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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 (appendix 3) 
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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 
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Document Revision History 
Version 
No. 

Created/Modified 
by 

Date Content/Amendments details  Approved by 

FEEDS Toolkit 
3.0 Rhiannon Barnes 

Anna Edwards 
16/05/2020 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 
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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: Intensive Care  
 
V3.0 Contributors: Greta Hollis, Adrian Powlesland, Ra’eesa Doola, Claire Dux, Shannon Lewis 
V2.0 Contributors: Alan Spencer, Anna Majchrazak 
V1.2 Contributors:  Anita Mohanlal, Anneli Reeves, Azmat Ali, Emma Osland, Elissa Robins, Ra’eesa Doola, Alan Spencer, Melinda White 
 
The role of the Dietitian will vary depending on the size and complexity of the ICU but essentially centres on the development and ongoing review of 
feeding initiation protocol; including the frequent monitoring of the adherence to the protocol in individual patients receiving nutrition support within the 
unit. 
 
Attendance of ward rounds to facilitate communication regarding nutritional issues with the treating team should be attended where possible. If this is 
not possible, a regular line of communication with the treating team should be established to facilitate timely communication regard nutritional issues 
and concerns. 
 
Other Dietitian roles will include speciality areas such as education and research.  In ICUs that have access to a metabolic cart, the Dietitian should 
act as a resource in the use of this technology for routine clinical care and for research.  
 

 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

FEEDING PROTOCOL/ALGORITHM DEVELOPMENT, EVALUATION AND REVIEW 
 Best practice dictates that most 

adult ICUs will have a variant of 
an ICU feeding algorithm, 
incorporating strategies to 
optimize the delivery of PEN, EN 
and oral nutrition in critically ill 
patients.  
This algorithm should be protocol 
driven, such that no health 
professional needs to initiate a 

In 
consultation 
with key 
stakeholder
s  
(i.e. ICU 
director, 
Intensivists, 
Nursing 
staff, 
Pharmacists 

Dietitian with 
ICU 
experience in 
consultation 
with the MDT  

Designated 
ICU or 
High 
Dependency 
Unit  

Regular, planned 
evaluation and 
review of protocol 

McClave S, Taylor BE, Martindale RG, et al. 
Guidelines for the Provision and Assessment 
of Nutrition Support Therapy in the Adult 
Critically Ill Patient: Society of Critical Care 
Medicine (SCCM) and American Society for 
Parenteral and Enteral Nutrition (A.S.P.E.N.). 
JPEN J Parenter Enteral Nutr. 
2016;40(3):159–211. Abstract available from: 
https://www.ncbi.nlm.nih.gov/pubmed/267730
77  

 

https://www.ncbi.nlm.nih.gov/pubmed/26773077
https://www.ncbi.nlm.nih.gov/pubmed/26773077
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

feeding regimen in this patient 
group.  
The types of feeding products 
used will vary according to local 
or state-wide contracts. however, 
the use of novel products or key 
nutrients and modes of delivery 
of these should be based on the 
best available evidence  
 
The Dietitian’s role is to be 
involved in the development of 
this algorithm at a local level and 
the “tweaking” of this as more 
evidence develops on new 
processes and new products. 
 
Ideally, the feeding algorithm 
should include management 
strategies for feed choice, feed 
intolerance, and include both EN 
and PN feeding routes. 
 

and 
Dietitians)  
 

Canadian Clinical Practice Guidelines (2015). 
Available from:  
http://www.criticalcarenutrition.com    
 
Evidence based guidelines for nutritional 
support of the critically ill: results of a bi-
national guidelines development conference 
(ANZICS 2003) 
[evidence underpinning ACCEPT trial]. 
Available from:  
www.evidencebased.net  
 
Kreymann KG, Berger MM, Deutz NE, et al. 
ESPEN Guidelines on Enteral Nutrition: 
Intensive care. Clin Nutr. 2006;25(2):210-223. 
Abstract available from: 
https://www.ncbi.nlm.nih.gov/pubmed/166970
87  
 
Allied Health ICU Benchmarking and Service 
Delivery Model: Queensland Health [KPMG 
Report] (2011)  
 

HIGH RISK PATIENTS   

 It should be the intention for all 
ICU patients to be fed early 
(within 24-48 hours of ICU 
admission) according to the 
feeding algorithm, independent 
of nutritional status.  
 

Individual 
patient 
consults 
 
Chart 
Review 

Dietitian 
 
 

Designated 
ICU or 
High 
Dependency 
Unit  

Alternative 
feeding: 
Monitoring of 
protocol 
adherence  
 

Canadian Clinical Practice Guidelines (2015). 
Available from: 
http://www.criticalcarenutrition.com    
 
Heyland DK, Dhaliwal R, Jiang X, Day AG. 
Identifying critically ill patients who benefit the 
most from nutrition therapy: the development 

 

http://www.criticalcarenutrition.com/
http://www.evidencebased.net/
https://www.ncbi.nlm.nih.gov/pubmed/16697087
https://www.ncbi.nlm.nih.gov/pubmed/16697087
http://www.criticalcarenutrition.com/
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

The following clinical features 
represent examples of higher 
nutritional risk: 
• BMI <25kg/m2 
• BMI >35kg/m2 
• Patients with long 

hospitalisation prior to ICU 
admission (due to risk of 
malnutrition developing as in-
patient); this includes 
consideration of inter-hospital 
transfers 

• Specific conditions that may 
require alterations to the 
timing, rate or feed product 
provided by protocol (e.g. 
burns, ECMO, large wound 
outputs, pressure injuries). 

 
While a validated screening tool 
for the identification of patients 
who may benefit from nutrition 
therapy in the ICU exists 
(NUTRIC score), its practical 
application is limited by the 
components required for its 
computation (IL-6, APACHE II 
scores).  
 
SGAs have been correlated with 
outcomes in ICU and can be 
used on both MV and non-MV 

Individualisation of 
protocol goal rate 
as soon as 
clinically indicated 
 
Oral intake: 
As required, 
appropriate to level 
of concern 
regarding 
nutritional 
vulnerability 
 
Early EN if oral 
intake not possible 
in the next 48 
hours.  

and initial validation of a novel risk 
assessment tool. Crit Care. 2011;15(6):R268. 
Abstract available from: 
https://www.ncbi.nlm.nih.gov/pubmed/220857
63  
 
Sungurtekin H, Sungurtekin U, Oner O, Okke 
D. Nutrition assessment in critically ill patients. 
Nutr Clin Pract. 2008;23(6):635-641. Abstract 
available from: 
https://www.ncbi.nlm.nih.gov/pubmed/190332
23  
 
Sheean PM, Peterson SJ, Gurka DP, 
Braunschweig CA. Nutrition assessment: the 
reproducibility of subjective global 
assessment in patients requiring mechanical 
ventilation. Eur J Clin Nutr. 2010;64(11):1358-
1364. Abstract avaliable from: 
https://www.ncbi.nlm.nih.gov/pubmed/207001
37  
 
McClave S, Taylor BE, Martindale RG, et al. 
Guidelines for the Provision and Assessment 
of Nutrition Support Therapy in the Adult 
Critically Ill Patient: Society of Critical Care 
Medicine (SCCM) and American Society for 
Parenteral and Enteral Nutrition (A.S.P.E.N.). 
JPEN J Parenter Enteral Nutr. 
2016;40(3):159–211. Abstract available from: 
https://www.ncbi.nlm.nih.gov/pubmed/267730
77  

https://www.ncbi.nlm.nih.gov/pubmed/22085763
https://www.ncbi.nlm.nih.gov/pubmed/22085763
https://www.ncbi.nlm.nih.gov/pubmed/19033223
https://www.ncbi.nlm.nih.gov/pubmed/19033223
https://www.ncbi.nlm.nih.gov/pubmed/20700137
https://www.ncbi.nlm.nih.gov/pubmed/20700137
https://www.ncbi.nlm.nih.gov/pubmed/26773077
https://www.ncbi.nlm.nih.gov/pubmed/26773077
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

patients to assess for 
malnutrition when the required 
information is available. 
 
 
 
 

Fontes D, Generoso Sde V, Toulson Davisson 
Correia MI. Subjective global assessment: a 
reliable nutritional assessment tool to predict 
outcomes in critically ill patients. Clin Nutr. 
2014;33(2):291-295. Abstract available from: 
https://www.ncbi.nlm.nih.gov/pubmed/237558
41  
 

MECHANICALLY VENTILATED (MV) PATIENTS 

 
 
 
 
 
 
 

MV patients require an 
alternative feeding route 
appropriate to the clinical 
reasons for ICU admission. 
 
MV patients should be 
commenced on alternative 
feeding according to the unit 
protocol/algorithm.  
The Dietitian should monitor 
adherence to the protocol on a 
day-to-day basis for individual 
patients within the unit.  
 

Individual 
patient 
consults 
 

Protocol 
implemented 
by nursing 
and/or 
medical staff; 
overseen & 
monitored by 
Dietitian 

A designated 
ICU 

Regular monitoring 
of protocol 
adherence 
 
Individualisation of 
protocol goal rates 
on patients as 
clinically indicated 
  
Consider early (48-
72 hours) 
individualisation for 
high risk patients 
 

McClave S, Taylor BE, Martindale RG, et al. 
Guidelines for the Provision and Assessment 
of Nutrition Support Therapy in the Adult 
Critically Ill Patient: Society of Critical Care 
Medicine (SCCM) and American Society for 
Parenteral and Enteral Nutrition (A.S.P.E.N.). 
JPEN J Parenter Enteral Nutr. 
2016;40(3):159–211. Abstract available from: 
https://www.ncbi.nlm.nih.gov/pubmed/267730
77  
 
Canadian Clinical Practice Guidelines (2015). 
Available from: 
http://www.criticalcarenutrition.com    
 
Singer P, Blaser AR, Berger MM, et al. 
ESPEN guideline on clinical nutrition in the 
intensive care unit. Clin Nutr. 2019;38(1):48-
79. Abstract available from:  
https://www.ncbi.nlm.nih.gov/pubmed/303484
63  
 

 

https://www.ncbi.nlm.nih.gov/pubmed/23755841
https://www.ncbi.nlm.nih.gov/pubmed/23755841
https://www.ncbi.nlm.nih.gov/pubmed/26773077
https://www.ncbi.nlm.nih.gov/pubmed/26773077
http://www.criticalcarenutrition.com/
https://www.ncbi.nlm.nih.gov/pubmed/30348463
https://www.ncbi.nlm.nih.gov/pubmed/30348463
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

Evidence based guidelines for nutritional 
support of the critically ill: results of a bi-
national guidelines development conference 
(ANZICS 2003) 
[evidence underpinning ACCEPT trial]. 
Available from: 
www.evidencebased.net  
 
Allied Health ICU Benchmarking and Service 
Delivery Model: Queensland Health [KPMG 
Report] (2011) 
 

NON-INVASIVE VENTILATION (NIV) PATIENTS 

 NIV patients may require texture 
modification or concentrated 
liquid supplementation of oral 
intake due to increased work of 
breathing and associated 
difficulties with chewing/eating 
under these circumstances. 
 
Alternative feeding methods may 
be indicated if ongoing poor oral 
intake, in which case 
management mimics that for MV 
patients. 
 
 
 
 

Individual 
patient 
consults 

Protocol 
implemented 
by nursing 
and/or 
medical staff; 
overseen and 
monitored by 
Dietitian 

A designated 
ICU or 
High 
Dependency 
Unit 

Alternative 
feeding: 
Regular monitoring 
of adherence 
Individualisation of 
protocol goal rates 
on patients as 
clinically indicated.  
Individualisation 
for high risk 
patients 
 
Oral intake:  
As required, 
appropriate to level 
of vulnerability 

Reeves A, White H, Sosnowski K, Tran K, 
Jones M, Palmer M. Energy and protein 
intakes of hospitalised patients with acute 
respiratory failure receiving non-invasive 
ventilation. Clin Nutr. 2014;33(6):1068-1073. 
Abstract available from: 
https://www.ncbi.nlm.nih.gov/pubmed/243211
88  
 

 

http://www.evidencebased.net/
https://www.ncbi.nlm.nih.gov/pubmed/24321188
https://www.ncbi.nlm.nih.gov/pubmed/24321188
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

NON-VENTILATED PATIENTS 

 NV patients may include short 
stay admissions for post-
operative observations or HDU 
admissions; or longer stay 
patients in post-extubation/NIV 
stages of their admission.  
As such, nutritional risk will vary 
and individual case consideration 
is required to determine the 
appropriate level of nutritional 
intervention. Consider initiation of 
early EN if oral intake is not 
possible within 48 hours.  
Interventions may include 
ongoing optimisation of nutrition 
support in long stay patients, 
advocacy for early feeding in 
appropriate post-operative 
cases, or no intervention 
required. 
 

Individual 
patient 
consults 
 
Chart 
review 

Dietitian  
 
Nutrition 
Assistant 

A designated 
ICU or 
High 
Dependency 
Unit  
 

Oral intake: 
As required, 
appropriate to level 
of concern re 
nutritional 
vulnerability 
 

ERAS guidelines. Available from: 
http://www.erassociety.org/ 
 
Osland E, Yunus RM, Khan S, Memon MA. 
Early versus traditional postoperative feeding 
in patients undergoing resectional 
gastrointestinal surgery: a meta-analysis. 
JPEN J Parenter Enteral Nutr. 
2011;35(4):473-487. Abstract available from: 
https://www.ncbi.nlm.nih.gov/pubmed/216286
07  
 
McClave S, Taylor BE, Martindale RG, et al. 
Guidelines for the Provision and Assessment 
of Nutrition Support Therapy in the Adult 
Critically Ill Patient: Society of Critical Care 
Medicine (SCCM) and American Society for 
Parenteral and Enteral Nutrition (A.S.P.E.N.). 
JPEN J Parenter Enteral Nutr. 
2016;40(3):159–211. Abstract available from: 
https://www.ncbi.nlm.nih.gov/pubmed/267730
77  
 
 
 
 
 
 
 

 

http://www.erassociety.org/
https://www.ncbi.nlm.nih.gov/pubmed/21628607
https://www.ncbi.nlm.nih.gov/pubmed/21628607
https://www.ncbi.nlm.nih.gov/pubmed/26773077
https://www.ncbi.nlm.nih.gov/pubmed/26773077
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

PAEDIATRICS 

 The majority of patients require 
an alternative route to oral for 
nutritional support.  
 
Optimal nutritional support 
prevents the consequences of 
over- and under-feeding and 
improves clinical outcomes. 
 
Dietitian intervention provides 
and monitors optimal nutritional 
support, troubleshoots feeding 
intolerance and assists in clinical 
management. 
 
A common barrier affecting the 
initiation, progression and 
optimisation of nutrition delivery 
is fluid restriction in the PICU. 
Nutrition support algorithm for 
fluid restricted infants and 
children Guideline has been 
developed in order to optimise 
the delivery of nutrition to 
patients fluid restricted to 
≤4ml/kg/hr. 

Attendance at 
PICU daily ward 
round 
 
Individual 
consults with 
parents  and 
health 
professionals 

Dietitian Paediatric 
Intensive 
Care Unit 

Daily intervention 
and Monitoring 

Children’s Health Queensland Guideline: 
Nutrition for Paediatric Intensive Care Patients  
http://qheps.health.qld.gov.au/childrenshealth/
resources/guidelines/guide-nut-picu.pdf 
 
Mehta NM, Bechard LJ, Cahill N, et al. 
Nutritional practices and their relationship to 
clinical outcomes in critically ill children--an 
international multicenter cohort study*. Crit 
Care Med. 2012;40(7):2204-2211. Abstract 
available from: 
https://www.ncbi.nlm.nih.gov/pubmed/225649
54  
 
Children’s Health Queensland Guideline: 
Nutrition support algorithm for fluid restricted 
infants and children  
http://qheps.health.qld.gov.au/childrenshealth/
resources/guidelines/gdl-00527.pdf 
 

 

http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-picu.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-picu.pdf
https://www.ncbi.nlm.nih.gov/pubmed/22564954
https://www.ncbi.nlm.nih.gov/pubmed/22564954
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/gdl-00527.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/gdl-00527.pdf
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Appendix One: Summary of Edits 
 

Summary of intensive care 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  
Updated reference to 2015 Canadian Clinical Practice Guidelines (CCPG); 
this document really makes no mention of specifics around nutrient delivery 
other than talking about an algorithm therefore felt it appropriate to incorporate 
a bit of this here (i.e. preference of EN over PN where possible, reference to 
mode of nutrient delivery & specifics around key nutrients has been 
generalised into using “best available evidence” CCPG provide evidence 
around all these issues. Stipulation of early feeding as per CCPG 
Changed 
Nil 
Removed 
Nil 

 
Added  
A common barrier affecting the initiation, progression and optimisation of 
nutrition delivery is fluid restriction in the PICU. Nutrition support algorithm for 
fluid restricted infants and children Guideline has been developed in order to 
optimise the delivery of nutrition to patients fluid restricted to ≤4ml/kg/hr. 
Evidence: Children’s Health Queensland Guideline: Nutrition support algorithm 
for fluid restricted infants and children  
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/gdl-
00527.pdf 
 
Changed 
Nil 
Removed 
Nil 
 

 

http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/gdl-00527.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/gdl-00527.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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Appendix Three: Prioritisation Guidelines for Nutrition Management for Paediatric 
Patients 
 
 

Prioritisation 
Guidelines  
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