An Evidenced-Based Demand Management Toolkit for Dietetic Services

Framework for
Effective &
Efficient
Dietetic
Services

CARDIOVASCULAR DISEASE
FEEDS Version 3.0

FEEDS

This document is licensed under a Creative Commons Attribution-Non-commercial-ShareAlike 4.0 International License.
© The State of Queensland (Queensland Health) 2017.
In essence, you are free to share, copy and communicate the work for non-commercial purposes, as long as you attribute the
authors and abide by the licence terms. If you adapt, remix, transform or build upon the material, you must give appropriate credit,
provide a link to the license, and indicate if changes were made. You may do so in any reasonable manner, but not in any way that
suggests the licensor endorses you or your use. You must distribute your contributions under the same licence as the original. You
may not use the material for commercial purposes.
For further information contact nemo@health.qld.gov.au
Queensland Health would like to acknowledge the contributions to the FEEDS Toolkit from Allied Health Professions Office
Queensland (AHPOQ) and members of the Dietitians Nutritionist Strategic Coalition (DNSC) network. The DNSC membership
includes Queensland Health Nutrition & Dietetic Directors and Heads of Department, Mater Health Services Nutrition & Dietetics
Department, Non-Government Organisations, Private and University Sectors.

2

FEEDS

Contents
INTRODUCTION TO EVIDENCE AREAS ...........................................................................................................................................4
LIST OF ABBREVIATIONS .................................................................................................................................................................6
DOCUMENT REVISION HISTORY......................................................................................................................................................7
EVIDENCE AREA: CARDIOVASCULAR DISEASE ...........................................................................................................................8
APPENDIX ONE: SUMMARY OF EDITS ..........................................................................................................................................20
APPENDIX TWO: MEMBERS OF THE FEEDS IMPLEMENTATION STEERING GROUP..............................................................21
APPENDIX THREE: PRIORITISATION GUIDELINES FOR NUTRITION MANAGEMENT FOR PAEDIATRIC PATIENTS ............22

3

FEEDS

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 evidencebased 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.

4

FEEDS

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
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)
MEDIUM PRIORITY

Describes how the
intervention should be
conducted
In some areas, this may
also specify instructions
or considerations for
intervention
E.g. Individual patient
consults

LOW PRIORITY
HIGH PRIORITY AT AN ORGANISATIONAL LEVEL

Who

Where

Frequency 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

E.g. Dietitian

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

E.g. As
clinically
indicated

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

Paediatrics

The paediatric elements within each chapter have not been categorised in priority level. Instead, please refer to the prioritisation guideline (appendix three (3))
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List of Abbreviations
AHA
Allied Health Assistant

EN / EEN
Enteral Nutrition / Exclusive Enteral Nutrition

PERT
Pancreatic Enzyme Replacement Therapy

APD
Accredited Practising Dietitian

HPHE
High Protein, High Energy (Diet)

BGL
Blood Glucose Level

IDNT
International Dietetics & Nutrition Terminology

PG-SGA
Patient-Generated Subjective Global
Assessment

BMI
Body Mass Index

MDT
Multidisciplinary Team

BMR
Basal Metabolic Rate

MJ / kJ
Mega-Joule / kilo-Joule

CDE
Credentialed Diabetes Educator

MNT
Medical Nutrition Therapy

CHO
Carbohydrate

MST
Malnutrition Screening Tool

CKD
Chronic Kidney Disease

NGT
Nasogastric Tube

CVD
Cardiovascular Disease

NRV
Nutrient Reference Values

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
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Evidence Area: Cardiovascular Disease
V2.0 Contributors: Adam Gibson, Kalla Linsley, Annabel Doolan
V1.2 Contributors: Sue Wong, Rumbi Mutsekwa, Lara Quick, Jodi Mau, Helen Porteous, Claire Costello
The role of the Dietitian with a cardiology caseload will vary with the size and type of service of the cardiology unit. Cardiac patients in regional areas
may be included in General Medical admissions.
The role includes nutrition assessment, diagnosis, monitoring, intervention and education of nutrition related problems in cardiac patients. Complex
cardiac patients – inclusive of those with malnutrition – require intensive management with the multidisciplinary team. Chronic disease management
involves appropriate referral to community programs for ongoing intervention to address lifestyle changes.
Attendance at ward rounds to facilitate communication regarding nutritional issues and discharge planning with the treating team should be attended
where possible.
Other Dietitian roles will be as other speciality areas, include education & research.
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Why – reason for dietetic intervention
HEART FAILURE
Patients with chronic heart failure
should be seen for individualised
medical nutrition therapy consultation
when they have at least one of the
following:
-

BMI < 20 or ≥30 kg/m2
Unintentional oedema free weightloss >7.5% in prior 6-12 months
Identified as being at risk of
malnutrition on a nutrition screening
tool i.e. MST
Diabetes or CKD
History of malabsorption or bariatric
surgery
Consideration of heart transplant
Consideration of oral, EN or PN
nutrition support
Hospitalised for ≥ 7 days

Patients with chronic heart failure who
are malnourished or cachexic require
individualised nutrition plan
Patients with chronic heart failure
require medical nutrition therapy to:
- Contribute to heart failure
treatment, such as fluid and sodium
restriction
- Address contributing comorbidities
such as hypertension, disorders of

How

Who

Where

Frequency for
intervention

Comments/ Evidence

Individual
consultation

Dietitian or
another health
professional
with specialist
nutrition
knowledge
(e.g. nurse,
physician)
should
implement
medical
nutrition
therapy for
heart failure
and coordinate
the nutrition
care of
patients as
part of an
MDT.

Throughout
continuum of
care within
hospital and
health services
e.g. inpatient
and outpatient

At least one
occasion of
service

Vest AR, Chan M, Deswal A, et
al. Nutrition, Obesity, and
Cachexia in Patients With Heart
Failure: A Consensus Statement
from the Heart Failure Society of
America Scientific Statements
Committee. Journal of Cardiac
Failure 2019; 25:380400. https://www.ncbi.nlm.nih.gov/
pubmed/30877038
Guidelines for the prevention,
detection & management of CHF
2019; 25:380
400. https://www.heartfoundation.
org.au/images/uploads/publicatio
ns/Chronic_Heart_Failure_Guideli
nes_2011.pdf

Initial and then
reassessment
every 4-12
weeks, as
indicated
Initial encounter
30-60 min with a
follow-up
encounter 4-6
weeks (2 weeks

COACH telephone
http://www.thecoachprogram.com/
Get Healthy
http://www.gethealthyqld.com.au/
Kuehneman T, Gregory M, de
Waal D, et al. Academy of
Nutrition and Dietetics EvidenceBased Practice Guideline for the
Management of Heart Failure in
Adults. 2018. p. 2331-
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Why – reason for dietetic intervention

How

lipid metabolism, diabetes and
obesity
Heart failure education improves
compliance with dietary restrictions, lifestyle
change and self-management.
Counselling patients and their carers about
the appropriate self-management of heart
failure is recommended in patients with
heart failure, to decrease the risk of
hospitalisation and mortality.

Group
education

Who

Where

Frequency for
intervention
for advanced
heart failure
NYHA IV) and as
required
thereafter.

Intervention
should
commence as
soon as possible
after diagnosis;
be patientcentred and
appropriate to a
patient’s level of
health literacy; be
culturally
appropriate; and
be revised
continually
throughout life.

Comments/ Evidence
45. https://jandonline.org/article/S
2212-2672(18)30293-4/pdf
Lindenfeld J, Albert N, Boehmer
J, et al. Executive Summary:
HFSA 2010 Comprehensive Heart
Failure Practice Guideline.
Journal of Cardiac Failure
2010;16:475539. https://www.hfsa.org/heartfailure-guidelines-2/
Atherton JJ, Sindone A, De
Pasquale CG, et al. National
Heart Foundation of Australia and
Cardiac Society of Australia and
New Zealand: Guidelines for the
Prevention, Detection, and
Management of Heart Failure in
Australia 2018. 2018. p. 1123208. https://www.heartlungcirc.or
g/article/S1443-9506(18)317773/fulltext
Abshire M, Xu J, Baptiste D, et al.
Nutritional Interventions in Heart
Failure: A Systematic Review of
the Literature. Journal of Cardiac
Failure 2015;21:98999. https://www.ncbi.nlm.nih.gov/p
mc/articles/PMC4666750/
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Why – reason for dietetic intervention

How

Who

Where

Patients with chronic heart failure and
obesity BMI >35 kg/m2, target 5-10%
weight loss.

Individual
consultation

Dietitian
counselling is
recommended

Outpatients/Co
mmunity
health setting

Dietitians are encouraged to refer to a
multidisciplinary heart failure disease
management program for heart failure
patients who are clinically stable or have
high risk-features.
Participation in a multi-disciplinary heart
failure program can decrease risk of
mortality and rehospitalisation, and improve
functional capacity, exercise duration and
health-related quality of life.

In areas where access to a face-to-face
multidisciplinary heart failure diseasemanagement program after discharge is
limited, patients should be followed up with
a multidisciplinary telemonitoring or
telephone support program.

Nurse

Group
education
and exercise
sessions

Dietitian as
part of a MDT

Frequency for
intervention
As clinically
indicated

As per program
structure;
however
higher risk
patients with
more advanced
heart failure may
need to be
followed up
permanently
Patients who
experience
frequent
episodes of
exacerbation or
demonstrate
instability after
discharge should
be re-referred.

Dietitian as
part of a MDT

One occasion of
service, then as
clinically
indicated

Comments/ Evidence
Vest AR, Chan M, Deswal A, et
al. Nutrition, Obesity, and
Cachexia in Patients With Heart
Failure: A Consensus Statement
from the Heart Failure Society of
America Scientific Statements
Committee. Journal of Cardiac
Failure 2019;25:380400. https://www.ncbi.nlm.nih.gov/
pubmed/30877038
Kuehneman T, Gregory M, de
Waal D, et al. Academy of
Nutrition and Dietetics EvidenceBased Practice Guideline for the
Management of Heart Failure in
Adults. 2018. p. 233145. https://jandonline.org/article/S
2212-2672(18)30293-4/pdf
Lindenfeld J, Albert N, Boehmer
J, et al. Executive Summary:
HFSA 2010 Comprehensive Heart
Failure Practice Guideline.
Journal of Cardiac Failure 2010;
16:475539. https://www.hfsa.org/heartfailure-guidelines-2/
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Why – reason for dietetic intervention

How

Who

Where

Frequency for
intervention

Comments/ Evidence
Atherton JJ, Sindone A, De
Pasquale CG, et al. National
Heart Foundation of Australia and
Cardiac Society of Australia and
New Zealand: Guidelines for the
Prevention, Detection, and
Management of Heart Failure in
Australia 2018. 2018. p. 1123208. https://www.heartlungcirc.org
/article/S1443-9506(18)317773/fulltext
Abshire M, Xu J, Baptiste D, et al.
Nutritional Interventions in Heart
Failure: A Systematic Review of
the Literature. Journal of Cardiac
Failure 2015; 21:98999. https://www.ncbi.nlm.nih.gov/p
mc/articles/PMC4666750/

Dietitians are recommended to encourage
patients to have individualised physical
activity plans.

Individual
consultation

Dietitian to
encourage
physical
activity plans

Regular physical activity is recommended
as safe and effective for patients with heart
failure, who are able to participate, to
improve functional status.

Unless
medically
contraindicat
ed

Physiotherapis
t or exercise
physiologist

Throughout
continuum of
care within
hospital and
health services
e.g. inpatient
and outpatient

At each occasion
of service

As determined by
the appropriate
clinician

Kuehneman T, Gregory M, de
Waal D, et al. Academy of
Nutrition and Dietetics EvidenceBased Practice Guideline for the
Management of Heart Failure in
Adults. 2018. P. 233145. https://jandonline.org/article/S
2212-2672(18)30293-4/pdf
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Why – reason for dietetic intervention

How

Who

Where

Frequency for
intervention

Comments/ Evidence

Dietitian

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

As required
appropriate to
level of concern
or as part of
Cardiac
Rehabilitation
Programs

Guidelines for the management of
absolute cardiovascular disease
risk 2012

CARDIOVASCULAR DISEASE RISK FACTORS – GENERAL
Lifestyle education and counselling is
required for the effective management of a
range of risk factors and conditions,
including development of hypertension,
dyslipidaemia, and acute coronary
syndrome (ACS).

Group
education

Following the Heart Foundation
recommendations for a heart healthy eating
pattern will improve CVD risk factors such
as high blood pressure and blood lipids.

Individual
patient
consultations

As per the Pharmaceutical Benefits Scheme
(PBS) commencement of statin therapy
requires adjunct diet therapy

Suitably
trained cardiac
nurses &
nutrition
assistants
where Dietitian
is not available

Acute care
settings if
minimal
services in
remote area

Dietitian

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

National Heart Foundation of
Australia & Cardiac Society of
Australia and New Zealand:
Guidelines for The Management
Of Acute Coronary Syndromes
2016
National Heart Foundation Eating
for Heart Health Position
Statement 2018
COACH telephone
http://www.thecoachprogram.com/

CARDIOVASCULAR DISEASE RISK FACTORS – HYPERTENSION
Lifestyle advice is recommended for all
patients.
- Assess and manage lifestyle risk
factors in all patients
- Assess patient’s readiness to
change lifestyle behaviours –
includes physical activity, diet,
weight control and alcohol intake
- Team based care involving allied
health professionals can reduce

Individual
patient
consult

As required
appropriate to
level of concern

National Heart Foundation
Guideline for the diagnosis and
management of hypertension in
adults 2016
Guidelines for the management of
absolute cardiovascular disease
risk 2012
National Heart Foundation of
Australia & Cardiac Society of
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Why – reason for dietetic intervention

How

Who

Where

blood pressure more effectively
than standard clinical care alone.

Frequency for
intervention

Comments/ Evidence

After discharge
from hospital as
part of cardiac
rehabilitation
program

National Heart Foundation of
Australia & Cardiac Society of
Australia and New Zealand:
Guidelines for The Management
Of Acute Coronary Syndromes
2016

Hypertension may be a priority for
intervention where other co-morbidities are
present (e.g. renal disease).

Australia and New Zealand:
Guidelines for The Management
Of Acute Coronary Syndromes
2016

CORONARY HEART DISEASE
Attendance at cardiac rehabilitation or
undertaking a structured
secondary prevention service is
recommended for all
patients hospitalised with ACS

Individual
patient
consults or
group
education

Consider referring the patient to a dietitian
for support with dietary changes.

Dietitian

Strategies to promote a healthy lifestyle
should be adopted and should focus on
smoking cessation, healthy eating, physical
activity and avoidance of excess alcohol
intake.

Dietitian or
suitably
trained cardiac
rehab nurses

Services can
be in the
hospital,
primary care,
the local
community or
home setting

As required
appropriate to
level of concern

National Heart Foundation of
Australia Reducing risk in heart
disease. An expert guide to
clinical practice for secondary
prevention of coronary heart
disease 2012
Baker IDI, Heart and Diabetes
Institute. National EvidenceBased Guideline on Secondary
Prevention of Cardiovascular
Disease in Type 2 Diabetes (Part
of the Guidelines on Management
of Type 2 Diabetes) 2015.
Melbourne, Australia.
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Why – reason for dietetic intervention

How

Who

Where

Attendance at cardiac rehabilitation
programs support dietary education and
facilitate risk management.

Group
education
sessions

Cardiac rehab
co-ordinator or
nurse of
Dietitian

Services can
be based in
the hospital,
primary care,
or the local
community

Dietitian as
part of a MDT

Lifestyle/behavioural modification is a core
component of cardiac rehabilitation.
Nutrition assessment should include
validated assessment of nutritional status,
alcohol intake, caffeine use, referral to
dietitian.
Education and counselling should ideally
target a ‘‘healthy eating’’ pattern.

Frequency for
intervention
As per program
structure (usually
4-6 weeks)

Individual
education
counselling

Weight management is a core component,
including referral to dietitian.
Patients with co-existing diabetes should be
advised to modify lifestyle factors including
diet and weight management, inclusive of a
lifestyle management plan.

Community
local or
populationspecific
programs (i.e.
COACH,
HELP, SNAP,
Get Healthy,
Managing My
Heart Health)

As per program

Acute care &
outpatient
setting

Patients will
require
comprehensive
education &

Comments/ Evidence
Recommended framework for
cardiac rehabilitation 2004
ACRA Core Components of
Cardiovascular Disease
Secondary Prevention and
Cardiac Rehabilitation 2014

END-STAGE HEART FAILURE THERAPIES – HEART TRANSPLANT
For patients undergoing assessment
prior to heart transplantation, medical
nutrition therapy should focus on:

Individual
patient
consults

Dietitian with
experience in
heart
transplants

The 2016 International Society for
Heart Lung Transplantation listing
criteria for heart transplantation: A
10-year update
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Why – reason for dietetic intervention

How

Who

Optimising nutritional status (ISHLT
BMI targets for listing: BMI >18.5kg/m2
and <35kg/m2)
Optimising diabetes management
(ISHLT target HbA1c <7.5%)
Optimising bone mineral density
Optimising lipid profile

Diabetes
management
liaison with or
referral to
endocrinologis
t +/- diabetes
educator

Pre-transplant BMI >35kg/m2 is associated
with a worse outcome after cardiac
transplantation (longer waiting times, less
likely to find a suitable donor, and potential
increase in morbidity and mortality)
Poor glycaemic control (HbA1c >7.5%) is a
relative contraindication for cardiac
transplant

Shared care
arrangements
with local
treating teams
(supported by
specialist
dietitians) may
be appropriate
following
assessment to
meet
treatment
goals

For patients immediately post heart
transplant, interventions focus on:
• Monitoring adequacy of nutritional
intake
• Optimising nutrition support during
hypermetabolic phase (approx. 4-6
weeks post-surgery)
• Food safety education

Shared care
arrangements
with local
treating teams
(supported by
specialist
dietitians) may
be appropriate
post-discharge

•
•
•
•

Where

Frequency for
intervention
follow-up if
nutritional
concerns are
identified

Comments/ Evidence
Aggarwal A, Kumar A, Gregory
MP et al. Nutrition in Clinical
Practice. Nutrition assessment in
Advanced Heart Failure patients
evaluated for Ventricular Assist
Devices or Cardiac
Transplantation 2013; 28(1):112119 https://onlinelibrary.wiley.com
/doi/abs/10.1177/0884533612457
948
Yost GR, Gregory M, Bhat G.
Short form nutrition assessment in
patients with Advanced Heart
Failure evaluated for Ventricular
Assist Device or Cardiac
Transplantation. Nutrition in
Clinical Practice 2014; 29(5): 686691 https://www.ncbi.nlm.nih.gov/
pubmed/24866345

Patients will
require
comprehensive
education &
follow-up for
three months
post-heart
transplant and
ongoing if
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Why – reason for dietetic intervention

How

Dietary intervention is effective in controlling
excessive weight gain and metabolic control
following heart transplant
Weight loss after transplantation is an
indicator of adverse prognosis.
Long term follow-up is recommended to
monitor:
• Nutritional status (aiming for BMI 2025kg/m2)
• Diabetes management
• Sodium intake and fluid control
For patients with a BMI >35kg/m2, lifestyle
counselling, nutritional management and
exercise prescription can be effective
nutrition interventions

Who

Where

Frequency for
intervention
clinically
indicated

Comments/ Evidence

Acute care &
out-patient
setting

As clinically
indicated

Guida B, Perrino NR, Laccetti R
et al. Clinical Transplantation
2009; 23(1): 101-107.
https://www.ncbi.nlm.nih.gov/pub
med/19200222

Patients will
require
comprehensive
education &
follow-up if
nutritional
concerns are
identified

Nutrition Assessment, Care and
Considerations of Ventricular
Assist Device Patients 2012
ASPEN

if requiring
ongoing
monitoring

Individual
patient
consults

Private/Comm
unity Dietitians

Group
education

Out-patient
setting

VENTRICULAR ASSIST DEVICE (VAD)
All patients who are considered for VAD
mechanical support should be assessed by
a Dietitian.
Patients with a VAD are considered
hypermetabolic and require close
monitoring, especially in the initial postoperative period.

Individual
patient
consults

Dietitian with
experience in
heart
transplants or
mechanical
circulatory
support.

Acute care &
out-patient
setting

Patients in QLD who receive a Ventricular
Assist Device routinely complete a
comprehensive multidisciplinary heart
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Why – reason for dietetic intervention

How

Who

Where

Frequency for
intervention

Comments/ Evidence

Individual
consults with
patients,
parents and
health
professionals

Dietitian with
paediatric
experience

Paediatric
Intensive Care
Unit & Cardiac
ward rounds

Daily intervention
and monitoring

Parrish, CR. Nourishing Little Hearts:
Nutritional Implications for Congenital
Heart Defects. Practical
Gastroenterology 2011; 11-34; Series
#98.
https://med.virginia.edu/ginutrition/wpcontent/uploads/sites/199/2014/06/Ro
manArticle.pdf

transplant workup and are listed for a heart
transplant. Currently this form of mechanical
circulatory support is for bridge to transplant
therapy rather than destination therapy.
Therefore, patients who receive a
Ventricular Assist Device are required to
remain within the listing requirements for
heart transplant – please refer to the heart
transplant section above for further details.
PAEDIATRICS
Growth restriction is common in infants and young
children with congenital heart disease.
Factors which impact growth include:
• severity of cardiac lesion;
• inadequate calorie intake;
• inefficient nutrient absorption
• high metabolic demands;
• laryngeal dysfunction;
• gastrointestinal changes;
• presence of pulmonary hypertension
• presence of cyanosis; and
• chromosomal abnormalities.
Provision of feeding support and supplementation
of macronutrients/calories improves clinical
outcomes and promotes growth.
Complications requiring nutrition intervention
include necrotising enterocolitis and chylothorax.

Attendance
at ward
rounds,
cardiac
outpatient
clinic
Tele-health
Individual
and MDT
consultations

Dietitian as
part of a MDT

Out-patient
setting

Weekly or as
required

Inpatient and
outpatient
setting

Weekly or as
required

Costello CL, Gellatly M, Daniel J, Justo
RN, Weir K. Growth Restriction in
Infants and Young Children with
Congenital Heart Disease. Congenital
Heart Disease 2015; 10(5):447-456.
https://www.ncbi.nlm.nih.gov/pubmed/2
5385245
CHQ Clinical Guidelines: Nutritional
Management of Paediatric Cardiac
Patients.
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Why – reason for dietetic intervention
Design, implementation and monitoring of rapid
tube weaning regimens

How

Who

Where

Frequency for
intervention

Comments/ Evidence
Jaksic T et al. A.S.P.E.N Clinical
Guidelines: Nutrition Support of
Neonates Supported with
Extracorporeal Membrane
Oxygenation. J Parent Ent Nut. 2010;
34(3): 247-253
https://onlinelibrary.wiley.com/doi/full/1
0.1177/0148607110369225
Cormack et al. Use of Monogen for
pediatric post-operative chylothorax.
Ann Thor Surg. 2004; 77: 301-5.
https://www.annalsthoracicsurgery.org/
action/showPdf?pii=S00034975%2803%2901189-5
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Appendix One: Summary of Edits
Summary of cardiovascular disease evidence chapter review edits from the update to volume 2.0
Changes to the FEEDS chapter as per the adult review teams
Added
• Palliative care team and clinical nurse added to ‘Who’ for palliative HF
patients
• ‘Dietary education and counselling for weight management, fibre,
alcohol, saturated fat and/or caffeine intake’ added as new area for
dietetic intervention in HF patients
Changed
• ‘Palliative patients with chronic heart failure may require
comprehensive discharge planning’ (from ‘will require’) for palliative
HF patients
• Changed ‘Where’ for dietary education and counselling on fluid intake,
sodium intake and heart health to ‘Throughout continuum of care e.g.
home, hospital, subacute’ (previously ‘Acute setting’)
• ‘Hypertension may be a priority for intervention where other comorbidities are present’ (from ‘are a priority’) in CVD risk factors;
priority level changed from red to orange; and ‘Where’ changed to
‘Throughout continuum of care e.g. home, hospital, subacute’.
Removed
Nil

Changes to the FEEDS chapter as per the paediatric review teams
Added
Factors which impact growth include:
• inefficient nutrient absorption
• presence of pulmonary hypertension
• References
Costello CL, Gellatly M, Daniel J, Justo RN, Weir K. Growth Restriction in
Infants and Young Children with Congenital Heart Disease. Congenital Heart
Disease 2015; 10(5):447-456.
CHQ Clinical Guidelines: Nutritional Management of Paediatric Cardiac
Patients.
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/gdl00528.pdf
Jaksic T et al. A.S.P.E.N Clinical Guidelines: Nutrition Support of Neonates
Supported with Extracorporeal Membrane Oxygenation. J Parent Ent Nut.
2010; 34(3): 247-253
Cormack et al. Use of Monogen for pediatric post-operative chylothorax. Ann
Thor Surg. 2004; 77: 301-5.
Changed
Dietitian “as a member of a MDT”
Removed
Nil
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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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Appendix Three: Prioritisation Guidelines for Nutrition Management for Paediatric
Patients

Prioritisation
Guidelines
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