាាប់់ពីអីាហារ

នីមីួយួៗ។ នេះះគឺជឺាលំំនាំនំៃការផ្លាាស់់ប្តូូ�រជាតិសិ្កករក្នុុ�ងឈាមរបស់មនុុស្សសដែលមានសុខុភាពល្អអដែលមិនិមានជំំងឺឺទឹកនោមផ្អែែម។ ដូូច្នេះះ�ការគណនាកាបូូ

អ៊ីី�ដ្រាាតមូលដ្ឋាានគឺដឺើើម្បីី�រក្សាាបរិមិាណកាបូអូ៊ីី�ដ្រាាតនៅពេលអាហារនីមួយួៗឱ្យយស្ថិិ�រភាព។ រូបូភាពទី៤ បង្ហាាញពីីបរិមិាណបាយប្ររហាក់ប់្ររហែល។ បាយ
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មួួយកណ្ដាាប់ដ់ៃមានទម្ងងន់ប្ររហែល ២០០ ក្រាាម។ បរិមិាណបាយក្នុុ�ងមួយួចំណំែកសម្រាាប់មនុុស្សសពេញវ័យ័ដែលមានជំងំឺឺទឹកនោមផ្អែែមគឺឺប្ររហែល ២០០ 

ក្រាាម។ បរិមិាណកាបូូអ៊ីី�ដ្រាាតគឺប្ររហែល ៧៥ ក្រាាម។ រូបូភាពទី៥ បង្ហាាញពីីឧទាហរណ៍នៃការគណនាកាបូអូ៊ីី�ដ្រាាតមូលដ្ឋាានក្នុុ�ងរបបអាហារខ្មែែរ។ 

អាហារសំំខាន់ប្ររចាំថ្ងៃៃគឺឺបាយដែលមានទម្ងងន់ ់២០០ ក្រាាមក្នុុ�ងមួយួពេល បរិភិោគស្មើើ�ៗ គ្នាានៅគ្ររប់អ់ាហារទាំងំបីពីេល។ 

៣. ការណែនាំសំ្តីី�ពីកីារគណនាកាបូអីូ៊ី�ដ្រាាតមូលូដ្ឋាាន 

កាបូូអ៊ីី�ដ្រាាតភាគច្រើើ�ននៅក្នុុ�ងរបបអាហារមកពីីអាហារសំំខាន់ប្ររចាំថំ្ងៃៃ។ និយិាយដោយទ្បែែក យើើងត្រូូ�វតែផ្តោោកលើើបរិមិាណបាយ មី ី និងិនំបំ៉័័�ង

ប៉ុុ�ណ្ណោះះ�។ មុខុម្ហូូ�បសំំខាន់ៗ ដូូចជាមុុខមូ្ហូ�បចាប់់ផ្តើើ�ម (សំំរន់)់ និងិមុខុម្ហូូ�បបន្ថែែម (ល្បោោយ) មានផុ្ទុ�កកាបូអូ៊ីី�ដ្រាាតតិច ឬ គ្មាាន។ ដោយគ្រាាន់ត់ែ

តាមដានកាបូូអ៊ីី�ដ្រាាតក្នុុ�ងបាយ មីី និិងនំប៉័័�ង និិងធានាថាបរិមិាណកាបូអូ៊ីី�ដ្រាាតដូូចគ្នាាត្រូូ�វបានបរិភោគនៅគ្ររប់អាហារទាំងំបីពេល អ្ននកជំំងឺឺទឹកនោមផ្អែែម

នឹឹងមានលំំនាំជំាតិិស្កករក្នុុ�ងឈាមប្ររចាំថំ្ងៃៃដូូចគ្នាានឹងឹមនុុស្សសដែលមានសុខុភាពល្អអ។ កាបូអូ៊ីី�ដ្រាាតមកពីីអាហារសំំខាន់ប្ររចាំថំ្ងៃៃ (staple food) ស្ទើើ�រតែ

ទាំងំអស់។ ដូូចនេះះ ការគណនាកាបូអូ៊ីី�ដ្រាាតនៃអាហារសំំខាន់ប្ររចាំថ្ងៃៃ (staple food) ប្ររហែលជាល្អអគ្ររប់គ់្រាាន់។ 

៤. អាហារដែលមាន និងិគ្មាានកាបូអូ៊ីី�ដ្រាាត 

រូបូភាពទី ៦ ដល់ទី ី១៣ គឺឺជាអាហារដែលមានផ្ទុុ�កកាបូូអ៊ីី�ដ្រាាត។ រូបូភាពទី ១៤ ដល់ទី ី១៧ គឺឺជាមុខុមូ្ហូ�បបន្ថែែមដែលមានផុ្ទុ�កកាបូអូ៊ីី�ដ្រាាតតិច ប៉ុុ�ន្តែែ

មិិនច្រើើ�នពេក ហៅថា មុខុម្ហូូ�បចម្បបង និងិមុខុម្ហូូ�បបន្ថែែម(ល្បោោយ) ។ រូបូទី ី១៨ ដល់ទី ី២០ គឺបឺន្លែែដែលមានផ្ទុុ�កកាបូអូ៊ីី�ដ្រាាតតិច ឬ គ្មាាន។ លេខ 

២១ គឺតឺែ ទឹកឹ និងិសារធាតុុផ្អែែម (ស្កករ) សិបិ្បបនិម្មិិ�ត ដែលគ្មាានកាបូូអ៊ីី�ដ្រាាត។ 

រូបូភាពទី ២២ ដល់ទីី ២៨ បង្ហាាញពីីឧទាហរណ៍ជាក់ល់ាក់ន់ៃអាហារដែលជាអាហារសំំខាន់ ទម្ងងន់របស់វា និងិបរិមិាណកាបូូអ៊ីី�ដ្រាាត។ អង្កករ ២០០ ក្រាាម

នៅក្នុុ�ងរូបូភាពទី ២២ ដែលបង្ហាាញពីី ១០ ក្រាាមនៃកាបូូអ៊ីី�ដ្រាាតជា ១ កាបូូ មានផ្ទុុ�កកាបូូអ៊ីី�ដ្រាាត ៧៤ ក្រាាម ដែលមានន័័យថា វាមានប្ររហែល ៧,៥ 

កាបូូ។ រូបូភាពទី ២៣ បង្ហាាញថា អង្កករមួយពែងមានផ្ទុុ�កកាបូអូ៊ីី�ដ្រាាត ៣៦,៤ ក្រាាម ដែលមានប្ររហែល ៣,៥ កាបូូ។ រូបូភាពទី ២៤ គឺអឺាហារ ៥,៥ 

កាបូូ រូបូភាពទី ២៥ គឺឺអាហារ ៦ កាបូូ រូបូភាពទី ២៦ គឺឺអាហារ ៧ កាបូូ និិងរូបូភាពទី ២៧ គឺអឺាហារ ៣,០ កាបូូ និងិ ១,៥ កាបូ។ូ ដំឡំូូង

នៅក្នុុ�ងរូបូភាពទី ២៦ នឹងឹជាអាហារ ២,៥ កាបូ។ូ 
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ឡើើយ។ ក៏ប៏៉ុុ�ន្តែែ យើើងខ្ញុំសូមូជម្រាាបផងដែរថា សារណាដែលដាក់ជូូនទស្សសនាវដ្តីី�យើើងខ្ញុំហើើយ អាចនឹងមិនិអាច 

ចុះះ�ផ្សាាយម្តតងទៀៀតនៅក្រុុ�មហ៊ុុ�នទស្សសនាវដ្តីី�នោះះទេ។ ម្យ៉ាា �ងវិញិទៀៀត យើើងក៏ស៏ូមូបញ្ជាាក់់ផងដែរថា ក្នុុ�ងករណីី

អ្ននកនិិពន្ធធយកសារណាមកដាក់ជូនូយើើងខ្ញុំ ធ្វើើ�អោយសារណាដដែលនោះះមិនិអាចយកទៅផ្សាាយក្នុុ�ងទស្សសនាវដ្តីី� 

ដទៃ យើើងខ្ញុំមិនិទទួលួខុសុត្រូូ�វឡើើយ។  

 9.  �ការជ្រើើ�សរើើសសារណា ធ្វើើ�ឡើើងដោយការវាយតម្លៃៃពីគីណៈៈកម្មាាធិិការរៀៀបចំកំារបោះះពុមុ្ពពផ្សាាយ ដោយមានការ 

ពិិនិិត្យយឡើើងវិញិជាមុនុ។  

10.  �សារណាដែលបានដាក់ជូូនហើើយមិនិអាចដកវិិញបាននោះះទេ ។

11.  �ការកែតម្រូូ�វរបស់អ្ននកនិិពន្ធធអាចធ្វើើ�ឡើើងបានតែម្តតងប៉ុុ�ណ្ណោះះ�តាមកាលបរិចិ្ឆេេទកំណំត់ដ់ែលបានស្នើើ�។ អ្ននកនិិពន្ធធ អាច

កែតម្រូូ�វបានក្នុុ�ងករណីបីាត់់ពាក្យយ ឬ ខុសុអក្ខាាវិរិុទុ្ធធប៉ុុ�ណ្ណោះ ះ�។ មិនិត្រូូ�វសរសេរបន្ថែែមនោះះទេ។

12.  � 1) សារណាត្រូូ�វសរសេរដោយប្រើើ�កុំំ�ព្យូូ�ទ័រ័ ។ 

 2) ត្រូូ�វប្រើើ�ខ្នាាត A4 បញ្ឈឈរ និងិ មានគំលំាតសមស្ររប ។

13.  �ទាំងំអ្ននកនិិពន្ធធ និងិ ក្រុុ�មហ៊ុុ�ននឹឹងមិនិត្រូូ�វបានបង់ប់្រាាក់សម្រាាប់ក់ារបោះះពុមុ្ភភផ្សាាយនៅក្នុុ�ងទស្សសនាវដ្តីី�នោះះទេ។

14.  �សូមូយកសារណារបស់អ្ននកមកដាក់ជូនូតាមរយៈៈអាស័យ័ដ្ឋាានខាងក្រោោម : 
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