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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 



Document Revision History 
Version 
No. 

Created/Modified 
by 

Date Content/Amendments details  Approved by 

FEEDS Toolkit 
3.0 Rhiannon Barnes 

Anna Edwards 
02/06/2020 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: Subacute Care 
 
V3.0 Contributors: Ainsley Galton, Valerie Young, Lauren Hoskins, Rainbow Lai, Emily Vernon, Ashleigh McIntosh, Alice Doring, Adrienne 
Young, Emily Power 
V2.0 Contributors: Jillian Ross, Zoe Walsh, Camey Demmitt, Sue Rogers, Cindy Jennings, Claire Archer, Damien McDermid, Juliette 
Mahero, Sue Murray, Sherri Smyth 
The role of the Dietitian within the subacute setting will vary depending on the size and type of service the unit provides. Subacute care encompasses 
rehabilitation, residential transition care and geriatric evaluation and monitoring (GEMs). Palliative care and psychogeriatrics are also included under 
the banner of subacute however this guideline is not intended for use in these units. Subacute units may be stand alone or attached to a larger acute 
care facility. Generally, patients will be admitted to subacute care to promote independence and regain functional capacity following an acute admission.  
 
Nutrition management in subacute care differs from acute care settings due to the extended length of stay and focus on the patient’s functional status 
rather than their principal diagnosis. Malnutrition is a significant problem in this population and requires early intervention to allow the patient to progress 
adequately towards rehabilitation goals. Conversely, lifestyle related diseases such as obesity and diabetes, if impacting on function, may also be 
addressed with nutrition intervention and education. The Dietitian should work together in collaboration with the multidisciplinary team to improve 
nutritional status in order to assist the patient to meet rehabilitation and/or functional goals. The dietitian’s role also encompasses handover and referral 
to community dietetic services for continuation of nutritional care post discharge for the subacute facility. 
 
Case conferences, goal setting meetings (if applicable) and handover should be attended where possible to facilitate communication between nursing, 
allied health and medical staff on nutrition related issues. Other Dietitian roles will be as per other speciality areas, including education and research. 
 
 Why – reason for 

dietetic intervention 
How Who Where Frequency 

for 
intervention 

Comments/ Evidence  

ADULT PATIENTS 

 HIGH PRIORITY 
High priority patients for 
dietetic referral include: 
• Patients identified as 

being at risk of 
malnutrition as per a 

All patients should be screened 
for malnutrition risk throughout 
subacute admission.  
 
Malnutrition risk screening 
should be embedded into 

Nutrition 
screening 
responsibility 
should be 
dependent 
on the site, 

Subacute 
settings 

Malnutrition 
screening 
should be 
conducted 
upon 
admission 

Kimber K, Gibbs M, Weekes CE, Baldwin 
C. Supportive interventions for enhancing 
dietary intake in malnourished or 
nutritionally at-risk adults: a systematic 
review of nonrandomized studies. J Hum 
Nutr Diet. 2015; 28: 517-45. Abstract 
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 Why – reason for 
dietetic intervention 

How Who Where Frequency 
for 
intervention 

Comments/ Evidence  

validated malnutrition 
screening tool  

• Patients referred from 
any member of the MDT 
(Doctor, nursing, other 
allied health) for weight 
loss, inadequate weight 
gain, or poor oral intake  

• Patients with a BMI 
<18.5kg/m2 

• Patient groups where 
there is evidence for 
blanket referrals 
include: 
- High risk cancer 
- Pressure injuries 

>Stage 2 and 
unstageable hospital 
acquired pressure 
injuries 

- Patients admitted 
following a stroke 

- Patients on texture 
modified diets. 

• High risk patient 
populations including: 
- Older adults (i.e. >65 

years) 
- Patients with cancer 
- Patients with 

neurological disease 

standard processes (i.e. 
admission forms and intake 
tools such as Pressure Injury 
Risk Screening Tools). Validated 
screening tools this setting 
include: 
• MST 
• MUST 
• NRS-2002 (consider 

appropriateness for the 
patient population before 
using this tool) 

 
Choice of screening tool should 
site-specific and take into 
consideration ease of use; staff 
training required; burden of 
completion; resources; and 
equipment available (i.e. scales, 
stadiometers). 
 
All patients identified as being at 
risk of malnutrition should have 
a thorough individual nutrition 
assessment conducted using a 
validated tool. Examples of tools 
include:  
• SGA 
• PG-SGA 
• MNA (consider 

appropriateness for the patient 

based on 
resources 
and staffing 
but may 
include:  
Nursing 
Staff; 
AHAs; 
Doctors; 
Admin Staff; 
Patients 
and/or 
carers. 

 
Initial 
nutrition 
assessments 
should be 
completed by 
a Dietitian. 
 
Monitoring 
and 
evaluation of 
nutrition care 
plans may be 
delegated to 
an AHAs 
(where 
available) 
regardless of 

and repeated 
weekly 

 
Weight 
monitoring: 
weekly 
(unless fluid 
status 
concerns) 

 
Global 
nutrition 
assessment:  
on initial 
assessment 
and repeated 
monthly 

 
Monitoring 
and 
evaluation of 
individual 
nutrition care 
plans as 
clinically 
indicated and 
in line with 
relevant 
guidelines  
 

available from: 
https://pubmed.ncbi.nlm.nih.gov/26300378/  
 
Baldwin C, Weekes CE. Dietary counselling 
with or without oral nutritional supplements 
in the management of malnourished 
patients: a systematic review and meta-
analysis of randomised controlled trials. J 
Hum Nutr Diet. 2012; 25: 411-26. Abstract 
available from: 
https://pubmed.ncbi.nlm.nih.gov/22672102/  
 
Collins J, Porter J, Truby H, Huggins CE. A 
foodservice approach to enhance energy 
intake of elderly subacute patients: a pilot 
study to assess impact on patient 
outcomes and cost. Age Ageing. 2017; 46: 
486-93. Abstract available from: 
https://pubmed.ncbi.nlm.nih.gov/27974307/  
 
Dietitians Association of Australia Policy 
Support Handbook for Acute Adult Inpatient 
Setting. Adelaide. DAA, 2019. Available 
from: https://daa.asn.au/wp-
content/uploads/2019/03/Nutrition-and-
Hydration-handbook-February-2019-
APPROVED.pdf  
 
European Pressure Ulcer Advisory Panel, 
National Pressure Injury Advisory Panel 
and Pan Pacific Pressure Injury Alliance. 

https://pubmed.ncbi.nlm.nih.gov/26300378/
https://pubmed.ncbi.nlm.nih.gov/22672102/
https://pubmed.ncbi.nlm.nih.gov/27974307/
https://daa.asn.au/wp-content/uploads/2019/03/Nutrition-and-Hydration-handbook-February-2019-APPROVED.pdf
https://daa.asn.au/wp-content/uploads/2019/03/Nutrition-and-Hydration-handbook-February-2019-APPROVED.pdf
https://daa.asn.au/wp-content/uploads/2019/03/Nutrition-and-Hydration-handbook-February-2019-APPROVED.pdf
https://daa.asn.au/wp-content/uploads/2019/03/Nutrition-and-Hydration-handbook-February-2019-APPROVED.pdf
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 Why – reason for 
dietetic intervention 

How Who Where Frequency 
for 
intervention 

Comments/ Evidence  

- Patients who have 
suffered an 
orthopaedic injury 

- Patients with primary 
or secondary 
respiratory disease 

- Patients with 
gastrointestinal and/or 
liver disease 

- Patients with renal 
disease 

- Patients with 
HIV/AIDS. 

 
 
 
 
 

population before using this 
tool) 

Documentation of Nutrition 
Diagnoses should reflect ICD-
10-AM (7th Edition) criteria. 
 
Consider the use of blanket 
referrals where there is evidence 
for these protocols. If resource 
limitations prevent this, reliance 
on nutrition screening, MDT 
referrals and standardised 
nutrition care pathways (i.e. 
nourishing diets, feeding 
assistance as required, weekly 
weight monitoring) is considered 
appropriate. 
 
There is evidence for use of 
automatic feeding pathways 
and/or referrals in some patient 
groups (e.g. acute stroke 
patients who are managed 
within a subacute setting). 
Consider use of these, if 
appropriate. 
 
Ensure menu systems allow for 
provision of appropriate, safe 
and nutritionally adequate food 
and meals with an appropriate 

nutritional 
status / 
intake if the 
patient 
requires only 
systematic 
nutritional 
care after the 
first or 
second 
review. 
Patients 
receiving EN 
or PN would 
be an 
exception to 
the above 
and are not 
appropriate 
to delegate 
to an AHA. 
 
Where 
appropriate, 
the Dietitian 
should 
actively 
participate in 
overall 
rehabilitation 
and patient-

Prevention and Treatment of Pressure 
Ulcers/Injuries: Quick Reference Guide. 
Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 
2019. Available from: 
https://internationalguideline.com/static/pdf
s/Quick_Reference_Guide-10Mar2019.pdf  
 
Evidence based practice guidelines for the 
nutritional management of malnutrition in 
adult patients across the continuum of care. 
Nutrition & Dietetics. 2009; 66: S1-S34. 
Abstract available from: 
https://onlinelibrary.wiley.com/doi/full/10.11
11/j.1747-0080.2009.01383.x#  
 
Example of a Goal Setting tool (Rivermead 
Goal Setting Tool): Nair KPS. Life goals: 
the concept and its relevance to 
rehabilitation. Clinical Rehabilitation. 2003; 
17: 192-202. Abstract Available from: 
http://journals.sagepub.com/doi/abs/10.119
1/0269215503cr599oa?legid=spcre%3B17
%2F2%2F192&patientinform-links=yes  
 
Gomes F, Baumgartner A, Bounoure L, et 
al. Association of Nutritional Support With 
Clinical Outcomes Among Medical 
Inpatients Who Are Malnourished or at 
Nutritional Risk: An Updated Systematic 
Review and Meta-analysis. JAMA Netw 
Open. 2019; 2: e1915138. Abstract 

https://internationalguideline.com/static/pdfs/Quick_Reference_Guide-10Mar2019.pdf
https://internationalguideline.com/static/pdfs/Quick_Reference_Guide-10Mar2019.pdf
https://onlinelibrary.wiley.com/doi/full/10.1111/j.1747-0080.2009.01383.x
https://onlinelibrary.wiley.com/doi/full/10.1111/j.1747-0080.2009.01383.x
http://journals.sagepub.com/doi/abs/10.1191/0269215503cr599oa?legid=spcre%3B17%2F2%2F192&patientinform-links=yes
http://journals.sagepub.com/doi/abs/10.1191/0269215503cr599oa?legid=spcre%3B17%2F2%2F192&patientinform-links=yes
http://journals.sagepub.com/doi/abs/10.1191/0269215503cr599oa?legid=spcre%3B17%2F2%2F192&patientinform-links=yes
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 Why – reason for 
dietetic intervention 

How Who Where Frequency 
for 
intervention 

Comments/ Evidence  

level of variety available for 
long-stay patients.  
 
Dining in a communal setting 
improves nutritional intake and 
feeding assistance levels. 
Consideration should be given 
to enhancing the dining 
environment as a tool for 
maximising the nutritional intake 
of patients. Validated tools used 
to assess and guide 
implementation of changes to 
the dining environment include 
the Mealtime Scan (MTS) and 
the Dining Environment Audit 
Protocol (DEAP). 
  
Goal setting should aim to:  
• Prevent decline/improve 

nutritional status and 
associated outcomes in adults 
with malnutrition or at risk of 
malnutrition 

• Establish nutrition goals for 
the period of rehab together 
with patient/family/carer/ 
public guardian consent. 
These goals should form 
broader rehabilitation goals. 

 

centred goal-
setting and 
planning. 
 

available from: 
https://pubmed.ncbi.nlm.nih.gov/31747030/  
 
ICD-10-AM/ACHI/ACS current edition. 
Available from: 
https://www.ihpa.gov.au/what-we-do/icd-
10-am-achi-acs-current-edition 
 
Markovski K, Nenov A, Ottaway A, Skinner 
E. Does eating environment have an 
impact on the protein and energy intake in 
the hospitalised elderly? Nutr Diet. 2017; 
74: 224-28. Abstract available from: 
https://pubmed.ncbi.nlm.nih.gov/28731599/  
 
Keller H, Carrier N, Duizer L, Lengyel C, 
Slaughter S, Steele C. Making the most of 
mealtimes (M3): grounding mealtime 
interventions with a conceptual model. J 
Am Med Dir Assoc. 2014; 15: 158-61. 
Abstract available from: 
https://pubmed.ncbi.nlm.nih.gov/24513225/  
 
Kelly JT, Reidlinger DP, Hoffmann TC, 
Campbell KL. Telehealth methods to 
deliver dietary interventions in adults with 
chronic disease: a systematic review and 
meta-analysis. Am J Clin Nutr. 2016; 104: 
1693-702. Abstract available from: 
https://pubmed.ncbi.nlm.nih.gov/27935523/  
 

https://pubmed.ncbi.nlm.nih.gov/31747030/
https://www.ihpa.gov.au/what-we-do/icd-10-am-achi-acs-current-edition
https://www.ihpa.gov.au/what-we-do/icd-10-am-achi-acs-current-edition
https://pubmed.ncbi.nlm.nih.gov/28731599/
https://pubmed.ncbi.nlm.nih.gov/24513225/
https://pubmed.ncbi.nlm.nih.gov/27935523/
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 Why – reason for 
dietetic intervention 

How Who Where Frequency 
for 
intervention 

Comments/ Evidence  

Interventions for patients who 
are malnourished or at risk of 
malnutrition:  
• Provision of protein/energy 

dense menus 
• Nourishing mid meal snacks 

and fluids 
• Dietary counselling and/or 

multi-nutrient ONS  
• Small frequent prescribed 

doses (60-80mL) of energy 
dense supplements (i.e. SAM, 
MedPass) provided via 
medication rounds.  

• EN should be considered 
where patients are unable to 
meet nutritional needs orally. 

 
Other supportive nutrition 
protocols recommended for 
patients who are 
malnourished/at risk of 
malnutrition include:   
• Meal-Time Assistance 

Programs (volunteers or 
AHAs) 

• Shared Mealtimes 
• Protected Mealtimes  
(Note that while these 
interventions are supported by 
guidelines, there is very low-

Li S, Zhang J, Zheng H, Wang X, Liu Z, 
Sun T. Prognostic Role of Serum Albumin, 
Total Lymphocyte Count, and Mini 
Nutritional Assessment on Outcomes After 
Geriatric Hip Fracture Surgery: A Meta-
Analysis and Systematic Review. J 
Arthroplasty. 2019; 34: 1287-96. Abstract 
available from: 
https://pubmed.ncbi.nlm.nih.gov/30852065/  
 
Marshall S. Protein-energy malnutrition in 
the rehabilitation setting: Evidence to 
improve identification. Maturitas. 2016; 86: 
77-85. Abstract available from: 
https://pubmed.ncbi.nlm.nih.gov/26921933/  
 
NHMRC: Clinical practice guidelines for the 
management of overweight and obesity in 
adults, adolescents and children in 
Australia 2013. Available from: 
file:///C:/Users/powere/AppData/Local/Pack
ages/Microsoft.MicrosoftEdge_8wekyb3d8b
bwe/TempState/Downloads/n57-obesity-
guidelines-%20(1).pdf   
 
PEN Gerontology Knowledge Pathway. 
Summary of Recommendations and 
Evidence. 2020. Henderson, N., et al. 
Available from: 
https://www.pennutrition.com/KnowledgePa

https://pubmed.ncbi.nlm.nih.gov/30852065/
https://pubmed.ncbi.nlm.nih.gov/26921933/
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&trid=7133&trcatid=42#2


 

  

13 

FEEDS 

 Why – reason for 
dietetic intervention 

How Who Where Frequency 
for 
intervention 

Comments/ Evidence  

quality evidence of effect and 
these should be considered at a 
site level). 
 
Discharge Planning:  
• Patients should be discharged 

with a clear plan for ongoing 
nutrition care, including 
documentation in MDT 
handover tools. 

• Where relevant, Dietitians 
should make links with 
nutrition-related services for 
those discharging to the 
community (domiciliary 
agencies, shopping 
assistance, meal preparation, 
home delivered meals, welfare 
services). 

 

thway.aspx?kpid=2541&trid=7133&trcatid=
42#2  
 
White JV, Guenter P, Jensen G, Malone A, 
Schofield M. Consensus statement of the 
Academy of Nutrition and 
Dietetics/American Society for Parenteral 
and Enteral Nutrition: characteristics 
recommended for the identification and 
documentation of adult malnutrition 
(undernutrition). J Acad Nutr Diet. 2012; 
112: 730-8. Abstract available from: 
https://pubmed.ncbi.nlm.nih.gov/22709779/ 
 
PEN Malnutrition Knowledge Pathway. 
Summary of Recommendations and 
Evidence. Banks, M. et al. 2017. Available 
from: 
https://www.pennutrition.com/KnowledgePa
thway.aspx?kpid=24802&trcatid=42&trid=2
5507  
 
Stroke Foundation. Clinical Guidelines for 
Stroke Management, 2019. Melbourne 
Australia. Available from: 
https://informme.org.au/en/Guidelines/Clini
cal-Guidelines-for-Stroke-Management   
 
 
 

https://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&trid=7133&trcatid=42#2
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&trid=7133&trcatid=42#2
https://pubmed.ncbi.nlm.nih.gov/22709779/
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=24802&trcatid=42&trid=25507
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=24802&trcatid=42&trid=25507
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=24802&trcatid=42&trid=25507
https://informme.org.au/en/Guidelines/Clinical-Guidelines-for-Stroke-Management
https://informme.org.au/en/Guidelines/Clinical-Guidelines-for-Stroke-Management
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 Why – reason for 
dietetic intervention 

How Who Where Frequency 
for 
intervention 

Comments/ Evidence  

 MEDIUM and LOW 
PRIORITY Medium and 
low priority patients for 
dietetic referral include: 
• Lifestyle interventions 

for weight reduction, 
including diet 
modification and 
counselling, when 
weight or diet is 
impacting upon 
rehabilitation. 

 
 
 

Provide recommendations to 
reduce energy intake, increase 
physical activity and implement 
strategies to support behaviour 
change. 
 
For overweight/obese patient, 
dietary interventions for weight 
loss should consider: 
• Degree of overweight and/or 

obesity 
• Food preferences of the 

individual and/or family 
• Food supplies 
• Sustainability  
• Presence of and/or history of 

an eating disorder 
Aim for a 2500kJ/day energy 
deficit to achieve weight loss. 
 
Consider use of very low- 
energy diets (via meal 
replacements) as an adjunct to 
lifestyle choices if the patient: 
• Requires rapid weight loss 
• Has a BMI >30kg/m2 
• Has a BMI > 27kg/m2 with risk 

factors/comorbidities 
• Limited success with previous 

weight loss attempts and/or 

Dietitian  
 
 
 

Subacute 
care 
setting 
OR upon 
discharge 

As clinically 
indicated 
 

Kelly JT, Reidlinger DP, Hoffmann TC, 
Campbell KL. Telehealth methods to 
deliver dietary interventions in adults with 
chronic disease: a systematic review and 
meta-analysis. Am J Clin Nutr. 2016; 104: 
1693-702. Abstract available from: 
https://pubmed.ncbi.nlm.nih.gov/27935523/  
 
NHMRC: Clinical practice guidelines for the 
management of overweight and obesity in 
adults, adolescents and children in 
Australia 2013. Available from: 
file:///C:/Users/powere/AppData/Local/Pack
ages/Microsoft.MicrosoftEdge_8wekyb3d8b
bwe/TempState/Downloads/n57-obesity-
guidelines-%20(1).pdf 
 
Stroke Foundation. Clinical Guidelines for 
Stroke Management, 2019. Melbourne 
Australia. Available from: 
https://informme.org.au/en/Guidelines/Clini
cal-Guidelines-for-Stroke-Management   

 

 

https://pubmed.ncbi.nlm.nih.gov/27935523/
https://informme.org.au/en/Guidelines/Clinical-Guidelines-for-Stroke-Management
https://informme.org.au/en/Guidelines/Clinical-Guidelines-for-Stroke-Management
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 Why – reason for 
dietetic intervention 

How Who Where Frequency 
for 
intervention 

Comments/ Evidence  

prevention of weight gain with 
lifestyle.  

 
Discharge planning: 
If bedside counselling for weight 
management is not 
appropriate/ongoing review is 
required, refer to: 
• Local providers and clinical 

and community-based 
programs (including groups) 

• Telehealth services. 
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 Why – reason for 
dietetic intervention 

How Who Where Frequency 
for 
intervention 

Comments/ Evidence  

PAEDIATRICS  

 Malnutrition screening for 
all paediatric inpatients 
should be completed on 
admission with the PNST 
and then re-screened 
weekly for the duration of 
the patients admission.  
 
Other high priority 
patients for dietetic 
referral include referrals 
received from any 
member of the MDT 
(Doctor, nursing, allied 
health) for: 
• Weight loss 
• Inadequate weight gain 
• Poor oral intake  
• Acquired Brain Injury  
• Complex post-surgical 

cases 
• Any patients with 

pressure injuries 
regardless of stage  

• Any patient who 
requires EN or PN. 

 
 
 

One on one dietetic assessment 
is required to assess the child’s 
nutritional status, nutritional 
requirements, and current 
nutritional intake.  
 
The dietitian will then formulate 
a nutritionally adequate feeding 
plan that considers the child’s 
physical feeding abilities, 
swallow function and any social 
concerns that may affect 
nutritional intake. The plan may 
involve food service, ONS, EN 
or PN.  
 
Food service systems should be 
able to cater for a range of 
modified texture diets, HPHE 
diets and provide adequate 
variety for the long-stay patient.   
 

Assessment 
should be 
conducted by 
a Dietitian. 
 
Monitoring of 
acceptance 
to food 
service or 
oral nutrition 
support 
interventions 
may be 
conducted by 
a AHA.  
 

Subacute 
settings  

Monitoring 
and 
evaluation 
should be 
completed as 
clinically 
indicated by 
nutrition care 
plan.   
 
All paediatric 
patients 
should be 
weighed 
weekly and 
re-referred to 
dietetics if 
the patient is 
losing 
weight.  

Paediatric Nutrition screening guideline 
(access via QH only); 
https://qheps.health.qld.gov.au/__data/asse
ts/pdf_file/0027/703845/guide-00503.pdf  

 

https://qheps.health.qld.gov.au/__data/assets/pdf_file/0027/703845/guide-00503.pdf
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0027/703845/guide-00503.pdf
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Appendix One: Summary of Edits 
Summary of subacute care evidence chapter review edits from the update to volume 3.0 

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

Added  
Prevention of pressure injury 
Australian Wound Management Association, Standards for Wound 
Management, 2010  
National Safety and Quality Health Service Standards. Standard 8 Preventing 
and Managing Pressure Injuries 
Added fluid requirements and recommendations to refer back to DAA 
Guidelines for obese and SCI 
Chronic leg ulcers 
Added Individual assessments for wound management should include a 
nutritional assessment. Elevated protein requirements may be as high as 1.5-
2.0g protein/kg/day in patients with heavily exudating ulcers. Heavily 
exudating wounds may have elevated fluid requirements, if they have no fluid 
restrictions from comorbidities 
 
Changed 
Changed order of points in treatment of PI section (why heading) and changed 
recommendation of supplementation for stage 3 – 4 to stage 2, this reflects 
DAA guidelines to consider at stage 2. Slight change of wording in this 
section. 
Updated the links/references 
 
Removed 
Pan Pacific guidelines removed as superseded by the International Guidelines 
2020 Review 
Added 
New supporting evidence: 

Added  
With the nutrient requirements added a comment that this for burns and put in 
a comment that requirements are age and weight dependent and to refer back 
to Guidelines. 
Added  Pressure Injury – Paediatrics: 

- Regularly assess the nutritional requirements of critically ill paediatric 
patients who have, or are at risk of, a pressure injury 

- Ensure adequate hydration 
- When intake is inappropriate consider age appropriate 

supplementation for those at risk of a PI and at risk of malnutrition 
- If oral intake is inadequate, consider enteral or parenteral (as 

appropriate) nutrition 
 
Clinical Practice Guideline [International] 2014 
Abridged Quick Reference Guide (Downloadable): “Paediatrics on page 61-
62” 
www.internationalguideline.com/static/pdfs/NPUAP-EPUAP-PPPIA-
PUQuickReferenceGuide-PanPacific-2016update.pdf.  
 
Changed 
Updated links  
 
Removed 
Nil 

http://www.internationalguideline.com/static/pdfs/NPUAP-EPUAP-PPPIA-PUQuickReferenceGuide-PanPacific-2016update.pdf
http://www.internationalguideline.com/static/pdfs/NPUAP-EPUAP-PPPIA-PUQuickReferenceGuide-PanPacific-2016update.pdf
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• Baldwin, C., Kimber, K., Gibbs, M., & Weekes, C. (2016). Supportive 
interventions for enhancing dietary intake in malnourished or nutritionally 
at-risk adults. Cochrane Database of Systematic Reviews. 
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD009840.p
ub2/abstract 

• Collins, J., Porter, J., Truby, H., & Huggins, C. (2017). A foodservice 
approach to enhance energy intake of elderly subacute patients: a pilot 
study to assess impact on patient outcomes and cost. Age and 
Ageing, 46(3), 486-493. doi: 10.1093/ageing/afw238 

• Dietitians Association of Australia Policy Support Handbook for Acute 
Adult Inpatient Setting. Adelaide. DAA, 2019. Available from: 
https://daa.asn.au/wp-content/uploads/2019/03/Nutrition-and-Hydration-
handbook-February-2019-APPROVED.pdf 

• Gomes, F., Baumgartner, A., Bounoure, L., Bally, M., Deutz, N., & 
Greenwald, J. et al. (2019). Association of Nutritional Support with Clinical 
Outcomes Among Medical Inpatients Who Are Malnourished or at 
Nutritional Risk. JAMA Network Open, 2(11), e1915138. 
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2755665 

• ICD-10-AM/ACHI/ACS current edition. Available from: 
https://www.ihpa.gov.au/what-we-do/icd-10-am-achi-acs-current-edition 

• Keller, H., Carrier, N., Duizer, L., Lengyel, C., Slaughter, S., & Steele, C. 
(2014). Making the Most of Mealtimes (M3): Grounding Mealtime 
Interventions With a Conceptual Model. Journal of The American Medical 
Directors Association, 15(3), 158-161. 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4316206/ 

• Kelly, J., Reidlinger, D., Hoffmann, T., & Campbell, K. (2016). Telehealth 
methods to deliver dietary interventions in adults with chronic disease: a 
systematic review and meta-analysis. The American Journal Of Clinical 
Nutrition, 104(6), 1693-1702 
https://academic.oup.com/ajcn/article/104/6/1693/4668579 

• Li, S., Zhang, J., Zheng, H., Wang, X., Liu, Z., & Sun, T. (2019). 
Prognostic Role of Serum Albumin, Total Lymphocyte Count, and Mini 
Nutritional Assessment on Outcomes After Geriatric Hip Fracture Surgery: 
A Meta-Analysis and Systematic Review. The Journal of 

https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD009840.pub2/abstract
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD009840.pub2/abstract
https://daa.asn.au/wp-content/uploads/2019/03/Nutrition-and-Hydration-handbook-February-2019-APPROVED.pdf
https://daa.asn.au/wp-content/uploads/2019/03/Nutrition-and-Hydration-handbook-February-2019-APPROVED.pdf
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2755665
https://www.ihpa.gov.au/what-we-do/icd-10-am-achi-acs-current-edition
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4316206/
https://academic.oup.com/ajcn/article/104/6/1693/4668579
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Arthroplasty, 34(6), 1287-1296. 
https://www.clinicalkey.com.au/#!/content/playContent/1-s2.0-
S088354031930124X?scrollTo=%23hl0001181 

• Marshall, S. (2016). Protein-energy malnutrition in the rehabilitation 
setting: Evidence to improve identification. Maturitas, 86, 77-85. 
https://pubmed.ncbi.nlm.nih.gov/26921933/ 

• PEN Gerontology Knowledge Pathway. Summary of Recommendations 
and Evidence. 2020. Henderson, N., et al. Available from: 
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&trid=7
133&trcatid=42#2 

• PEN Malnutrition Knowledge Pathway. Practice Question: What screening 
process can be used to identify adults at risk of malnutrition admitted to 
hospital? Banks, M., et al. (2017). Available from:  
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=24802&pqca
tid=144&pqid=25820&kppid=25821&book=Evidence&num=1#Evidence 

• PEN Malnutrition Knowledge Pathway. Summary of Recommendations 
and Evidence. Banks, M. et al. 2017. Available from: 
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=24802&trcati
d=42&trid=25507 
 

Changed 
Updated references with new editions: 
• Evidence based practice guidelines for the dietetic management of adults 

with pressure injuries. 
http://daa.asn.au/wpcontent/uploads/2011/09/Trans-Tasman-Dietetic-
Wound-Care-Group-Pressure-Injury-Guidelines-2011.pdf (Now reference 
5; replaces reference 9 from earlier addition) 

• Stroke Foundation. Clinical Guidelines for Stroke Management. 2019. 
Available from: https://informme.org.au/en/Guidelines/Clinical-Guidelines-
for-Stroke-Management (Now reference 18; replaces reference 13 from 
earlier addition) 

Reallocation of existing references: 
• NHMRC : Clinical practice guidelines for the management of overweight 

and obesity in adults, adolescents and children in Australia 2013. 

https://www.clinicalkey.com.au/#!/content/playContent/1-s2.0-S088354031930124X?scrollTo=%23hl0001181
https://www.clinicalkey.com.au/#!/content/playContent/1-s2.0-S088354031930124X?scrollTo=%23hl0001181
https://pubmed.ncbi.nlm.nih.gov/26921933/
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&trid=7133&trcatid=42#2
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&trid=7133&trcatid=42#2
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=24802&pqcatid=144&pqid=25820&kppid=25821&book=Evidence&num=1#Evidence
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=24802&pqcatid=144&pqid=25820&kppid=25821&book=Evidence&num=1#Evidence
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=24802&trcatid=42&trid=25507
https://www.pennutrition.com/KnowledgePathway.aspx?kpid=24802&trcatid=42&trid=25507
http://daa.asn.au/wpcontent/uploads/2011/09/Trans-Tasman-Dietetic-Wound-Care-Group-Pressure-Injury-Guidelines-2011.pdf
http://daa.asn.au/wpcontent/uploads/2011/09/Trans-Tasman-Dietetic-Wound-Care-Group-Pressure-Injury-Guidelines-2011.pdf
https://informme.org.au/en/Guidelines/Clinical-Guidelines-for-Stroke-Management
https://informme.org.au/en/Guidelines/Clinical-Guidelines-for-Stroke-Management
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Available from: 
file:///C:/Users/powere/AppData/Local/Packages/Microsoft.MicrosoftEdge_
8wekyb3d8bbwe/TempState/Downloads/n57-obesity-guidelines-
%20(1).pdf (supporting document moved from ‘HIGH PRIORITY’ to 
‘MEDIUM and LOW PRIORITY’ 

NOTE - Written content in FEEDS summary has been rewritten/updated to 
reflect new evidence.  Reference list has been alphabetised.  
 
Removed 
• FEEDS area ‘Routine screening for micronutrient deficiencies should be 

considered, including Vitamin D, Folate, and/or Vitamin B12., especially in 
groups identified as at risk.’. Additional searches were made for evidence 
RE: Vitamin B12 and folate (Reference 5 in prior document). Newer 
evidence refutes current reference, leaving only Vitamin D. Associated 
refences removed. 

o Vitamin B12 for Cognition (Review) Malouf R, Grimley Evans J, 
Areosa Sastre A.Cochrane Database of Systematic Reviews 
2008. 
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD004514.pu
b2/abstract 

o Evaluation, Treatment, and Prevention of Vitamin D Deficiency: 
An Endocrine Society Clinical Practice Guideline 
https://www.endocrine.org/~/media/endosociety/Files/Publications/
Clinical%20Practice%20Guidelines/FINAL-Standalone-Vitamin-
DGuideline.pdf  

• Removed from ‘Comments/Evidence’ 
http://www.sciencedirect.com/science/article/pii/S0261561413003269 - 
item1? formatting error – not consistent with referencing style. 

Removed due to addition of newer supporting evidence OR not relevant for 
‘Sub Acute’ patient population: 
• Evidence for nutrition screening. Wu, M. L., M. D. Courtney et al (2012) J 

GerontolNurs 38(6): 38-45 http://www.ncbi.nlm.nih.gov/pubmed/22587643 

http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD004514.pub2/abstract
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD004514.pub2/abstract
https://www.endocrine.org/%7E/media/endosociety/Files/Publications/Clinical%20Practice%20Guidelines/FINAL-Standalone-Vitamin-DGuideline.pdf
https://www.endocrine.org/%7E/media/endosociety/Files/Publications/Clinical%20Practice%20Guidelines/FINAL-Standalone-Vitamin-DGuideline.pdf
https://www.endocrine.org/%7E/media/endosociety/Files/Publications/Clinical%20Practice%20Guidelines/FINAL-Standalone-Vitamin-DGuideline.pdf
http://www.sciencedirect.com/science/article/pii/S0261561413003269%20-%20item1
http://www.sciencedirect.com/science/article/pii/S0261561413003269%20-%20item1
http://www.ncbi.nlm.nih.gov/pubmed/22587643
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• Beyond malnutrition screening: appropriate methods to guide nutrition 
care for aged care residents Isenring, E. A., M. Banks et al (2012) J Acad 
Nutr Diet 112(3): 376-381. http://www.ncbi.nlm.nih.gov/pubmed/22717197  

• Quick and easy is not without cost: implications of poorly performing 
nutrition screening tools in hip fracture. Bell J J., Bauer JD et al. (2014) J 
Am Geriatr Soc62(2): 237-
243.http://www.ncbi.nlm.nih.gov/pubmed/24428255 

• Concurrent and predictive evaluation of malnutrition diagnostic measures 
in hip fracture inpatients: a diagnostic accuracy study Bell J J., Bauer J D, 
et al. (2014). European Journal of Clinical Nutrition 68, 358-362 
http://www.ncbi.nlm.nih.gov/pubmed/24398643  

• A comparison of mid upper arm circumference, body mass index and 
weight loss as indices of undernutrition in acutely hospitalized patients. 
Powell-Tuck, J., & Hennessy, E. M. (2003). 
http://www.ncbi.nlm.nih.gov/pubmed/12765671  

• Multidisciplinary, multi-modal nutritional care in acute hip fracture 
inpatients – Results of a pragmatic intervention Bell JJ., Bauer JD et al. 
2013 
http://www.sciencedirect.com/science/article/pii/S0261561413003269  

• Using dietetic assistants to improve the outcome of hip fracture: a 
randomised controlled trial of nutritional support in an acute trauma ward 
Duncan DG, et al. Age Ageing. 2006;35(2):148-53[12] 
http://ageing.oxfordjournals.org/content/35/2/148.long  

• Health Workforce Australia: Assistants and support workers: workforce 
flexibility to boost productivity – Full report 
https://www.hwa.gov.au/sites/default/files/HWA%20Assistants%20and%2
0Support%20Workers_Full%20report.pdf  

 
 

http://www.ncbi.nlm.nih.gov/pubmed/22717197
http://www.ncbi.nlm.nih.gov/pubmed/24398643
http://www.ncbi.nlm.nih.gov/pubmed/12765671
http://www.sciencedirect.com/science/article/pii/S0261561413003269
http://ageing.oxfordjournals.org/content/35/2/148.long
https://www.hwa.gov.au/sites/default/files/HWA%20Assistants%20and%20Support%20Workers_Full%20report.pdf
https://www.hwa.gov.au/sites/default/files/HWA%20Assistants%20and%20Support%20Workers_Full%20report.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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