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Introduction to Evidence Areas 
 

The following Evidence Areas have been compiled by dietitians across Health and Hospital Services (HHS) from within Queensland Health in 
2015, and updated in 2017. Details of each chapter update can be found in appendix one (1). These pages represent a combination of up to 
date evidence and expert clinician opinion in order to inform priorities for dietitians working in clinical settings. The toolkit was endorsed by 
members of the FEEDS Implementation Steering Group (see appendix two(2)) in March 2017.  
 
It is widely acknowledged that demand on Queensland dietetics services is increasing; collaboration across sectors and innovative thinking are 
essential in order for clinical dietetics to match increasing demand. Whilst these challenges are by no means new, the impact of a changing 
workforce through the recent restructuring of public health nutrition services, and the continued uncertainty around the provision of some 
services, has applied considerable pressure to the existent clinical dietetics workforce. Allied Health Professions Office Queensland (AHPOQ) is 
committed to expanding the scope of practice for allied health professionals. The Ministerial Taskforce on Expanded Scope recognises if allied 
health professionals, dietetics included, work to full scope and utilises allied health support staff, then this paves the way for expanding the 
scope of practice and adding high value services to meet Key Performance Indicators of HHS’s across the state.  
 
Given this current climate, it is imperative that local dietetics services are able to determine clinical priorities and align these with the broader 
priorities of their local health services, the state and the federal governments. This toolkit cannot displace local guidelines or prioritisation 
procedures due to the differences that exist between services in their size and complexity. It should be utilised to inform the development and 
review of these documents in order to ensure that dietetics services provided across the state are evidence-based, safe, equitable and provide a 
high value to the HHS. It should be used as a tool to assess your local service, and/or models of care against the evidence to enable a 
realignment of resources from low value priority areas (disinvestment), to high value priority areas. (reinvestment). For additional evidence-
based recommendations, dietitians are encouraged to consult practice-based evidence in nutrition at www.pennutrition.com  
 
This toolkit is broken up into areas that represent clinical dietitians’ core business, listed out in alphabetical order. The intent is that it contains 
useful information for dietitians working across the continuum of care; however, some evidence areas may have a larger focus on interventions 
designed for the acute care setting than others. It is recommended that FEEDS be used in conjunction with a Dietitian and/or the Dietitian 
Nutritionist Strategic Coalition (DNSC) in determining opportunities, resource advocacy, and service delivery for the nutritional management of 
clinical conditions, across all areas of practice. This should not be limited to the areas included in this version of the FEEDS Toolkit. 
 

http://www.pennutrition.com/
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To enable quick referencing, evidence areas have been sub-divided – where relevant – with use of blue rows to communicate evidence that 
relates to a particular condition or intervention type; paediatrics is identifiable through use of a pink row. Within each evidence area, common 
interventions requiring the attention of a dietitian have been prioritised in accordance with a three tranche scale; where high priorities have a red 
banner, medium priorities have an orange banner, and low priorities have a green banner. Some interventions require an organisational 
approach; these are distinguished with use of a purple banner. Given the differences that are likely to exist between services and their available 
resources, a timeframe for response to referral has not been included.  
 
Below is an example of how the evidence areas are set-up: 
 Why – reason for dietetic intervention How Who Where Frequency for 

intervention 
Comments/ 
Evidence 

 

Description of Condition or Intervention Type 
 HIGH PRIORITY 

The “Why” section describes the requirement 
for dietitian involvement.  At times this may 
describe other activities that impact on clinical 
dietetics, but do not directly require a dietitian 
to initiate or complete the activity (e.g. 
malnutrition screening)  

Describes how the 
intervention should 
be conducted  
 
In some areas, this 
may also specify 
instructions or 
considerations for 
intervention 

Nominates 
individuals 
responsible 
for completing 
interventions 
 
 

Describes the 
setting in which 
interventions can 
safely occur 

Determines how 
often the 
intervention 
should be 
conducted 

References that 
should consulted for 
further information 
or support in 
delivering 
intervention.  

 

 
 

MEDIUM PRIORITY 
 

E.g. Individual 
patient consults 

E.g. Dietitian  E.g. Throughout 
continuum of care 
e.g. home, 
hospital, subacute 

E.g. As clinically 
indicated 

 

 LOW PRIORITY  
 HIGH PRIORITY AT AN ORGANISATIONAL LEVEL  
Paediatrics 
The paediatric elements within each chapter have not been categorised in priority level. Instead, please refer to the prioritisation guideline  
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List of Abbreviations 
 
AHA 
Allied Health Assistant 
 
APD 
Accredited Practising Dietitian 
 
BGL 
Blood Glucose Level 
 
BMI 
Body Mass Index 
 
BMR 
Basal Metabolic Rate 
  
CDE 
Credentialed Diabetes Educator 
 
CHO 
Carbohydrate 
 
CKD 
Chronic Kidney Disease 
 
CVD 
Cardiovascular Disease 
 

EN / EEN 
Enteral Nutrition / Exclusive Enteral Nutrition 
 
HPHE 
High Protein, High Energy (Diet) 
 
IDNT 
International Dietetics & Nutrition Terminology 
 
MDT 
Multidisciplinary Team 
 
MJ / kJ 
Mega-Joule / kilo-Joule 
 
MNT 
Medical Nutrition Therapy 
 
MST 
Malnutrition Screening Tool 
 
NGT 
Nasogastric Tube 
 
NRV 
Nutrient Reference Values 
 

PERT 
Pancreatic Enzyme Replacement Therapy 
 
PG-SGA 
Patient-Generated Subjective Global Assessment 
 
PICU 
Paediatric Intensive Care Unit 
 
PN / TPN 
Parenteral Nutrition / Total Parenteral Nutrition 
 
Pt 
Patient 
 
QOL 
Quality of Life 
 
SGA 
Subjective Global Assessment 
 
T1DM 
Type I Diabetes Mellitus 
 
T2DM 
Type 2 Diabetes Mellitus  



Document Revision History 
Version 
No. 

Created/Modified by Date Content/Amendments details  Approved by 

FEEDS Toolkit 
3.0 Rhiannon Barnes 

Anna Edwards 
03/04/2020 External review and template editing to FEEDS Version 3.0  Rhiannon Barnes 

2.0 Rhiannon Barnes 
Emily Molyneux 
Melinda Booker 

05/07/2016 Reformatting the FEEDS Toolkit into separate evidence areas using Queensland 
Health approved font in preparation for publishing to NEMO 

FEEDS Implementation 
Steering Group 

2.0 Rhiannon Barnes 21/06/2017 Rebranding of the FEEDS Toolkit to the ‘purple’ watercolour template FEEDS Implementation 
Steering Group 

2.0 Rhiannon Barnes 07/06/2017 Development and inclusion of Creative Commons section on page 2 of the FEEDS 
Toolkit 

FEEDS Implementation 
Steering Group 

2.0 Rhiannon Barnes 15/03/2017 Changed evidence area title from Cardiology to Cardiovascular Disease to align 
with Nutrition Education Materials Online terminology 
Changed evidence area title from Oncology to Cancer Services to align with 
Nutrition Education Materials Online terminology 
Updated chapter areas based on feedback from FEEDS Implementation Steering 
Group Members 

Jan Hill 
 
Teresa Brown  
 
FEEDS Implementation 
Steering Group 

2.0 Rhiannon Barnes 21/02/2017 Updates to contributors across all FEEDS chapter areas 
Updates to content across most evidence areas#  
Update to ‘Introduction Evidence Areas’ 

FEEDS Implementation 
Steering Group  

2.0 Rhiannon Barnes 22/02/2017 Added new FEEDS Sub-Acute Evidence Area developed by Jillian Ross, Zoe 
Walsh and the Metro North Dietetic CISS team  

FEEDS Implementation 
Steering Group  

2.0 Rhiannon Barnes 22/02/2017 Updates to the ‘Introduction Evidence Areas’ to include a statement on directing 
dietitians to PEN for additional evidence areas  

FEEDS Implementation 
Steering Group  

Diabetes 
1.1 Lindsey Johnson 06/05/2015 Updates to contributors and modifications to include accepted terminologies Jacqueline Cotungo 
Malnutrition 
0.1 Lindsey Johnson 03/03/2015 Malnutrition in the Frail Elderly revised and changed to Malnutrition with some 

associated content changes 
Jan Hill 

Oncology 
0.1 Lindsey Johnson 04/03/2015 Amendment to listed references  Melina de Corte 
Renal 
0.1 Lindsey Johnson 06/03/2015 Formatting updated and minor content changes to Renal  Kylie Boyce & Simone 

McCoy 
Respiratory Disease 
0.1 Lindsey Johnson 04/03/2015 Phrasing within Respiratory Disease changed in order to improve accuracy Jenna Stonestreet 

# the details on content changes/additions between FEEDS Toolkit version 1.2 and version 2.0 can be found in appendix 1  with names of 
the evidence area review team members 
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Evidence Area: Obesity 
 
V3.0 Contributors: Amanda Williamson, Antionette Ackerie, Martha Churchett, Ayala Rogany 
V2.0 Contributors: Melody Chaussende, Emily Rametta, Niccola Clarke, Ayala Rogany 
V1.2 Contributors: Robin Hay, Jacqueline Walker, NEMO HELP Reference Group  
 
Overweight and obesity is defined as “abnormal or excessive fat accumulation that may impair health” (WHO 2018).  Being overweight or obese is 
strongly associated with several chronic diseases including diabetes, cardiovascular disease, musculoskeletal disorders (including osteoarthritis), some 
cancers (including endometrial, breast, ovarian, prostate, liver, gallbladder, kidney and colon), and with mental health and eating disorders. 
 
The causes of overweight and obesity are complex.  Diet and physical activity are central to energy balance but are directly and indirectly influenced by 
a wide range of social, environmental, behavioural, genetic and physiological factors.  For many individuals, weight gain is hard to avoid and very difficult 
to reverse.   
 
There is a role for the Dietitian across all stages of the condition: public health nutrition has a large role to play in the prevention of obesity, whilst 
Dietitians may also be involved at other times along the continuum of care in condition management, reversal and treatment of related diseases. 
 

 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

NUTRITION INTERVENTION 

 Dietary interventions are effective, 
particularly when combined with 
lifestyle risk factor interventions, 
targeting individuals at high risk of 
chronic disease or diagnosed with 
diabetes or cardiovascular 
disease  
 
The prioritisation of weight 
management services will depend 

Assist adults to lose weight via 
lifestyle interventions and self-
management approaches 
including a combination of 
healthy eating, increased 
physical activity and behaviour 
change techniques.  
 
Low Risk: 
• Counselling 

Dietitians or 
specially trained 
primary health 
care providers  
 
A combination of 
behavioural and 
psychological 
therapy in 
addition to 

Primary 
care, 
community, 
& tertiary 
settings all 
provide 
opportunity 
for a 
coordinated 
& quality 

Low Risk: lower 
intensity 
intervention 
 
 
Medium to high 
risk: fortnightly 
review for the 
first 3 months & 
plan for 

National Health and Medical 
Research Council, Department 
of Health and Aging, Australian 
Government. Clinical Practice 
Guidelines for the Management 
of overweight and obesity in 
Adults, Adolescents and 
Children in Australia. Canberra: 
NHMRC, 2013 [internet]. 
Available from: 
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

on the type of service and the risk 
of chronic disease development. 
Goals of weight management are 
outlined in the Clinical practice 
guidelines for the management of 
overweight and obesity in adults, 
adolescents and children in 
Australia 2013.  
 
An underlying principle is that 
care is centred on the needs of 
the affected individual; that it is 
culturally appropriate, 
nondirective and nonjudgmental; 
and that it enables people to 
participate in informed decision-
making at all stages. 
 
Diet adherence and total kilojoule 
reduction are more important 
predictors of weight loss than a 
specific diet such as 
macronutrient manipulation or 
periodic fasting 
 

• Self-help materials 
• Telehealth 
• Other interactive health 

interventions (note the 
long-term effectiveness of 
these interventions is not 
known) 

 
Medium to High Risk: 
• Individual consults 
• Small group sessions 
 

dietary 
intervention is 
desirable 
including. direct 
involvement from 
physiotherapist 
and/or exercise 
physiology for 
promoting an 
active lifestyle 
plus psychology 
for mental health 
& cognitive 
behavioural 
therapy. 
 
For approaches 
for specific 
population 
groups refer to 
the NHMRC 
guidelines: 
• Aboriginal & 

Torres Strait 
Islander 
peoples 

• People from 
culturally & 
linguistically 
diverse 
backgrounds 

approach to 
manage 
overweight 
/obese 
individuals 

continued 
monitoring for 
at least 12 
months, with 
additional 
intervention as 
required. 

https://www.nhmrc.gov.au/guide
lines/publications/n57  
 
PEN: The Global Resource for 
Nutrition Practice: 
• Healthy Weight/Obesity Toolkit 
2018 
• Primary Care Evidence 
Summary 2018 
Available from: 
https://www.pennutrition.com/K
nowledgePathway.aspx?kpid=8
03&tkid=20328&secid=27231  
 
DAA Best practice guidelines 
for the treatment of overweight 
and obesity in adults 2012. 
Available from: 
https://daa.asn.au/resource/best
-practice-guidelines-for-the-
treatment-of-overweight-and-
obesity-in-adults/  
 

https://www.nhmrc.gov.au/guidelines/publications/n57
https://www.nhmrc.gov.au/guidelines/publications/n57
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=803&tkid=20328&secid=27231
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=803&tkid=20328&secid=27231
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=803&tkid=20328&secid=27231
https://daa.asn.au/resource/best-practice-guidelines-for-the-treatment-of-overweight-and-obesity-in-adults/
https://daa.asn.au/resource/best-practice-guidelines-for-the-treatment-of-overweight-and-obesity-in-adults/
https://daa.asn.au/resource/best-practice-guidelines-for-the-treatment-of-overweight-and-obesity-in-adults/
https://daa.asn.au/resource/best-practice-guidelines-for-the-treatment-of-overweight-and-obesity-in-adults/
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

MONITORING AND EVALUATION   

 Regular monitoring of 
interventions is required to ensure 
individual’s progress against 
goals as well as measuring the 
effectiveness of types of 
interventions.   
 
Monitoring will help to reinforce 
lifestyle modifications and 
promote weight maintenance 
and/or prevent weight gain.  
 
Attendance, ability to recall 
nutrition goals, self-monitoring, 
and self-management provide 
indicators of individual’s short and 
long-term success.  Some relapse 
to previous behaviours is evident 
over a longer time period. 
 

Effective dietary interventions 
over the short term (six 
months) include:  
• behavioural counselling 

utilising behavioural skills 
training 

• self-monitoring 
• goal setting 
• problem solving 
• social support 
• motivational interviewing.  

 

Dietitian or 
specially trained 
health care 
professional. 
 
 

Throughout 
continuum 
of care e.g. 
home, 
hospital, 
subacute  
 

As above, with 
modifications 
as clinical 
indicated 

As per above.   

VERY LOW ENERGY DIETS & PHARMACOTHERAPY  

 
 
 
 
 
 
 

More intensive interventions such 
as very low energy diets and 
medication can help some people 
to reduce weight further and may 
assist motivation to continue with 
lifestyle change towards longer-
term weight loss goals.  

Individual patient consults 
 

Dietitian in 
collaboration 
with a with 
primary health 
care provider 
 
A combination of 
behavioural and 

Throughout 
continuum 
of care e.g. 
home, 
hospital, 
subacute 
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

For adults with BMI ≥ 30 kg/m2, 
or adults with BMI ≥ 27 kg/m2 and 
comorbidities, Orlistat may 
be considered as an adjunct to 
lifestyle interventions, taking into 
account individual situations. 
 
Phentermine (duromine or 
metermine) has limited evidence 
supporting its use in weight loss, 
and should only be used short-
term.  
 

psychological 
therapy, in 
addition to 
dietary 
intervention, is 
preferred. 

BARIATRIC SURGERY 

 Bariatric surgery is currently the 
most effective intervention for 
morbid obesity. 
 
For adults with BMI > 40 kg/m2, 
or adults with BMI > 35 kg/m2 and 
comorbidities that may improve 
with weight loss, bariatric surgery 
may be considered, taking into 
account the individual situation. 
 
For adults with a BMI >30kg/m2 
when diabetes cannot be 
adequately controlled by an 
optimal medical regimen and who 
are at an increased 
cardiovascular risk may be 

The decision to use surgical 
interventions must be made on 
an individual basis and with 
medical clearance. 
 

Should be used in additional to 
lifestyle approaches including 
diet, physical activity, 
behaviour modification and 
pharmacological therapy. 
 

Individual patient discussions 
should include (but not limited 
to): 
• types of procedures 

available, and the 

Multidisciplinary 
team with 
expertise in 
obesity 
management 
including 
surgeons, 
dietitians, 
nurses, 
psychologist and 
physicians.   
 
 
 
 

Specialist 
clinics (pre 
and post-
operative 
period) and 
hospitals 
where 
surgeons 
performing 
bariatric 
procedures 
operate. 

Routine 
metabolic and 
nutritional 
monitoring is 
recommended 
after all 
bariatric 
procedures. 
 
Frequency of 
follow up 
depends on the 
bariatric 
procedure 
performed and 
the severity of 
co-morbidities.  

National Health and Medical 
Research Council, Department 
of Health and Aging, Australian 
Government. Clinical Practice 
Guidelines for the Management 
of overweight and obesity in 
Adults, Adolescents and 
Children in Australia. Canberra: 
NHMRC, 2013 [internet]. 
Available from: 
https://www.nhmrc.gov.au/guide
lines/publications/n57  
 
Mechanick JI, Youdim A, Jones 
DB, et al. Clinical practice 
guidelines for the perioperative 
nutritional, metabolic, and 

 

https://www.nhmrc.gov.au/guidelines/publications/n57
https://www.nhmrc.gov.au/guidelines/publications/n57
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

considered, taking into account 
the individual situation. 
 

associated health 
benefits and risks 

• need for strict eating 
plans  

• need for lifelong vitamin 
and mineral 
supplementation to 
prevent nutritional 
deficiencies depending 
on the type of procedure  

• need for continuing 
intervention to prevent 
additional weight gain. 

 
Dietary intervention should be 
provided in the pre- and post-
operative periods. 
Individual consults should 
support and educate on: 
• VLCD for pre-operative 

weight loss 
• staged meal progression 

post-surgery according to 
the type of bariatric 
procedure performed; 

• healthy eating principles. 
 
Dietitians should also assess 
nutritional status, including for 
adequate protein, fluid, 
micronutrient and vitamin 
deficiencies that may develop. 

 
Generally, 
research 
suggests less 
than bi-monthly 
follow-up by the 
MDT in the first 
two years post-
surgery results 
in reduced 
excess body 
weight loss 
compared to 
those with more 
frequent follow-
up. 

nonsurgical support of the 
bariatric surgery patient – 2013 
update: Cosponsored by 
American Association of Clinical 
Endocrinologists, The Obesity 
Society, and American Society 
for Metabolic & Bariatric 
Surgery. Obesity (Silver Spring) 
2013;21(Suppl 1):S1–27. 
Abstract available from: 
https://www.ncbi.nlm.nih.gov/p
mc/articles/PMC4142593/  
 

PEN: The Global Resource for 
Nutrition Practice - Healthy 
Weight/Obesity – Bariatric 
Surgery Toolkit. Available from: 
https://www.pennutrition.com/K
nowledgePathway.aspx?kpid=1
5324  
 
Heber D, Greenway FL, Kaplan 
LM, et. al. Endocrine and 
Nutritional Mangement of the 
Post-Bariatric Patient: An 
Endocrine Society Clinical 
Practice Guideline. J Clin 
Endocrinol Metab, Nov 
2010;95(11): 4823-4843. 
Abstract available from: 
https://www.ncbi.nlm.nih.gov/pu
bmed/21051578  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4142593/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4142593/
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=15324
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=15324
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=15324
https://www.ncbi.nlm.nih.gov/pubmed/21051578
https://www.ncbi.nlm.nih.gov/pubmed/21051578
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

PAEDIATRICS 

 Children and adolescents (0-18 
years) who are in the overweight 
or obese weight category are 
identified through primary and 
other health care pathways.   
 
Lifestyle interventions are 
indicated in the majority of cases.  
 
Weight maintenance is the goal 
for most children, with the aim 
that BMI will decrease with height 
growth. However, this is 
dependent on the situation and 
the young person’s individual 
factors. Children and adolescents 
who are obese often have to aim 
for weight loss. Most young 
people in the obese weight range 
will require a prescriptive diet to 
promote a decrease in energy 
intake.  
Multi-component lifestyle 
interventions are associated with 
successful outcomes.   
 
It is essential that overweight and 
obesity be addressed in 
paediatrics to prevent further 
progression in adulthood and to 

Effective dietary and lifestyle 
interventions with children and 
families including: 
• reduced energy intake 
• increased physical activity 
• reduced sedentary time 
• reduce non-education 

screen time 
• measures to support 

behavioural change 
• changing food behaviours. 
 
Interventions need to be 
family focused and lifestyle 
driven. They need to involve 
frequent contact with a 
healthcare professional and 
this is determined by the level 
of support required by the 
family.  
 

Combination of both group 
and individual settings can be 
beneficial. 
 
Recommendations for 
childhood obesity treatment to 
ensure effective delivery of 
high-quality care and to 

Primary health 
providers 
including GPs, 
child health 
nuse, practice 
nurse, health 
workers.  
 

Medical (GP and 
paediatrician), 
nursing, allied 
health (e.g. 
dietitian, 
psychologist, 
physiotherapist, 
OT, exercise 
physiologist) 
and/or 
multidisciplinary 
team (MDT). 
 
 

Primary 
care, 
community, 
secondary 
& tertiary 
settings all 
provide 
opportunity 
for a 
coordinated 
& quality 
approach to 
manage 
overweight 
/obesity in 
children/ 
adolescent
s.  
 
 

Frequent 
contact with 
healthcare 
professionals is 
essential.  

Recommendati
ons for 
childhood 
obesity 
treatment to 
ensure effective 
delivery of high-
quality care and 
to achieve 
clinically 
meaningful 
weight loss 
suggest 
provision of >25 
hours of 
contact with 
child and/or 
family over a 
period of six 
months.  

It is 
acknowledged 
that this level of 
contact 

An Integrated Approach for 
Tackling Childhood Overweight 
and Obesity in Queensland 
 
Growing Good Habits Website 
(GGH) 
 
Children’s Health Queensland 
Hospital and Health Services 
(CHQHHS) Clinical Practice 
Guideline: 
‘Nutritional Management of 
Obesity in Children and 
Adolescents’  
http://qheps.health.qld.gov.au/c
hildrenshealth/resources/guideli
nes/guide-nut-man-obese-
paed.pdf  
 
Al‐Khudairy  L, Loveman  E, 
Colquitt  JL et al. Diet, physical 
activity and behavioural 
interventions for the treatment 
of overweight or obese 
adolescents aged 12 to 17 
years. Cochrane Database of 
Systematic Reviews. 2017; 
Issue 6. Art. No.: CD012691. 
Available from: 
https://www.cochranelibrary.co

 

https://www.growinggoodhabits.health.qld.gov.au/health-professionals/clinical-resources-and-tools/toolkit/#47ede8a85f2c1137c
https://www.growinggoodhabits.health.qld.gov.au/health-professionals/clinical-resources-and-tools/toolkit/#47ede8a85f2c1137c
https://www.growinggoodhabits.health.qld.gov.au/health-professionals/clinical-resources-and-tools/an-integrated-approach-for-tackling-childhood-overweight-and-obesity-in-queensland/
https://www.growinggoodhabits.health.qld.gov.au/health-professionals/clinical-resources-and-tools/an-integrated-approach-for-tackling-childhood-overweight-and-obesity-in-queensland/
https://www.growinggoodhabits.health.qld.gov.au/health-professionals/clinical-resources-and-tools/an-integrated-approach-for-tackling-childhood-overweight-and-obesity-in-queensland/
https://www.growinggoodhabits.health.qld.gov.au/
https://www.growinggoodhabits.health.qld.gov.au/
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-obese-paed.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-obese-paed.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-obese-paed.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-obese-paed.pdf
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD012691/full
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

avoid consequences and chronic 
disease later in life.    
 
5As approach to weight 
management as recommended by 
the NHMRC  
• Ask and Assess (current 

lifestyle behaviours/BMI and 
waist circumference/ 
comorbidities)  

• Advise (promote a healthy 
lifestyle)  

• Assist (develop weight 
management program/ support 
behaviour change /provide 
specific dietary advice/ support 
physical activity/ manage 
comorbidities)  

• Arrange (regular review of 
weight management/ regular 
review of comorbidities).  

 
 

achieve clinically meaningful 
weight loss include:  

• family-based, 
multicomponent behavioural 
therapy 

• integrated care model  
• well-trained multidisciplinary 

care team including medical 
oversight 

• the use of evidence-based 
protocols. 

 
Telehealth services such as 
videoconferencing - when 
used appropriately - are 
emerging as efficient service 
delivery options for providing 
weight. management support 
to children and their families 
who live in rural and remote 
parts of Queensland. They 
can: 
- deliver weight 

management services into 
remote communities, 
reducing the need for 
travel 

- provide timely access to 
services and specialists, 
improving the ability to 

(frequency and 
length) may not 
be achievable 
in all health 
services, and 
hence the goal 
should be to 
provide as best 
a service as 
you can (even if 
that means less 
contact hours). 
 

m/cdsr/doi/10.1002/14651858.C
D012691/full  
 
National Health and Medical 
Research Council, Department 
of Health and Aging, Australian 
Government. Clinical Practice 
Guidelines for the Management 
of overweight and obesity in 
Adults, Adolescents and 
Children in Australia. Canberra: 
NHMRC, 2013 [internet]. 
Available from: 
https://www.nhmrc.gov.au/guide
lines/publications/n57  
 
Wilfley DE, et al. Improving 
Access and Systems of Care for 
Evidence-Based Childhood 
Obesity Treatment: Conference 
Key Findings and Next Steps. 
Obesity. 2017; 25(1):16-29 
Abstract available from: 
http://onlinelibrary.wiley.com/doi
/10.1002/oby.21712/epdf  
 

World Health Organisation. 
Report on Ending Childhood 
Obesity. Geneva, Switzerland: 
WHO; 2016 [Internet]. Available 
from: 
http://apps.who.int/iris/bitstream

https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD012691/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD012691/full
https://www.nhmrc.gov.au/guidelines/publications/n57
https://www.nhmrc.gov.au/guidelines/publications/n57
http://onlinelibrary.wiley.com/doi/10.1002/oby.21712/epdf
http://onlinelibrary.wiley.com/doi/10.1002/oby.21712/epdf
http://apps.who.int/iris/bitstream/10665/204176/1/9789241510066_eng.pdf?ua=1
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

identify developing 
conditions 

- improved family 
attendance and 
satisfaction  

- reduce travel cost (to the 
family and the health 
service). 

A 2017 evaluation of a 
telehealth pilot at the 
Queensland Children’s 
Hospital (QCH) supports the 
above statement. 
 
Further research is required to 
demonstrate that telehealth 
services provide equivalent 
clinical outcomes to that of 
traditional services. 
 

/10665/204176/1/97892415100
66_eng.pdf?ua=1   
 
Cunningham S. Delivering 
Specialist Paediatric Allied 
Health Services via Telehealth. 
The University of Queensland, 
Professional Practice in 
Nutrition and Dietetics project 
report; 2017.  
 

PAEDIATRIC INTENSIVE MEDICAL TREATMENT  

 When lifestyle changes are not 
successful and/or when rapid 
weight loss is required, additional 
intervention may be necessary. 
 
Limited evidence for these 
interventions <18 years old. 
 
 

Multi-component lifestyle 
interventions in combination 
with medical treatment. 
• Very low-caloric/energy 

diets (VLCDs or VLEDs)  
• Pharmacotherapy (anti-

obesity agents) 
• Bariatric surgery. 

  

MDT (including -  
paediatrician, 
endocrinologist, 
bariatric 
surgeon, 
dietitian, 
psychologist, 
physiotherapist/e
xercise 

Tertiary/ 
Quaternary 
care  
private 
settings  

As clinically 
indicated  

National Health and Medical 
research Council (NHMRC), 
Department of Health and 
Aging, Australian Government. 
Clinical Practice Guidelines for 
the Management of overweight 
and obesity in Adults, 
Adolescents and Children in 
Australia. Canberra: NHMRC; 
2013. Available from: 

 

http://apps.who.int/iris/bitstream/10665/204176/1/9789241510066_eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/204176/1/9789241510066_eng.pdf?ua=1
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

Recommendations for bariatric 
surgery in adolescents in 
Australia and New Zealand: 
“Key Points: 
1. Bariatric surgery should 

be considered for a 
minority of severely obese 
adolescents under the 
direction of a multi-
disciplinary weight 
management team after a 
supervised program of 
lifestyle modification and 
pharmacotherapy has 
been undertaken. 

2. The adolescent must be 
able to provide informed 
consent and understand 
the nature of the 
operation, the risks 
involved and the need for 
long term follow-up. 

3. There is a need for long 
term follow-up data in 
patients under-going 
bariatric surgery, ideally 
through nationally co-
ordinated and funded 
programs. 

 
The America Endocrine 
Society Pediatric Obesity 

physiologist, 
nurse) 

https://www.nhmrc.gov.au/guide
lines/publications/n57  
 

Australian and new Zealand 
Obesity Society (ANZOS). The 
Australian Obesity Management 
Algorithm. 2016. Available from: 
http://anzos.com/assets/Obesity
-Management-Algorithm-
18.10.2016.pdf 
 
Baur LA and Fitzgerald DA. 
Recommendations for Bariatric 
Surgery in Adolescents in 
Australia and New Zealand. A 
position paper from the 
Australian and New Zealand 
Association of Paediatric 
Surgeons, the Obesity Surgery 
Society of Australia and New 
Zealand and the Paediatrics & 
Child Health Division of The 
Royal Australasian College of 
Physicians. Journal of 
Paediatrics and Child Health 
2010; 46(12): 704–707 
Available from: 
http://onlinelibrary.wiley.com/doi
/10.1111/j.1440-
1754.2010.01875.x/epdf 
 

https://www.nhmrc.gov.au/guidelines/publications/n57
https://www.nhmrc.gov.au/guidelines/publications/n57
http://anzos.com/assets/Obesity-Management-Algorithm-18.10.2016.pdf
http://anzos.com/assets/Obesity-Management-Algorithm-18.10.2016.pdf
http://anzos.com/assets/Obesity-Management-Algorithm-18.10.2016.pdf
http://onlinelibrary.wiley.com/doi/10.1111/j.1440-1754.2010.01875.x/epdf
http://onlinelibrary.wiley.com/doi/10.1111/j.1440-1754.2010.01875.x/epdf
http://onlinelibrary.wiley.com/doi/10.1111/j.1440-1754.2010.01875.x/epdf
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

Clinical Practice Guideline 
recommend against bariatric 
surgery “in preadolescent 
children, pregnant or breast-
feeding adolescents (and 
those planning to become 
pregnant within 2 years of 
surgery), and in any patient 
who has not mastered the 
principles of healthy dietary 
and activity habits and/or has 
an unresolved substance 
abuse, eating disorder, or 
untreated psychiatric 
disorder.” (Styne DM, et al., 
2017) 

Styne DM, et al. Pediatric 
Obesity—Assessment, 
Treatment, and Prevention: An 
Endocrine Society Clinical 
Practice Guideline. J Clin 
Endocrinol Metab 2017; 
102(3):709–757. Available from: 
https://www.ncbi.nlm.nih.gov/pu
bmed/28359099  
 
Queensland Health, 
Queensland Government. 
Queensland Clinical Senate 
Meeting Report, Challenges in 
Healthcare Meeting Report. 
Brisbane: Queensland Health; 
2017. Available from: 
https://www.health.qld.gov.au/_
_data/assets/pdf_file/0027/6526
08/qcs-meeting-report-
201703.pdf 

https://www.ncbi.nlm.nih.gov/pubmed/28359099
https://www.ncbi.nlm.nih.gov/pubmed/28359099
https://www.health.qld.gov.au/__data/assets/pdf_file/0027/652608/qcs-meeting-report-201703.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0027/652608/qcs-meeting-report-201703.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0027/652608/qcs-meeting-report-201703.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0027/652608/qcs-meeting-report-201703.pdf
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Appendix One: Summary of Edits 
 

Summary of obesity evidence chapter review edits from the update to volume 2.0 

Changes to the FEEDS chapter as per the adult review 
teams Changes to the FEEDS chapter as per the paediatric review teams 

Added  
Nutrition intervention: Added in 'total kilojoule 
reduction' into diet adherence paragraph  
Added reference for DAA best practice guidelines  
Bariatric surgery: Addition of 2 items in the 'how' 
section  

• when to consider bariatric surgery 

• importance of lifestyle approaches  

Importance of the MDT added in 'who' 
No specified follow up timeframes added to 'frequency 
of intervention' 
Changed 
Updated PEN obesity toolkit as 2015 (last review date)  
Removed 
Nil 

Added  
Addition of two items in the ‘how’ section 
Changing food behaviours and empowering parents to be the agents of change as per the 
CHQ’s guideline.  
Paeds (in addition to above) 
POWG currently developing a statewide MOC/strategic plan around paediatric weight 
management which should be ready later in the year (including reviewing the current 
CHQ guideline) 
 
- WHO: final report of commission on ending childhood obesity (ECHO) 
http://apps.who.int/iris/bitstream/10665/204176/1/9789241510066_eng.pdf?ua=1  
- Effectiveness of Weight Management Interventions in 
Children: A Targeted Systematic Review for the USPSTF, Ehitlock et al 2010 
- Effectiveness of Weight Management Interventions in 
Children: A Targeted Systematic Review for the USPSTF, Ehitlock et al 2010 
- CHQ Guideline: Nutritional Management of Obesity in Children and Adolescents 
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-obese-
paed.pdf 
 
- Additional information Paediatric Intensive Medical Treatment.  
 
Changed 
Change of font to align with times new roman in rest of document in evidence section 
Removed 
Nil 

http://apps.who.int/iris/bitstream/10665/204176/1/9789241510066_eng.pdf?ua=1
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-obese-paed.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-obese-paed.pdf
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Appendix Two: Members of the FEEDS Implementation Steering Group  
 
Chair:    Jan Hill, Director Nutrition & Dietetics, Princess Alexandra Hospital, Metro South Hospital & Health Service 
Secretary & Project Officer: Rhiannon Barnes, Statewide Program Manager Clinical Education & Training, Nutrition & Dietetics, Royal Brisbane & 

Women’s Hospital, Metro North Hospital & Health Service 
 
Members: Dr Adrienne Young, Research Coordinator Nutrition & Dietetics, Royal Brisbane & Women’s Hospital, Metro North 

Hospital & Health Service 
Alan Spencer, Director Nutrition & Dietetics Gold Coast University Hospital, Gold Coast Hospital & Health Service 
Annabel Biven, Senior Dietitian, Ipswich Hospital, West Moreton Hospital & Health Service 
Cristal Newman, Senior Dietitian, Roma Hospital, South West Hospital & Health Service 
Kate Rose, Senior Dietitian, Longreach Hospital, Central West Hospital & Health Service 
Katie Barwick, Senior Dietitian, Lady Cilento Children’s Hospital, Children’s Health Queensland Hospital & Health 
Service 
Liza-Jane McBride, Team Leader, Allied Health Professions’ Office Queensland 
Sally McCray, Director Nutrition & Dietetics, Mater Group 
Dr Merrilyn Banks, Director Nutrition & Dietetics, Royal Brisbane & Women’s Hospital, Metro North Hospital & Health 
Service 
Mia Hemingbrough, Director Nutrition & Dietetics Central Queensland Hospital & Health Service 
Dr Rachel Stoney, Director Nutrition & Dietetics, Redland Hospital & Wynnum Health Service, Metro South Hospital & 
Health Service 
Rosemary Sander, Professional Lead Nutrition & Dietetics, Sunshine Coast Hospital & Health Service 
Sally Courtice, Director Nutrition & Dietetics, QEII Hospital, Metro South Hospital & Health Service 
Zoe Walsh, Team Leader, Community Indigenous & Subacute Services, Metro North Hospital & Health Service 
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