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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 utllises 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 Dietition 
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 three(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 
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 
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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: 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.  
 
 Why – reason for dietetic 

intervention 
How Who Where Frequency for 

intervention 
Comments/ Evidence  

Heart Failure 
 Patients with chronic heart failure and 

an MST score of greater than 2 are a 
priority for dietetic intervention. 
 
Nutrition assessment, diagnosis, 
monitoring, intervention and education 
will be required for this population, in 
addition to any chronic heart failure 
patients with cardiac cachexia, renal 
disease or diabetes. 
 
 

Individual 
patient 
consults 
 
 

Dietitian 
 
 

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

As required until 
stable 

Guidelines for the 
prevention, detection & 
management of CHF 
  
CHF Guidelines 2011  
 
CHF Multidisciplinary care 
2010 
 
PEN key practice points – 
Heart Failure 
 
Evidence Based Practice 

 

 Palliative patients with chronic heart Individual Palliative Care Throughout continuum As clinically  

https://www.heartfoundation.org.au/images/uploads/publications/Chronic_Heart_Failure_Guidelines_2011.pdf
https://www.heartfoundation.org.au/images/uploads/publications/Multidisciplinary-care-for-people-with-CHF.pdf
https://www.heartfoundation.org.au/images/uploads/publications/Multidisciplinary-care-for-people-with-CHF.pdf
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

failure may require comprehensive 
discharge planning.   
 
Patients with end stage disease will also 
require assessment for suitability and 
provision of nutrition support. 
 

patient 
consults 
 

Team 
 
Dietitian 
 
Clinical Nurse 

of care with an 
emphasis on 
community-based 
support  
 

indicated by 
nutrition care plan 

Guidelines for the 
Nutritional Management of 
Malnutrition in Adult 
Patients Across the 
Continuum of Care  
Nutrition & Dietetics 
Volume 66, Issue 
Supplement s3, 2009 
 

 Dietary education and counselling on 
fluid intake, sodium intake and heart 
health is required for the management of 
acute heart failure.   
 

Individual 
patient 
consult 

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

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

One occasion of 
service 

 

 Dietitians are encouraged to support 
patients through Heart Failure 
Rehabilitation programs; involvement 
may occur in the delivery of programs 
and should occur in program 
development. 
 

Group 
education 
sessions 

Heart Foundation 
nurse 
 
Dietitian as part of 
MDT 

Community 
 
COACH telephone 
http://www.thecoachpr
ogram.com/  

As per program  

 Dietary education and counselling for 
weight management, fibre, alcohol, 
saturated fat and/or caffeine intake. 

Individual 
patient 
consult or 
group 
education 
session 

Dietitian 
 
 

Community  
 
COACH telephone 
http://www.thecoachpr
ogram.com/ 
 
Get Healthy 
http://www.gethealthyq
ld.com.au/ 

One occasion of 
service 

  

http://onlinelibrary.wiley.com/journal/10.1111/(ISSN)1747-0080
http://onlinelibrary.wiley.com/doi/10.1111/ndi.2009.66.issue-s3/issuetoc
http://onlinelibrary.wiley.com/doi/10.1111/ndi.2009.66.issue-s3/issuetoc
http://www.thecoachprogram.com/
http://www.thecoachprogram.com/
http://www.thecoachprogram.com/
http://www.thecoachprogram.com/
http://www.gethealthyqld.com.au/
http://www.gethealthyqld.com.au/
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

Cardiovascular Disease Risk Factors   

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

Individual 
patient 
consult 
 

Dietitian 
 
 

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

As required 
appropriate to 
level of concern  

Guidelines for the 
management of absolute 
cardiovascular disease risk 
2012 
 
National Heart Foundation 
of Australia/ 
Cardiac Society of Australia 
and New Zealand 
Guidelines for the 
management of 
acute coronary syndromes 
2016 
 
 

 

 

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. 

Group 
education 
 
Individual 
patient 
consults 
 

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

Community 
 
Acute care settings if 
minimal services in 
remote area 
 
COACH telephone 
http://www.thecoachpr
ogram.com/  

As part of Cardiac 
Rehabilitation 
programs 

 

 Attendance at Cardiac Rehabilitation 
programs support dietary education and 
facilitate risk management.   
There are two phases to the program: 
 
Phase 1 
 
 
 
Phase 2 
  
 
 
 
 
 

 
 
 
 
Group or 
individual 
consult 
 
Group 
education 
sessions 
 

 
 
 
 
Cardiac rehab co-
ordinator or 
Dietitian 
 
Dietitian as part of 
MDT 

 
 
 
 
Acute care setting 
(e.g. hospital) 
 
 
Community 

 
 
 
 
One occasion of 
service per 
patient 
 
 
As per program 
(usually 4-6 
weeks) 
 

Recommended framework 
for cardiac rehabilitation 
2004 
 
 
 
 

 

https://www.heartfoundation.org.au/images/uploads/publications/Absolute-CVD-Risk-Full-Guidelines.pdf
https://www.heartfoundation.org.au/images/uploads/publications/Absolute-CVD-Risk-Full-Guidelines.pdf
https://www.heartfoundation.org.au/images/uploads/publications/Absolute-CVD-Risk-Full-Guidelines.pdf
https://www.heartfoundation.org.au/images/uploads/publications/Absolute-CVD-Risk-Full-Guidelines.pdf
https://www.heartfoundation.org.au/images/uploads/publications/Heart_Foundation_ACS_guidelines-2016WEB-NEW.pdf
https://www.heartfoundation.org.au/images/uploads/publications/Heart_Foundation_ACS_guidelines-2016WEB-NEW.pdf
https://www.heartfoundation.org.au/images/uploads/publications/Heart_Foundation_ACS_guidelines-2016WEB-NEW.pdf
https://www.heartfoundation.org.au/images/uploads/publications/Heart_Foundation_ACS_guidelines-2016WEB-NEW.pdf
https://www.heartfoundation.org.au/images/uploads/publications/Heart_Foundation_ACS_guidelines-2016WEB-NEW.pdf
https://www.heartfoundation.org.au/images/uploads/publications/Heart_Foundation_ACS_guidelines-2016WEB-NEW.pdf
https://www.heartfoundation.org.au/images/uploads/publications/Heart_Foundation_ACS_guidelines-2016WEB-NEW.pdf
https://www.heartfoundation.org.au/images/uploads/publications/Heart_Foundation_ACS_guidelines-2016WEB-NEW.pdf
http://www.thecoachprogram.com/
http://www.thecoachprogram.com/
https://www.heartfoundation.org.au/images/uploads/publications/Recommended-framework.pdf
https://www.heartfoundation.org.au/images/uploads/publications/Recommended-framework.pdf
https://www.heartfoundation.org.au/images/uploads/publications/Recommended-framework.pdf
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

Other Cardiac Conditions 
 
 
 
 
 
 

Mechanical Assist Device (VAD) 
This is a complex treatment process 
requiring nutrition assessment and 
intensive nutrition support, including 
enteral feeding. 

Individual 
patient 
consult  

Dietitian with 
cardiac experience  

In use only in metro 
hospitals  

Intensive until 
stable  

Nutrition assessment and 
management of left 
ventricular assist device 
patients.   

 

 Cardiac Transplantation 
Dietitian involvement required for 
nutrition assessment, management of 
diabetes, lifestyle education and 
counselling and food safety education. 

Individual 
patient 
consult 
 
Tele-
health 

Dietitian with 
cardiac experience 
if available 

Acute care setting 
 
Dietary modification & 
counselling may be 
provided in community 
 

As required to 
achieve 
comprehensive 
education & follow 
up 

  

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.  

 
 

 

Individual 
consults 
with 
patients, 
parents 
and 
health 
professio
nals  
 
Attendanc
e at ward 
rounds, 
cardiac 
outpatient 
clinic 
 
 

Dietitian with 
paediatric 
experience 
 
Dietitian as a 
member of a MDT  
 
 
 
 
 
 
 
 
 
 
 
 

Paediatric Intensive 
Care Unit & Cardiac 
ward rounds 
 
Out-patient setting  
 
 
 
 
 
 
 
 
 
 
 
 
 

Daily intervention 
and monitoring 
 
Weekly or as 
required 
 
 
 
 
 
 
 
 
 
 
 
 
 

Parrish, CR. Nourishing 
Little Hearts: Nutritional 
Implications for Congenital 
Heart Defects. Practical 
Gastroenterology 2011; 11-
34; Series #98.  
 

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. 

 

http://www.sciencedirect.com/science/article/pii/S1053249804006503
http://www.sciencedirect.com/science/article/pii/S1053249804006503
http://www.sciencedirect.com/science/article/pii/S1053249804006503
http://www.sciencedirect.com/science/article/pii/S1053249804006503
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

Provision of feeding support and 
supplementation of 
macronutrients/calories improves clinical 
outcomes and promotes growth. 
 
Complications requiring nutrition 
intervention include necrotising 
enterocolitis and chylothorax.  
 
Design, implementation and monitoring 
of rapid tube weaning regimens  
 

Tele-
health 
 
 
 
 
 
 
 
 
 
 
 
Individual 
and MDT 
consultati
ons 

 
 
 
 
 
 
 
Dietitian as 
member of MDT 

 
 
 
 
 
 
 
Inpatient and 
outpatient setting 

 
 
 
 
 
 
Weekly or as 
required 

CHQ Clinical Guidelines: 
Nutritional Management of 
Paediatric Cardiac Patients. 
http://qheps.health.qld.gov.
au/childrenshealth/resource
s/guidelines/gdl-00528.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.  
 

 
  

http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/gdl-00528.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/gdl-00528.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/gdl-00528.pdf
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Evidence Area: Diabetes 
 
V2.0 Contributors: Stacey Sharp, Valerie Conway, Michelle Fuery, Brigid Knight   
V1.2 Contributors: Rhiannon Barnes, Jacqueline Cotugno, Alison Kempe, Jane Musial, Lindsey Webb, Sally Noble, Brigid Knight  
 
The role of Accredited Practicing Dietitians in the management of patients who have diabetes is to provide medical nutrition therapy in accordance 
with evidence based practice where available.    
 
It is imperative that holistic patient management is conducted in people with diabetes, as people with diabetes also commonly experience a 
combination of co-morbidities that may require dietetic intervention such as coeliac disease, gastroparesis, wound healing etc.  Importantly, patients 
with diabetes are at heightened risk of CVD; therefore require holistic patient management encompassing management of CVD risk. 
 
Diabetes management requires a multidisciplinary team approach encompassing physicians, nurse practitioners, nurses, diabetes educators, 
Dietitians, pharmacists, and mental health practitioners such as psychologists with expertise in diabetes (ADA, 2014).  To manage diabetes 
effectively it is imperative that a patient-centred approach is used to facilitate self-management. 
 
This guide provides general advice for Type 1 diabetes and Type 2 diabetes, and diabetes resulting from alternative origin (i.e. steroid induced, 
Whipples, pancreatectomies) which require close collaboration with MDT.  This evidence area does not include impaired glucose tolerance or 
impaired fasting glucose. 
 
Consider existing local site-specific referral criteria i.e. within tertiary facilities requirement for patient to be under endocrinologist.  Referral indicators 
and triaging prioritisation throughout this document are in alignment with Centre for Healthcare Improvement “Triage Guidelines for Referrals to 
Diabetes Services” http://www.health.qld.gov.au/caru/networks/docs/sdcn-triage.pdf  
 
Note: Please refer to the Maternity Evidence Area for Gestational Diabetes 
 
 
 
 
 

http://www.health.qld.gov.au/caru/networks/docs/sdcn-triage.pdf
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

Type 1 Diabetes 
 The focus for Dietitian-led 

interventions in the management of 
T1DM diabetes is: 
• CHO counting and matching 

insulin 
• Carbohydrate and exercise 
 
Advice on carbohydrate quantity and 
distribution should take into account 
an individual’s energy requirements, 
previous dietary and eating patterns, 
activity levels and insulin regimen. 
 
Advice should be within the context of 
a healthy diet to ensure that overall 
nutritional needs are met.  
In contrast, focussing solely on 
carbohydrate can lead to poor food 
choices, carbohydrate avoidance 
and/or insulin omission. 
 
Matching insulin to carbohydrate 
requires comprehensive education in 
accurate CHO counting. 
 
Day-to-day consistency in 
carbohydrate intake is important for 
people who are on fixed insulin 
regimens. 
 
Individuals with T1DM should be 

Clinical 
judgement 
is required 
to 
determine 
interven-
tion 
approach.   
Need to 
consider: 
• level of 

informatio
n provision 

• reinforce-
ment of 
hypo 
mgmt 

• CHO 
awareness   

 
 
 
Matching 
of 
mealtime 
insulin 
dose to 
CHO 
intake 
should be 
considered 
for patients 

Dietitian with 
experience in 
diabetes in 
conjunction with 
the MDT 
 
 

Acute care & out-
patient settings 
 

As required until 
stable 

NEMO 
• Carbohydrate Counting 
• Understanding 10g and 15g 

Carbohydrate Portions 
http://www.health.qld.gov.au/nutrit
ion/nemo_diab.asp  
 
Baker IDI  
http://care.diabetesjournals.org/co
ntent/early/2013/10/07/dc13-
2042.full.pdf  
 
Diabetes Australia 
http://www.diabetesaustralia.com.
au/Resources/  
 
National Evidence Based Clinical 
Care Guidelines for Type 1 
Diabetes in Children, 
Adolescence and Adults, 2011, 
APEG, ADS 
http://nhmrc/_files_nhmrc/publicati
ons/attachments/ext004_type1_di
abetes_children_adolescents_adu
lts.pdf  
 
American Diabetes Association 
Clinical Practice 
Recommendations 2014 
http://care.diabetesjournals.org/co
ntent/37/Supplement_1  

 

http://www.health.qld.gov.au/nutrition/nemo_diab.asp
http://www.health.qld.gov.au/nutrition/nemo_diab.asp
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://www.diabetesaustralia.com.au/Resources/
http://www.diabetesaustralia.com.au/Resources/
http://nhmrc/_files_nhmrc/publications/attachments/ext004_type1_diabetes_children_adolescents_adults.pdf
http://nhmrc/_files_nhmrc/publications/attachments/ext004_type1_diabetes_children_adolescents_adults.pdf
http://nhmrc/_files_nhmrc/publications/attachments/ext004_type1_diabetes_children_adolescents_adults.pdf
http://nhmrc/_files_nhmrc/publications/attachments/ext004_type1_diabetes_children_adolescents_adults.pdf
http://care.diabetesjournals.org/content/37/Supplement_1
http://care.diabetesjournals.org/content/37/Supplement_1


 

  

17 

FEEDS 

 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

educated on low GI diets - Grade A 
evidence (APEG, ADS)  
 

using 
multiple 
daily 
injection 
therapy - 
Grade C 
evidence 
(APEG, 
ADS) 
 

 
Canadian diabetes association 
clinical practice guidelines: 
Nutrition Therapy 
http://download.journals.elsevierh
ealth.com/pdfs/journals/1499-
2671/PIIS1499267113000208.pdf   
 
DAFNE Centres 
http://www.dafne.org.au/find-a-
centre/queensland  
 
DAFNE Evidence 
 http://www.dafne.org.au/health-
professionals/dafne-evidence  
 
Speight J, Amiel SA, Bradley C, 
Heller S, Oliver L, Roberts S, 
Rogers H, Taylor C, Thompson G. 
(2010) Long-term biomedical and 
psychosocial outcomes following 
DAFNE (Dose Adjustment For 
Normal Eating) structured 
education to promote intensive 
insulin therapy in adults with sub-
optimally controlled Type 1 
diabetes. Diabetes Research & 
Clinical Practice; 89:22–29 
 
DAFNE Study Group. (2002) 
Training in flexible, intensive 
insulin management to enable 

 For patients requiring insulin titration, 
stabilisation or PUMPS, the main 
interventions include education on:  
• CHO counting 
• matching insulin 
• carbohydrate and exercise 

 
For individuals with T1DM, 
participation in an intensive and 
flexible insulin therapy education 
program utilizing the CHO counting 
meal planning approach can result in 
improved glycaemic control. 
 
 
An individualised insulin to 
carbohydrate ratio should be used for 
individuals using CSII and may be 
used in those on multiple daily 
injection therapy as part of a 
comprehensive education program 
(APEG, ADS). 

Group 
education 
sessions 
(e.g. 
DAFNE) 
 
Individual 
patient 
consults 
 
Matching 
of 
mealtime 
insulin 
dose to 
CHO 
intake 
should be 
considered 
for patients 
using 
multiple 

APD, CDE, 
(skilled in 
insulin 
adjustment) 
 
Consider 
referral to 
specialist 
centre for 
intensive MDI 
therapy (i.e. 
DAFNE) 

Out-patient settings 
 

Weekly for insulin 
titration 
/PUMPS until 
stable 
 
DAFNE: group 6 
weeks, 6  & 12 
months; 
email / phone 
follow-up as 
required  

 

http://download.journals.elsevierhealth.com/pdfs/journals/1499-2671/PIIS1499267113000208.pdf
http://download.journals.elsevierhealth.com/pdfs/journals/1499-2671/PIIS1499267113000208.pdf
http://download.journals.elsevierhealth.com/pdfs/journals/1499-2671/PIIS1499267113000208.pdf
http://www.dafne.org.au/find-a-centre/queensland
http://www.dafne.org.au/find-a-centre/queensland
http://www.dafne.org.au/health-professionals/dafne-evidence
http://www.dafne.org.au/health-professionals/dafne-evidence
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

Monitoring carbohydrate intake, either 
by CHO counting or experienced-
based estimation remains a key 
strategy in achieving glycaemic 
control.  
 

daily 
injection 
therapy - 
Grade C 
evidence 
(APEG, 
ADS) 
 

dietary freedom in people with 
type 1 diabetes: dose adjustment 
for normal eating (DAFNE) 
randomised controlled trial. BMJ; 
325:746. 
 
McIntyre HD, Knight BA, Harvey 
DM, Noud MN, Hagger VL, 
Gilshenan KS. (2010) Dose 
Adjustment for Normal Eating 
(DAFNE) – an audit of outcomes 
in Australia. Medical Journal of 
Australia; 192(11):637–640. 

 In instances where more intensive 
blood glucose surveillance is required 
(e.g. suspected nocturnal 
hypoglycaemia, PUMPS, pregnancy) 
use of Continuous Glucose Monitoring 
Systems (CGMS) can be considered.  
 
When combined with CSII therapy, 
evidence from sensor-augmented 
CSII studies supports use of real-time 
CGMS to improve HbA1c when they 
are used at least 70% of the time.  
 
It is essential that individuals using 
these real-time monitoring systems be 
provided with education in the correct 
use of the real-time monitoring device 
and the correct interpretation of 
results.  
 
Real-time CGM systems are not 
currently reimbursed by the NDSS or 
health insurance funds.  
 

Individual 
patient 
consults 

APD, CDE, 
Endocrinologist 

Specialist diabetes 
clinics 

On insertion of 
GCMS & removal  
If inserted by clinic 
 
Reviews are 
coordinated with 
usual clinic 
appointments  
 
As clinically 
indicated if issues 
arise 
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

 There is currently no available 
evidence to demonstrate the 
effectiveness of dietary intervention 
on wound healing in people with 
diabetes.   
 
The NHMRC guidelines have 
highlighted the need for research to 
examine the effectiveness of 
nutritional supplements on ulcer 
healing or amputation in people with 
diabetes. 
 
It is recognised, however, that control 
of BGLs continues to be important 
during healing, therefore the role of 
the Dietitian should be maintained in 
promoting diet adequacy, and 
improving food and insulin matching. 
 
In people with diabetes and wounds, 
malnutrition should be considered and 
patients should receive appropriate 
assessment and intervention.  
 

Individual 
patient 
consults 
 
 

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

As clinically 
indicated 

  

 People with stable T1DM are 
considered a lower priority for QLD 
health diabetes centres than more 
acute patients, in accordance with 
QLD government triage guidelines for 
referral to diabetes service.  
 

Individual 
patient 
consults to 
reinforce 
lifestyle 
changes & 
to evaluate 

Dietitian in 
conjunction with 
the MDT 

Community-based 
settings 

A minimum of one 
annual review is 
recommended 

http://www.health.qld.gov.au/caru/
networks/docs/sdcn-triage.pdf  
 
Evert, Boucher, Cypress et al, 
(2013), Nutrition Therapy 
Recommendations for the 
management of adults with 

 

http://www.health.qld.gov.au/caru/networks/docs/sdcn-triage.pdf
http://www.health.qld.gov.au/caru/networks/docs/sdcn-triage.pdf
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

 
 

& monitor 
outcomes 
that 
indicate 
the need 
for 
changes in 
MNT or 
medication 
(Evert et 
al, 2013) 
 

diabetes 
http://care.diabetesjournals.org/co
ntent/early/2013/10/07/dc13-
2042.full.pdf 

Poorly Controlled Type 1 Diabetes 
 
 
 
 

Diabetic Ketoacidosis (DKA) is an 
indicator of new diagnosis or poor 
diabetes control.  
Dietary education as part of MDT care 
can help prevent readmission. 

Clinical 
judgement 
is required, 
conduct 
nutritional 
assess-
ment, & 
consider 
aetiology 
to 
determine 
indication 
for 
interven-
tion 
 

DKA requires 
urgent medical 
mgmt   
 
Dietitian to 
provide 
education once 
stable 
 

Acute care settings - 
initiate referral for out-
patient follow-up 

Consider intensive 
support for MDI 
therapy 

NEMO 
- Carbohydrate Counting 
- Understanding 10g and 
15 g Carbohydrate Portions 
http://www.health.qld.gov.au/nutrit
ion/nemo_diab.asp  
 
Baker IDI  
http://care.diabetesjournals.org/co
ntent/early/2013/10/07/dc13-
2042.full.pdf  
 
Diabetes Australia 
http://www.diabetesaustralia.com.
au/Resources/  
 
National Evidence Based Clinical 
Care Guidelines for Type 1 
Diabetes in Children, 

 
 
 
 

 Hypoglycaemia is an indicator of poor 
diabetes control.  Dietary education 
as part of MDT care can help prevent 

Clinical 
judgement 
is required 

Dietitian 
experienced in 
diabetes mgmt 

Acute care or out-
patient settings  
dependent upon 

As clinically 
indicated 

 
 
 

http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://www.health.qld.gov.au/nutrition/nemo_diab.asp
http://www.health.qld.gov.au/nutrition/nemo_diab.asp
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://www.diabetesaustralia.com.au/Resources/
http://www.diabetesaustralia.com.au/Resources/
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

readmission. 
 
Major or problematic hypoglycaemia 
includes: 
• hypo unawareness 
• repeated hypoglycaemia 
• hypoglycaemia requiring 

assistance  
 

to conduct 
nutritional 
assess-
ment, & 
consider 
aetiology 
to 
determine 
indication 
for 
interven-
tion 

in conjunction 
with MDT 

presentation location Adolescence and Adults, 2011, 
APEG,ADS 
http://nhmrc/_files_nhmrc/publicati
ons/attachments/ext004_type1_di
abetes_children_adolescents_adu
lts.pdf  
 
American Diabetes Association 
Clinical Practice 
Recommendations 2014 
http://care.diabetesjournals.org/co
ntent/37/Supplement_1  
 
Canadian diabetes association 
clinical practice guidelines: 
Nutrition Therapy 
http://download.journals.elsevierh
ealth.com/pdfs/journals/1499-
2671/PIIS1499267113000208.pdf   
 
American Diabetes Association 
Clinical Practice 
Recommendations for Treatment 
of Type 1 Diabetes Complicated 
by Problematic Hypoglycemia 
2015. 
http://care.diabetesjournals.org/co
ntent/38/6/1016.full.pdf+html 
 
 
 

 
 
 
 
 
 

 People with poorly controlled diabetes Individual- Dietitian in Throughout continuum As clinically http://www.health.qld.gov.au/caru/  

http://nhmrc/_files_nhmrc/publications/attachments/ext004_type1_diabetes_children_adolescents_adults.pdf
http://nhmrc/_files_nhmrc/publications/attachments/ext004_type1_diabetes_children_adolescents_adults.pdf
http://nhmrc/_files_nhmrc/publications/attachments/ext004_type1_diabetes_children_adolescents_adults.pdf
http://nhmrc/_files_nhmrc/publications/attachments/ext004_type1_diabetes_children_adolescents_adults.pdf
http://care.diabetesjournals.org/content/37/Supplement_1
http://care.diabetesjournals.org/content/37/Supplement_1
http://download.journals.elsevierhealth.com/pdfs/journals/1499-2671/PIIS1499267113000208.pdf
http://download.journals.elsevierhealth.com/pdfs/journals/1499-2671/PIIS1499267113000208.pdf
http://download.journals.elsevierhealth.com/pdfs/journals/1499-2671/PIIS1499267113000208.pdf
http://care.diabetesjournals.org/content/38/6/1016.full.pdf+html
http://care.diabetesjournals.org/content/38/6/1016.full.pdf+html
http://www.health.qld.gov.au/caru/networks/docs/sdcn-triage.pdf


 

  

22 

FEEDS 

 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

(HbA1c >8.5%) are likely to be triaged 
as a lower priority than more acute 
patients.   
 
Nutrition intervention can improve 
glycaemic control (HbA1c) by 1.0% to 
2.0% (Dworatzek et al, 2013); 
therefore, thorough nutrition 
assessment, review and intervention 
is important. 
 
 

ised 
nutrition 
care plans 
designed 
meet the 
needs of 
the patient 
is 
recommen
ded (Evert 
et al, 2013) 
 
Group 
education 
 
Enhanced 
Primary 
Care Plans 
(EPC) 
 

conjunction with 
the MDT 
 
 
 
 
 
General 
practitioner in 
consultation 
with Dietitian 
 

of care e.g. home, 
hospital, subacute 

indicated and/or 
dependent on 
model of care 

networks/docs/sdcn-triage.pdf  
 
Dworatzek PD, Arcudi K, 
Gougeon R, Husein N, 
Sievenpiper J & Williams S. 
(2013). Nutrition Therapy. 
Canadian Journal of Diabetes. 37, 
Supp 1 S45-S55 
 
Evert AB, Boucher JL, Cypress M, 
Dunbar SA, Mayer-Davis EJ, 
Neumiller JJ, Nwankwo R, Verdi 
CL & Yancy WS.  2013. Nutrition 
Therapy Recommendations for 
the Management of Adults with 
Diabetes. Diabetes Care. 36, 
3821-3842 
 

 The DAFNE program for improved 
diabetes control for people with T1DM 
might be a suitable approach for 
those with poorly controlled T1DM.   

Group 
education 
program 
 
Patient’s 
motivation 
for change 
& commit-
ment 
should be 
considered 
in addition 

Dietitian in 
conjunction with 
the MDT 

Out-patient & 
community-based 
settings 

DAFNE: group 6 
weeks, 6  & 12 
months; 
email / phone 
follow-up as 
required 

See DAFNE references listed 
above under “Type I Diabetes” 

 

http://www.health.qld.gov.au/caru/networks/docs/sdcn-triage.pdf
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

to other 
inclusion 
criteria 
 

 Weight control may/ may not be 
suitable for people with poorly 
controlled T1DM.  
 
The benefits of weight loss are well 
documented in that there is improved 
insulin sensitivity, glycaemic control, 
blood pressure and dyslipidaemia 
(Wharton et al, 2013).   
 
Achieving optimal glycaemia control 
through health behaviour intervention, 
individualised for the patient is 
important. 
 

Individual 
patient 
consults 
 
Group 
education 

Dietitian in 
conjunction with 
the MDT 

Community-based 
settings 

As clinically 
indicated 

Wharton S, Sharma AM & Lau 
DCW.  (2013) Weight 
Management in Diabetes. 
Canadian Journal of Diabetes. 37, 
Supp 1 S82-S86 
 
Standards of Medical Care in 
Diabetes 2014 - Position 
Statement -Diabetes Care 
Volume 37, Supplement 1, 
January 2014 
 

 

Type II Diabetes 

 Individuals with pre diabetes or 
diabetes should receive individualised 
MNT. 
Nutrition therapy is recommended for 
all people with T1DM and T2DM as 
an effective component of the overall 
treatment plan. 
 
 
 
For overweight or obese adults with 
T2DM, reducing energy intake while 

Clinical 
judgement 
is required 
to 
determine 
interven-
tion 
approach 
 
 
CHO 
intake from 

Dietitian familiar 
with diabetes 
MNT in 
conjunction with 
the MDT 
 
 

Out-patient & 
community-based 
settings 
 

As clinically 
indicated 

Nutrition Therapy 
Recommendations for the 
Management of Adults With 
Diabetes - DIABETES CARE, 
VOLUME 36, NOVEMBER 2013 
+ ADA Evidence Table Nutrition 
Therapy Recommendations for 
the Management of Adults with 
Diabetes – 2013 
 
Standards of Medical Care in 
Diabetes 2014 - Position 
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

maintaining a healthful eating pattern 
is recommended to promote weight 
loss. 
 
 
 

vegetables
, fruits, 
whole 
grains, 
legumes, & 
dairy 
products 
should be 
advised 
over intake 
from other 
CHO 
sources, 
especially 
those that 
contain 
added fats, 
sugars or 
sodium 
 

Statement -Diabetes Care 
Volume 37, Supplement 1, 
January 2014 
 
Clinical Practice Guidelines - 
Nutrition Therapy 
Canadian Diabetes Association 
Clinical Practice Guidelines 
Expert Committee - Can J 
Diabetes 37 (2013)  
 
 

 There is currently no available 
evidence to demonstrate the 
effectiveness of dietary intervention 
on wound healing in people with 
diabetes.   
 
The NHMRC guidelines have 
highlighted the need for research to 
examine the effectiveness of 
nutritional supplements on ulcer 
healing or amputation in people with 
diabetes. 

Individual 
patient 
consults 
 
 

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

As clinically 
indicated 

Please refer to Wounds FEEDs 
document for more information 
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intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

 
It is recognised, however, that control 
of BGLs continues to be important 
during healing, therefore the role of 
the Dietitian should be maintained in 
promoting diet adequacy, and 
improving food and insulin matching. 
 
In people with diabetes and wounds, 
malnutrition should be considered and 
patients should receive appropriate 
assessment and intervention.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

For individuals using fixed daily insulin 
doses, carbohydrate intake on a day-
to-day basis should be consistent with 
respect to time and amount. 
 
Monitoring carbohydrate intake, 
whether by CHO counting or 
experienced-based estimation, 
remains a key strategy in achieving 
glycaemic control. 
 
 
 
Matching insulin to CHO has also 
been shown to effective in reducing 
Hba1c in patients with T2DM  
 
The role of the Dietitian is essential in 
ensuring patients are adequately 

Individual 
patient 
consults 
 
A simple 
diabetes 
meal 
planning 
approach 
such as 
portion 
control or 
healthful 
food 
choices 
may be 
better 
suited to 
individuals 

Dietitian as part 
of MDT 

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

As clinically 
indicated 
 
 
 
 
 
 

Nutrition Therapy 
Recommendations for the 
Management of Adults With 
Diabetes - DIABETES CARE, 
VOLUME 36, NOVEMBER 2013 
+ ADA Evidence Table Nutrition 
Therapy Recommendations for 
the Management of Adults with 
Diabetes – 2013 
 
Standards of Medical Care in 
Diabetes 2014 - Position 
Statement -Diabetes Care 
Volume 37, Supplement 1, 
January 2014 
Clinical Practice Guidelines - 
Nutrition Therapy 
Canadian Diabetes Association 
Clinical Practice Guidelines 
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

educated, resourced and have access 
to support whilst commencing on 
insulin and during stabilisation. 
  

with Type 
2 diabetes 
identified 
with health 
& 
numeracy 
literacy 
concerns, 
as well as 
for older 
adults 
 

Expert Committee - Can J 
Diabetes 37 (2013)  
 
Adjust to target in Type 2 diabetes 
– comparison of a simple 
algorithm with carbohydrate 
counting for adjustment of meal 
time insulin glulisine – Diabetes 
Care, Volume 31, July 2008  
 
 

 A significant proportion of people with 
T2DM are overweight or obese and 
insulin therapy together with some 
oral medications can be associated 
with weight gain (Wharton et al, 
2013).  
 
Weight loss can improve insulin 
sensitivity, glycaemic control, blood 
pressure and dyslipidaemia (Wharton 
et al, 2013). 
 
 

    Wharton S, Sharma AM & Lau 
DCW.  (2013) Weight 
Management in Diabetes. 
Canadian Journal of Diabetes. 37, 
Supp 1 S82-S86 

 

Poorly Controlled Type II Diabetes 
 
 
 
 
 
 

Patients with poorly controlled 
diabetes (HbA1c >8.5%) are likely to 
be triaged as a lower priority than 
more acute patients.   
 
Nutrition intervention can improve 

Individualis
ed nutrition 
care plans 
designed 
meet the 
needs of 

Dietitian in 
conjunction with 
the MDT 
 
 
 

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

Review regularly 
(i.e. 3 monthly) 

http://www.health.qld.gov.au/caru/
networks/docs/sdcn-triage.pdf  
 
Dworatzek PD, Arcudi K, 
Gougeon R, Husein N, 
Sievenpiper J & Williams S. 

 
 
 
 
 
 

http://www.health.qld.gov.au/caru/networks/docs/sdcn-triage.pdf
http://www.health.qld.gov.au/caru/networks/docs/sdcn-triage.pdf
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 Why – reason for dietetic 
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How Who Where Frequency for 
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Comments/ Evidence  

 
 
 
 
 
 
 
 

glycaemic control (HbA1c) by 1.0% to 
2.0% (Dworatzek et al, 2013) 
therefore thorough assessment, 
review and intervention by an APD is 
important. 
 
Additionally, diabetes self-
management education in patients 
with T2DM has been shown to 
improve HbA1c by 0.36% and 
improved quality of life (Jones et al, 
2013). 
 

the patient 
is 
recommen
ded (Evert 
et al, 2013) 
   
Group 
education 
 
Enhanced 
Primary 
Care Plans 
(EPC) 

 
 
General 
practitioner in 
consultation 
with Dietitian 
 

(2013). Nutrition Therapy. 
Canadian Journal of Diabetes. 37, 
Supp 1 S45-S55 
 
Evert AB, Boucher JL, Cypress M, 
Dunbar SA, Mayer-Davis EJ, 
Neumiller JJ, Nwankwo R, Verdi 
CL & Yancy WS.  2013. Nutrition 
Therapy Recommendations for 
the Management of Adults with 
Diabetes. Diabetes Care. 36, 
3821-3842 
 
Jones H, Berard L, MacNeil G, 
Whitham D & Yu C. (2013) Self-
Management Education. 
Canadian Journal of Diabetes. 37 
Supp 1 S26-S30 
 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

Patients with poorly controlled 
diabetes with recent deterioration 
despite therapy (typically 
HbA1c>8.5%) should be regarded as 
a high priority for dietetics services. 
 
 

Individual 
patient 
consult  
 
Group 
education 
 

Dietitian in 
conjunction with 
the MDT 
 

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

Review regularly 
(i.e. 3 monthly) 

Nutrition Therapy 
Recommendations for the 
Management of Adults With 
Diabetes - DIABETES CARE, 
VOLUME 36, NOVEMBER 2013 
+ ADA Evidence Table Nutrition 
Therapy Recommendations for 
the Management of Adults with 
Diabetes – 2013 
 
Standards of Medical Care in 
Diabetes 2014 - Position 
Statement -Diabetes Care 
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Volume 37, Supplement 1, 
January 2014 
 
Clinical Practice Guidelines - 
Nutrition Therapy 
Canadian Diabetes Association 
Clinical Practice Guidelines 
Expert Committee - Can J 
Diabetes 37 (2013)  

Paediatrics 
 Regular monitoring of growth is an 

essential part of diabetes 
management. 
  
Prevention of overweight and obesity 
in paediatric T1DM is a key strategy 
of care and involves a family based 
approach. 
 
Nutritional advice should be provided 
on how to cope successfully with 
physical activity, exercise and 
competitive sports. 
 
Nutritional management of T2DM in 
paediatrics requires a family and 
community based approach. 
 

Individual 
patient 
consults 

Dietitian, 
diabetes 
educator, 
Endocrinologist 

Specialist diabetes 
clinics 

At diagnosis and 
at least annually 

ISPAD clinical Practice 
Consensus Guidelines 2014 
Compendium: Nutrition al 
management in children and 
adolescents with diabetes.  
https://www.ispad.org/sites/default
/files/resources/files/10-
nutritional_management_in_childr
en_and_adolescents_with_diabet
es.pdf 
 
National Evidence Based Clinical 
Care Guidelines for Type 1 
Diabetes in Children, 
Adolescence and Adults, 2011, 
APEG,ADS 
http://nhmrc/_files_nhmrc/publicati
ons/attachments/ext004_type1_di
abetes_children_adolescents_adu
lts.pdf 

 

  

http://nhmrc/_files_nhmrc/publications/attachments/ext004_type1_diabetes_children_adolescents_adults.pdf
http://nhmrc/_files_nhmrc/publications/attachments/ext004_type1_diabetes_children_adolescents_adults.pdf
http://nhmrc/_files_nhmrc/publications/attachments/ext004_type1_diabetes_children_adolescents_adults.pdf
http://nhmrc/_files_nhmrc/publications/attachments/ext004_type1_diabetes_children_adolescents_adults.pdf


 

  

29 

FEEDS 

Evidence: 
• http://professional.diabetes.org/admin/UserFiles/0%20-%20Sean/dc132042%20FINAL.pdf  
• http://professional.diabetes.org/News_Display.aspx?CID=93263&TYP=9 

 
 
Useful links 

• Statewide Diabetes Clinical Network http://www.health.qld.gov.au/caru/networks/diabetes.asp 
• PEN  http://www.pennutrition.com/index.aspx 
• NEMO http://www.health.qld.gov.au/nutrition/nemo_diab.asp 
• Baker IDI http://www.bakeridi.edu.au/Diabetes_Resources_Fact_Sheets/ 
• Diabetes Australia http://www.diabetesaustralia.com.au/ 
• Diabetes Australia Queensland http://www.diabetesqld.org.au/ 
• Diabetes Miles Study http://www.diabetesmiles.org.au/  

  

http://professional.diabetes.org/admin/UserFiles/0%20-%20Sean/dc132042%20FINAL.pdf
http://professional.diabetes.org/News_Display.aspx?CID=93263&TYP=9
http://www.health.qld.gov.au/caru/networks/diabetes.asp
http://www.pennutrition.com/index.aspx
http://www.health.qld.gov.au/nutrition/nemo_diab.asp
http://www.bakeridi.edu.au/Diabetes_Resources_Fact_Sheets/
http://www.diabetesaustralia.com.au/
http://www.diabetesqld.org.au/
http://www.diabetesmiles.org.au/
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Evidence Area: Eating Disorders 
 
V2.0 Contributors: Amanda Davis, Megan Farquhar 
V 1.2 Contributors: Amy Hannigan, Donna Hickling, Bonnie Laskey-Gilboy, Megan Farquhar  
 
The role of the Dietitian will vary depending on the model of care established within the hospital, and access to out-patient services. 
 
Multidisciplinary team meetings, in particular for medically managed patients, are particularly useful for coordinating care, minimising duplication of 
roles and ensuring a consistent team approach to the patient’s care.  Decisions regarding leave and discharge/transfer plans can be made at this 
meeting, and patients can be made aware of the timelines for meetings. 
 
Reviewing patients with members of the team present (nursing and/or medical, and where appropriate family members) can ensure agreement on 
treatment targets and that a consistent message is delivered to the patient. 
 
The Eating Disorders Outreach Service (EDOS) is a statewide service to assist health professionals in the management of people affected by eating 
disorders in either public or private services.  The multidisciplinary team consists of a consultant psychiatrist, a psychiatric registrar, team manager, 
education officer, clinical nurse, social worker, clinical psychologist and Dietitian.  EDOS operates Monday to Friday during office hours, ph: (07) 3114 
0809.  Team referral is required to engage EDOS services (http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/default.htm).  EDOS also 
provides statewide documents establishing admission criteria, refeeding management and treatment guidelines for management of both Medically 
and Psychologically admitted patients.  
 
Please also refer to DAA’s “Role Statement for APDs practising in the area of Eating Disorders” for key skills and roles of Dietitians working in this 
area of practice (http://daa.asn.au/wp-content/uploads/2013/09/Eating-disorders-role-statement-summary-Dec-2013.pdf)   
 
 
 
 
 
 
 

http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/default.htm
http://daa.asn.au/wp-content/uploads/2013/09/Eating-disorders-role-statement-summary-Dec-2013.pdf
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

Initial Assessment 
 A detailed assessment and diet history 

should be taken to identify BMI, weight 
history, abnormal eating behaviours, 
attitude towards weight loss and 
relationships between the patient’s 
emotions and food. 
 

Individual 
patient 
consults 
 
 

Dietitian with 
expertise in eating 
disorders in 
conjunction with 
MDT 
 
 

Medically stable 
patients may be seen 
as out-patients 
 
Medically unstable 
patients are seen in 
the acute care setting 
 
 

One occasion of 
service (for initial 
assessment) 

http://daa.collaborative.net.au/f
iles/DINER/Anorexia%20Nerv
osa_Final.pdf   

 

Refeeding Management – Medical Wards (BMI<12kg/m2 or medically compromised)   
 Patients with eating disorders are at a 

high risk of developing Refeeding 
Syndrome due to chronic malnutrition, 
prolonged periods of starvation and/or 
purging behaviours.  
The first 2 weeks of an admission 
represent the highest risk of developing 
Refeeding Syndrome. 
 
The initial goals of in-patient treatment 
include medical stabilisation, prevention 
and treatment of Refeeding Syndrome.  
The Dietitian's role is the prevention/ 
management of refeeding risk and 
supporting education of ward staff on 
appropriate management. 
 

Individual 
patient 
consults 
in 
conjunct-
tion with 
the MDT 
 
 
Phone 
review for 
team 
support 
as 
indicated/
case 
conferenc
ing  

Ongoing mgmt by 
MDT (nursing 
/medical/ Dietetics) 
 

Medical Wards 
 

Patient reviewed 
2-3 times per 
week 
 
May require daily 
initially on wards 
less familiar with 
eating disorder 
patients 
 
Psych C/L can 
assist with 
nursing staff 
support 

http://daa.collaborative.net.
au/files/DINER/Anorexia%2
0Nervosa_Final.pdf  
 
http://hi.bns.health.qld.gov.
au/mental_health/eating_di
sorder/documents/edos-
inpat-qld.pdf (or local 
refeeding management 
guidelines) 
 
http://hi.bns.health.qld.gov.
au/mental_health/eating_di
sorder/documents/edos-
inpat-rbwh.pdf  

 

 Medically unstable eating disorder 
patients who are admitted to medical 
wards for close monitoring should be 

Individual 
patient 
consults 

Medical 
team/Dietitian to 
commence NGT 

Medical Wards Patient reviewed 
2-3 times per 
week 

 

http://daa.collaborative.net.au/files/DINER/Anorexia%20Nervosa_Final.pdf
http://daa.collaborative.net.au/files/DINER/Anorexia%20Nervosa_Final.pdf
http://daa.collaborative.net.au/files/DINER/Anorexia%20Nervosa_Final.pdf
http://daa.collaborative.net.au/files/DINER/Anorexia%20Nervosa_Final.pdf
http://daa.collaborative.net.au/files/DINER/Anorexia%20Nervosa_Final.pdf
http://daa.collaborative.net.au/files/DINER/Anorexia%20Nervosa_Final.pdf
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-inpat-qld.pdf
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-inpat-qld.pdf
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-inpat-qld.pdf
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-inpat-qld.pdf
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-inpat-rbwh.pdf
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-inpat-rbwh.pdf
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-inpat-rbwh.pdf
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-inpat-rbwh.pdf


 

  

32 

FEEDS 

 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

managed with continuous Nasogastric 
feeds targeting initially 6MJ/day, with 
2MJ increase every 2-3/7 to goal rate. 
 
Refeeding management of eating 
disorder patients should also include 
thiamine/multivitamin and electrolyte 
monitoring as per QH guidelines. 
 

in 
conjunctio
n with the 
MDT 
 
Phone 
review for 
team 
support 
as 
indicated/
case 
conferen-
cing 

feeds & 
progression to 
target rate  
 
Ongoing mgmt by 
MDT (nursing 
/medical/ Dietetics) 

 
 

Paediatric Refeeding Management – Medical Wards (BMI<12kg/m2 or medically compromised)   
 Feeding should be commenced 

immediately either through graded oral 
meal plans or by nasogastric feeding 
(commencing at 50% EER at BMR x 
1.3, and grading up over 5 days to meet 
full requirements by day 5).  
 
Thiamine, multivitamin and phosphate 
should be commenced upon admission 
as per CHQ Guidelines.  

Individual 
patient 
consults 
in 
conjunctio
n with the 
MDT 
 

Dietitian in 
conjunction with 
treating medical 
team 

Medical ward Daily (initially) to 
monitor for 
refeeding 
 
Twice weekly 
reviews once 
stable 

Paediatric refeeding 
guideline: 
http://qheps.health.qld.gov.
au/childrenshealth/resource
s/guidelines/guide-man-
refeed-synd.pdf  
 

 

Refeeding Management – Mental Health Wards (BMI >14kg/m2 or as clinically indicated for admission) 
 
 
 
 
 
 

Patients are at risk, as per above. 
 
Use of a 2-step meal plan is regularly 
used to ensure nutritional requirements 
are met through either food or 
supplements.  If a patient is unable to 

Individual 
patient 
consults 
in 
conjunctio
n with the 

Template starter 
meal plan 
implemented by 
nursing and/or 
medical staff 
(pending Dietitian 

Acute mental health 
units 

Patient reviewed 
twice weekly 

http://daa.collaborative.net.
au/files/DINER/Anorexia%2
0Nervosa_Final.pdf   
 
http://hi.bns.health.qld.gov.
au/mental_health/eating_di

 

http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-man-refeed-synd.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-man-refeed-synd.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-man-refeed-synd.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-man-refeed-synd.pdf
http://daa.collaborative.net.au/files/DINER/Anorexia%20Nervosa_Final.pdf
http://daa.collaborative.net.au/files/DINER/Anorexia%20Nervosa_Final.pdf
http://daa.collaborative.net.au/files/DINER/Anorexia%20Nervosa_Final.pdf
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-inpat-rbwh.pdf
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-inpat-rbwh.pdf
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

 consume 100% of the prescribed meal, 
a supplement alternative is provided to 
consume orally.  If the oral supplement 
is not completed consistently, provision 
of supplements via Nasogastric Feeding 
may be indicated. 
 
A 6MJ starter meal plan is developed in 
conjunction with the patient and every 3-
4 days progressed to goal energy 
intake. 
 
Goal energy intake can be calculated 
using the equation:  
120KJ/kg weight x 1.4 (activity factor) x 
1.5 (repletion factor)  
 

MDT 
 
Phone 
review for 
team 
support 
as 
indicated/
case 
conferen-
cing  

review) 
 
Initial assessment 
& meal plan 
reviews by Dietitian 
with expertise in 
eating disorders  

sorder/documents/edos-
inpat-rbwh.pdf  

 Nutrition Support  
Nutrition support can be used to ensure 
normalisation of food and fluid intake, 
including the use of alternative feeding 
and/or supplements, to meet 
requirements, achieve weight restoration 
and reversal of cognitive effects of 
starvation prior to out-patient 
psychotherapy.  
 
Use of the 2-step meal plan (as above) 
continues; as patient approaches goal 
weight (and therefore discharge), a 
home meal plan should be developed 
with the patient. 

Individual 
patient 
consults 
in 
conjunctio
n with the 
MDT 
 
Phone 
review for 
team 
support 
as 
indicated/
case 

Dietitian with 
expertise in eating 
disorders in 
conjunction with 
MDT 

Acute care setting  Dietitian to review 
twice weekly 
 
Nursing staff to 
complete daily 
monitoring of food 
intake 

Hart, Susan, Suzanne 
Abraham, Georgina 
Luscombe and Janice 
Russell. 2008. “Eating 
disorder management in 
hospital patients: Current 
practice among Dietitians in 
Australia.” Nutrition & 
Dietetics 65 (1): 16-22 
 
http://daa.collaborative.net.
au/files/DINER/Anorexia%2
0Nervosa_Final.pdf   
 
http://hi.bns.health.qld.gov.

 

http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-inpat-rbwh.pdf
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-inpat-rbwh.pdf
http://daa.collaborative.net.au/files/DINER/Anorexia%20Nervosa_Final.pdf
http://daa.collaborative.net.au/files/DINER/Anorexia%20Nervosa_Final.pdf
http://daa.collaborative.net.au/files/DINER/Anorexia%20Nervosa_Final.pdf
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-ongo-man-guide.pdf
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

 conferenc
ing 

au/mental_health/eating_di
sorder/documents/edos-
ongo-man-guide.pdf  
 

 Behaviour Counselling  
Psychological treatment provided by 
appropriately trained professionals in 
combination with dietary counselling 
accompanied by monitoring of the 
patient’s physical state. 

Individual 
patient 
consult 
 

Mental Health team 
/ professional in 
regular consultation 
with the Dietitian 
 
Dietitian with 
expertise in eating 
disorders 
 

Acute care setting: 
symptom-focussed 
treatment with 
expectation of weight 
gain, focus on eating 
behaviours & attitudes 
to weight/shape 
 

Dietitian to review 
twice weekly 

http://www.nice.org.uk/nice
media/live/10932/29217/29
217.pdf  

 

Paediatric Refeeding Management – Mental Health Wards (BMI>14kg/m2 or medically compromised)   
 A 5-stage meal plan is used to ensure 

nutritional requirements are met and 
regular eating behaviours are restored.  
 
Oral supplements can be used in 
addition to the meal plan to increase 
caloric intake and thereby restore weight 
and nutritional status.  
 
Whilst grading up through the meal plan 
stages, electrolytes and physical 
observations should be closely 
monitored for risk of refeeding.  
 
Thiamine, multivitamin +/- phosphate 
supplementation should be continued 
throughout admission. 
 

Individual 
patient 
consults 
in 
conjunctio
n with the 
MDT 
 
Phone 
review for 
team 
support 
as 
indicated 
 
Case 
conferenc
ing  

Dietitian conducts 
complete nutrition 
assessment and 
provides 
appropriate meal 
plan 

Acute mental health 
inpatient units 

Review twice 
weekly 

CHQ eating disorder 
guidelines: 
http://qheps.health.qld.gov.
au/childrenshealth/resource
s/guidelines/guide-child-
eat-dis.pdf  

 

http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-ongo-man-guide.pdf
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-ongo-man-guide.pdf
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-ongo-man-guide.pdf
http://www.nice.org.uk/nicemedia/live/10932/29217/29217.pdf
http://www.nice.org.uk/nicemedia/live/10932/29217/29217.pdf
http://www.nice.org.uk/nicemedia/live/10932/29217/29217.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-child-eat-dis.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-child-eat-dis.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-child-eat-dis.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-child-eat-dis.pdf
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

Post-Hospital Discharge Follow-Up 
 Nutrition Education 

May incorporate private or public health 
out-patient treatment settings.  
 
Access to public health out-patient 
clinics will vary depending on district, but 
may be community or hospital-based.  
 
For South-East Qld Patients, EDOS out-
patient treatment programs may be 
appropriate.  
Many patients access private 
practitioners via GP Management 
Plans/Enhanced Primary Care (GPMP 
or EPC) plans.  
 
**External service provision available, 
limited access to ongoing out-patient 
treatment through QH. 
 

Individual 
patient 
consult 
 
Tele-
health 

Dietitian with 
expertise in eating 
disorders 
 
 
 
 
 
General practitioner 
in consultation with 
Dietitian 
 

Out-patient setting: 
focus on eating 
behaviours & attitudes 
to weight/shape  

For at least 12 
months duration 
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Evidence Area: Food Services  
 
V2.0 Contributors: Denise Cruickshank, Bianca Neaves, Susan Tench, Katie Barwick 
V1.2 Contributors: Lindsey Johnson  
 
Food Services is a broad area that incorporates the provision of food and drink to individuals where this intake represents the majority of their daily 
requirements, or where populations are vulnerable and/or have special requirements.  Therefore, services benefiting from dietetics input include 
childcare facilities, residential care facilities, acute and sub-acute hospital populations and in some instances, conferencing and hotel facilities.  The 
role of the Dietitian will vary depending on the service delivery model and the requirements set out by the consumer and relevant legislation.   
 
Irrespective of the population being served, Food Services requires a whole of organisation approach and the Dietitian should work as part of a 
broader team to ensure not only a nutritious but also a safe and sustainable foodservice.  A large component of the role of a Food Services Dietitian 
may therefore be in the development, review and evaluation of organisational procedures and processes, as well as assisting in raising the profile of 
nutrition-related issues. 
 
Depending on the setting, there are a range of resources available to assist dietitians working in Food Services; Queensland Health dietitians are 
encouraged to regularly check the Statewide Food Services Network website for information and resources (including Standing Offer Arrangements) 
in order to ensure practice is consistent with evidence based best practice and Queensland Health policy and guidelines: 
http://qheps.health.qld.gov.au/statewidefoodservice/home.htm.  
 
 
 Why – reason for dietetic intervention How Who Frequency for 

intervention 
Comments/ Evidence  

Menu Review 
 Facility menus should be designed to meet the 

nutritional requirements of the majority of 
consumers, including consideration of the 
population’s age, length of stay,  nutritional 
status, and psychosocial, cultural and religious 
needs. 
 

Collabora-
tive review 
process 
 
Use of 
NHMRC 
NRVs as 

Dietitians, food 
services manager and 
other stakeholders 

Recommended 
review at least 
biennially 

 
Queensland Health. 2015. 
Queensland Health Nutrition 
Standards for Meals and Menus. 
Queensland Government, Brisbane 
(Available on NEMO) 
 

 

http://qheps.health.qld.gov.au/statewidefoodservice/home.htm
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 Why – reason for dietetic intervention How Who Frequency for 
intervention 

Comments/ Evidence  

Menus should be appropriate in their: 
• Length of cycle; 
• Choice and variety; 
• Number of meals and snacks; 
• Timing of meal and snack ordering; 
• Timing of meal and snack delivery; and 
• Portion sizing. 
 

guide for 
determining 
nutritional 
adequacy  
 

NSW Agency for Clinical Innovation 
(2011): Nutrition Standards for Adult 
Inpatients in NSW hospitals. 
Chatswood, NSW. 
 
NSW Agency for Clinical Innovation 
(2011): Nutrition Standards for 
Paediatric Inpatients in NSW 
hospitals. Chatswood, NSW. 
NSW Agency for Clinical Innovation 
(2013): Nutrition Standards for 
consumers of inpatient mental 
health services in NSW. 
Chatswood, NSW. 
 
NSW Agency for Clinical Innovation 
(2011): Therapeutic Diet 
Specifications for Adult Inpatients 
Chatswood, NSW. 
 
NSW Agency for Clinical Innovation 
(2011): Therapeutic Diet 
Specifications for Paediatric 
Inpatients. Chatswood, NSW. 
 
Department of Human Services 
(DHS) Victoria. 2009. Nutrition 
Standards for menu items in 
Victorian hospitals and aged care 
facilities. Melbourne: Victorian 
Government. 
 

 Menus should be planned such that therapeutic 
diets and other special dietary requirements are 
integrated into the core menu. 
 
This includes, but is not limited to, the following 
populations (as relevant to the facility): 
• Adults in acute care; 
• Maternity; 
• Paediatrics; 
• Residential aged care; 
• Mental health residents; and 
• Acquired brain injury residents 

 
 
 
 
 
 
 
 

Facilities 
should have 
a process 
for 
identifying 
and 
ordering 
therapeutic 
and non-
standard 
diets 
 
Non-
integrated 
diet meals 
should 
account for 
no more 
than 10-
15% of all 
menu items 
 
 
 

Dietitian in consultation 
with key stakeholders 

Dietitian should be 
consulted in the 
event that menu is 
unable to provide 
adequate nutrition or 
variety.  
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 Why – reason for dietetic intervention How Who Frequency for 
intervention 

Comments/ Evidence  

 Standard recipes should exist for all menu 
items and be made available, along with 
specification sheets, to production staff.   
 
 

Include 
allergens 
and provide 
directions 
for meal 
service 
 

Dietitian in conjunction 
with production team 

Dietitian should 
review annually to 
check for any change 
to ingredient 
specifications. 

National Health and Medical 
Research Council (NHMRC). 2006. 
Nutrient Reference Values for 
Australia and New Zealand 
including Recommended Dietary 
Intakes. Australia: Australian 
Government.  
Equip National Standard 12 
Criterion 2, Management of 
Nutrition. 
National Health and Medical 
Research Council. 
2010. A new food guidance system 
for Australia – 
foundation and total diets. Revised 
draft report for public consultation.  
 
Food Service Best Practice 
Guidelines (2017). Queensland 
Health. 
 
Food Service Key Performance 
Indicators ( 2015). Queensland 
Health 

 

 The use of an electronic menu management 
system can create efficiencies in menu 
planning and meal production, and provides a 
repository for standard recipes, menu and 
allergen information.  Many systems include 
nutrient catalogues, which can simplify the 
nutrition analysis of recipes. 
 

Data is 
entered into 
system 
based on 
local 
require-
ments 

Menu development, 
nutrient and diet 
assignment overseen 
by a dietitian 
 

Requires ongoing 
updates as menu 
information and 
ingredients change 

 

 An organisational approach should be used in 
the development and implementation of 
processes that measure the adequacy and 
accuracy of the Food Service system in 
meeting the needs of patients. 
 

Meal 
accuracy 
audits 
 
 

Dietitian in conjunction 
with Food Services and 
other stakeholders 
 

Recommended 
monthly auditing 
 
 
 
 

 

Food Safety   
 The Dietitian should be involved in the 

development, auditing and maintenance of the 
facility’s food safety plan, especially the 
allergen management processes. 
 
 
Aspects that require dietetics input include: 

Food Safety 
Programs 
must 
demon-
strate 
compliance 
with Std 3 of 

Program developed by 
Food Services 
personnel with input 
from Dietitian 
 
 
Audits conducted by 

Compliance with 
Food Safety 
Programs must be 
assessed through 
regular internal and 
external audits 
 

Food Act 2006 (Qld)  
 
Food Standards Australia New 
Zealand. 2014. Food Safety 
Standards (Australia only). 
http://www.foodstandards.gov.au/in
dustry/safetystandards/Pages/defau

 

http://www.foodstandards.gov.au/industry/safetystandards/Pages/default.aspx
http://www.foodstandards.gov.au/industry/safetystandards/Pages/default.aspx
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 Why – reason for dietetic intervention How Who Frequency for 
intervention 

Comments/ Evidence  

• Staff training in food safety, food handling 
and allergen management; 

• Temperature control of foods; 
• Clearing times for delivered meals and 

snacks; 
• Allergen management programs; and 
• Food storage and waste practices. 
 

the 
Australia 
New 
Zealand 
Food 
Standards 
Code 
 

appropriately certified 
third party provider 

Auditing schedule is 
determined by 
previous results (note 
new hospital facilities 
should initially 
conduct biannual 
audits) 
 

lt.aspx  

 Microbiological activity should be routinely 
measured to ensure food is not spoiled or 
contaminated.   
 
Menus should be assessed for the presence of 
potentially hazardous foods and alternatives 
found where the population being fed is 
considered vulnerable. 

 5meal item 
samples 
sent to 
laboratory 
for testing 

Dietitian to assist with 
selection of food items 
for testing 

Monthly Food Standards Australia New 
Zealand. Listeria and 
food – advice for people at risk.  
 
Food Act 2006 (Qld) 
 
Food Service Best Practice 
Guidelines (2017). Queensland 
Health. 

 

Quality, Economy, Sustainability 
 
 
 
 
 
 
 

Meal quality is an important measure in Food 
Services and the Dietitian should be involved in 
the collection and interpretation of results.   
 
Patient / resident satisfaction should be 
routinely measured and results actioned.  This 
process helps maximise patient/resident 
intakes (therefore influencing nutrition status of 
residents), minimise wastage and improve food 
quality. 
 
In addition, it is recommended that meal quality 
is further assessed by staff to ensure product 

Use of 
validated 
tools 
(relevant to 
setting) to 
measure 
patient 
satisfaction 
and meal 
quality: 

•  Acute Care 
Hospital 
Food-

Organisational 
approach, with active 
advocacy from Dietitian 

Routine data 
collection and 
analysis 
 
Patient/Resident 
Satisfaction – 
annually 
 
Meal Quality Audits – 
weekly 
 
Consumer Opinion 
Card – continuous 

Food Service Best Practice 
Guidelines, Queensland Health. 
(Available on QHEPS) 
 
Meal Quality Audit Tool, Qld Health. 
(Available on NEMO) 
 
Acute Care Hospital Foodservice 
Patient Satisfaction Questionnaire, 
2008 (Available on NEMO) 
 
Resident Foodservice Satisfaction 
Questionnaire (2008) (Available on 

 

http://www.foodstandards.gov.au/industry/safetystandards/Pages/default.aspx
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 Why – reason for dietetic intervention How Who Frequency for 
intervention 

Comments/ Evidence  

consistency over time and to provide a 
subjective assessment of suitability of meal 
items to the population.  This process has also 
been identified as a successful strategy in 
raising the profile of Food Services within 
facilities. 
 
It is recommended that facilities have a 
documented procedure for managing consumer 
feedback, including compliments and 
complaints. 

service 
Patient 
Satisfaction 
Question-
naire 

•  Resident 
Food-
service 
Satisfaction 
Question-
naire 

•  Meal 
Quality 
Audit Tool 

•  Consumer 
Opinion 
Card 

NEMO) 
 
Consumer Opinion Card 
(Available on NEMO) 
 
 

 The Dietitian should actively advocate for food 
service systems that are known to improve 
patient/resident intake/outcomes.  
 
The Dietitian should identify  and act on  issues  
impacting on nutritional aspects of the menu 
and propose solutions that are balanced 
against financial, environmental and 
sustainability issues.   
 
This encompasses assessments of 
procurement strategies, forecasting systems, 
production values & methods, distribution 
values and methods, , plate wastage, and – 
where relevant – equipment and kitchen fit-out. 

Literature 
reviews 
 
Under 
production 
<2%, over 
production 
<10% 
 
Plate waste 
<30% 
 
Appropriate 
use of Food 
SOAs 

Dietitian as part of the 
Food Services team 
Foodservice manager. 
 
 

Routinely and as 
issues arise 

Food Service Best Practice 
Guidelines: & Evidence Document 
(2017). Queensland Health. 
(Available on QHEPS) 
 
Food Service Key Performance 
Indicators (2015). Queensland 
Health 
 
Procurement and Logistics – Use of 
Contract and Supply Arrangements, 
Health Service Directive, Qld Health 
(2012) 
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Evidence Area: Gastroenterology and Liver Disease 
 
V2.0 Contributors: Siong Pang, Anita Mohanlal, Tammy Tong, Elissa Robbins, Emma Coleman, Ming Liew, Julia Fox 
V 1.2 Contributors: Grace Andrews, Emma Coleman, Anita Mohanlal, Siong Pang, Liz Purcell, Tammy Tong, Sharon Woods, Ming Liew 
 
Malnutrition is a significant problem in particular areas of Gastroenterology (e.g. IBD, Pancreatitis, SBS) and requires early intervention to prevent 
worsening and debilitating complications.  This is a well-documented concern & outlined in many of the attached resources.  
 
The Dietitian’s role is to promote and advocate for early nutritional support, to lead the development of specific algorithms and protocols at a local 
level, and evaluate and implement changes as clinical evidence develops. 
 
Attendance at 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 regarding nutritional 
issues and concerns. 
 
Ideally the algorithm should include management strategies for initiation of specific sips feeds (supplementary or exclusive), specific diets to ensure 
dietary adequacy and to prevent acute and chronic micronutrient deficiencies.  
 
All Dietitians, irrespective of experience, should advocate for nutritional therapy for their patients independent of nutritional status in order to prevent 
nutritional decline. 
The following clinical features represent examples of higher nutritional risk: 
  
• BMI <25kg/m2 
• BMI >35kg/m2 
• Patients with recurrent relapses in a short period of time 
• Patients who present with >10% unintentional weight loss over the preceding 3-6 months 
• Patients who present with anaemia 
• Patients who are undergoing prolonged steroid therapy  
• Patients who have prolonged hospital stay & maybe at risk of malnutrition as a result 
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

Coeliac Disease 
 A Dietitian should oversee: 

• pre-diagnosis test diets 
• post-diagnosis initial education 
• correction of nutritional deficiencies 
• optimisation of nutritional status in 

newly diagnosed coeliac disease with 
moderate to severe malnutrition 

Individual 
patient 
consults 
 
 

Dietitian  
 
 

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

As clinically 
indicated 

Coeliac Australia 
www.coeliac.org.au 
 
DAA Journal compilation, 
Continuing Education: 
Coeliac Disease, Nutrition & 
Dietetics 2008 vol 65:302-
306 
 
GESA clinical update, 2007 
  
Alberto Rubio-Tapia, MD et 
al, Diagnosis and 
Management of Celiac 
Disease, American Journal 
of Gastroenterology, 2013; 
108:656–676  
 
Ludvigsson JF, Bai JC, 
Biagi F, et al. Diagnosis 
and  management of adult 
coeliac disease: guidelines 
from the British Society of 
Gastroenterology. Gut 
2014;63:1210–28 
 
 
Note patients diagnosed 
with coeliac disease can be 
referred by GPs to private 
practicing dietitians under 

 

 
 

Management of nutritional deficiencies or 
associated mild to moderate malnutrition; 
lactose intolerance. 
 

Individual 
patient 
consults 

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

As clinically 
indicated 

 

 Monitoring of nutritional adequacy and 
nutrition risk factors (e.g. bone mineral 
density) of the gluten free diet in patients 
with previously diagnosed coeliac 
disease. 
 

Individual 
patient 
consults 

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

As clinically 
indicated 

 

http://www.coeliac.org.au/
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medicare via the Chronic 
disease item numbers. 
 
 
Shepherd SJ, Gibson PR. 
Nutritional inadequacies of 
the gluten-free diet in both 
recently-diagnosed and 
long-term patients with 
coeliac disease. J Hum Nutr 
Diet 2013;26:349–58 

Diverticular Disease   
 Nutrition assessment and support in 

patients with gastrointestinal bleeding, 
diverticular abscess or perforation, 
particularly those restricted to NBM/ CF 
only for >3 days or patients who are 
Malnourished.  
 

Individual 
patient 
consults 
 

Dietitian/ Medical 
team 
 

Medical or surgical 
ward 
 

As clinically 
indicated 

World gastroenterology 
organisation practice 
guidelines 2007 
 
 

 

 
 
 

Nutrition assessment and education for 
patients post-operatively dependent on 
complexity of surgical intervention.  
 

Individual 
patient 
consult 

Dietitian Medical Wards One occasion of 
service 
 
 

 

 Education for patients with new 
diagnosis, or previously educated 
patients who have had an acute episode. 
 

Provide 
written 
informatio
n 
Group 
education 

Nurse 
Dietitian 

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

N/A  

Inflammatory Bowel Disease (IBD) 
 
 
 
 

All IBD Patients should be screened for 
malnutrition on admission  

Individual 
patient 
consult 
using 

Nutrition Assistant 
 
Nursing staff  

Acute care setting One occasion of 
service 

Quality Care: Service 
Standards for the healthcare 
of people who have 
Inflammatory Bowel 
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validated 
screening 
tool (e.g. 
MST)  

Disease (IBD).  The IBD 
Standards Group 2009 
 
Brown, A. C., Rampertab, S. 
D and Mullin, G. E. 2011 
Existing dietary guidelines 
for Crohn’s disease and 
ulcerative colitis.  Expert 
Rev. Gastroenterol. 
Hepatol. 5 (3), 411-425 
 
Lee, J. et al. 2013. British 
Dietetic Association 
evidence-based guidelines 
for the dietary management 
of Crohn’s disease in adults. 
Journal of Human Nutrition 
and Dietetics.  
 
A Dignass et al 2009 “The 
second European evidence-
based consensus on the 
diagnosis and management 
of Crohn's disease: Current 
management”.  Journal of 
Crohn's and Colitis (2010) 4, 
28–62 
  
Dixon, L et al 2015 
“Combinatorial Effects of 
Diet and Genetics on 
Inflammatory Bowel 
Disease Pathogenesis”. 
Inflamm Bowel Dis. 21 (4), 

 Nutrition assessment and support is 
required for patients: 
• with moderate to severe malnutrition 
• those with a CRP >100 
• those referred for exclusive enteral 

nutritional support 
• those awaiting imminent surgery 

  

Individual 
patient 
consults 
 

Dietitian in 
conjunction with 
gastroenterologist 

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

As clinically 
indicated 

 

 Nutrition assessment and support is 
required for patients: 
• with mild to moderate malnutrition 
• anaemia 
• those referred for supplementary 

nutrition support 
• those requiring micronutrient 

supplementation 
 

Individual 
patient 
consult 
 

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

As clinically 
indicated 

 

 Patients referred following flare up with 
nil anorexia or nil unintentional weight 
loss or for prevention of flares.  
 

Individual 
patient 
consult 

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

As clinically 
indicated 
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912-922. 
Paediatrics – Inflammatory Bowel Disease 
 
 

Exclusive Enteral Nutrition (EEN) is 
recommended as first line therapy to 
induce remission in children with active 
Crohn’s Disease.  
 
Nutrition assessment and intervention is 
required for all patients commencing 
EEN to ensure optimal growth achieved 
during and after duration of EEN. 
 

Individual 
patient 
consult 
 

Dietitian 
 

Throughout continuum 
of care  
 

As clinically 
indicated   
 

Ruemmele, F.M., et al. 
(2014). “Consensus 
guidelines of 
ECCO/ESPGHAN on the 
medical management of 
pediatric Crohn’s disease” J 
Crohn’s and Colitis 8: 1179-
1207 
Sandhu BK, et al (2010). 
“Guidelines for the 
Management of 
Inflammatory Bowel 
Disease in Children in the 
United Kingdom” JPGN 50: 
S1-S13. 
 
 

 
 

Irritable Bowel Syndrome 
 Nutrition assessment, diagnosis, 

intervention, monitoring and education is 
required for patients: 
• with severe symptoms significantly 

impacting quality of life 
• with moderate to severe malnutrition 
• requiring a strict elimination, 

empirical or FODMAP restricting diet 
 

Note that the decision to commence an 
elimination, empirical or low FODMAP 
diet should be made by an experienced 
Dietitian or gastroenterologist, and 
should only be embarked on after other 

Individual 
patient 
consults 
 
 

Dietitian with 
experience in 
gastroenterology 
 
 

Throughout continuum 
of care   
 
Some interventions 
(e.g. starting 
therapeutic diets) may 
be more appropriate in 
an out-patient setting  

As clinically 
indicated 
(note that patients 
commenced on 
food exclusion 
diets will require 
reviews for 
challenging & 
tolerance 
assessments) 

McKenzie, Y. A., et al. 
(2012). "British Dietetic 
Association evidence-based 
guidelines for the dietary 
management of irritable 
bowel syndrome in adults." 
J Hum Nutr Diet 25(3): 260-
274. 

 
Gibson, P. R. and S. J. 
Shepherd (2010). 

 

BDA
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interventions have failed to improve 
symptoms or identify irritants. 
 

"Evidence-based dietary 
management of functional 
gastrointestinal symptoms: 
The FODMAP approach." J 
Gastroenterol Hepatol 
25(2): 252-258. 

 
Staudacher, H. M., et al. 
(2011). "Comparison of 
symptom response following 
advice for a diet low in 
fermentable carbohydrates 
(FODMAPs) versus 
standard dietary advice in 
patients with irritable bowel 
syndrome." J Hum Nutr Diet 
24(5): 487-495. 

 
Shepherd, S. J. and P. R. 
Gibson (2006). "Fructose 
malabsorption and 
symptoms of irritable bowel 
syndrome: guidelines for 
effective dietary 
management." J Am Diet 
Assoc 106(10): 1631-1639. 

 
 

 Nutrition assessment, diagnosis, 
intervention, monitoring and education is 
required for patients: 
• with chronic symptoms 
• with mild to moderate malnutrition 
• with recent exacerbation 
• those referred for supplementary 

nutritional support 
• those requiring food exclusion diets 

to identify irritants 
 

Individual 
patient 
consults 

Dietitian Throughout continuum 
of care.  Some 
interventions may be 
more appropriate in an 
out-patient setting 

As clinically 
indicated  
(note that patients 
commenced on 
food exclusion 
diets will require 
reviews for 
challenging & 
tolerance 
assessments) 
 

 

 Chronic but stable symptoms previously 
investigated with no recent exacerbation 
or unintentional weight loss in patients 
who are otherwise well-nourished. 
 

Individual 
patient 
consults 
 
May be 
appropriat
e for 
group 
education 
sessions 
or 
telehealth 
 
 
 

Dietitian Community or 
subacute setting 

As clinically 
indicated 

 

EBDM

Symptom response

Fructose



 

  

47 

FEEDS 

Intestinal Failure (including short bowel syndrome and high output ileostomies) 
 Patients with intestinal failure are at high 

risk of malnutrition, therefore nutrition 
screening and assessment practices are 
essential in the management of this 
condition.   
 
Patients with newly diagnosed intestinal 
failure may require parenteral feeding or 
intensive nutrition support to stabilise and 
improve nutrition status.  These patients 
are also susceptible to electrolyte 
disturbances requiring monitoring and 
treatment. 
 

Individual 
patient 
consults 

Dietitian  
 
Gastroenterologist 
Pharmacist 
Nurses 
Surgeon 

Acute care setting Intensive 
monitoring until 
stable or gut 
adaptation has 
occurred 

J Nightingale and J M 
Woodward (2006), 
Guidelines for management 
of patients with a short 
bowel.  Gut (2006):55(Suppl 
4): iv1–iv1 
http://www.ncbi.nlm.nih.gov/
pmc/articles/PMC2806687/  
 
Sharon K. Carey and Suzie 
Ferrie (2011), Intestinal 
Failure in Advances in 
Medicine & Biology.  Nova 
Science Publishers Inc.  
Hauppauge NY 
 
Parrish C (2005), The 
Clinician’s Guide to Short 
Bowel Syndrome.  Practical 
Gastroenterology.  
(2005):67-106 
 
Matarese, L et al (2014), 
Short Bowel Syndrome in 
Adults: The need for an 
Interdisciplinary approach 
and coordinated care. 
Journal of Parenteral and 
Enteral Nutrition. 38, Suppl 
1, 60-64. 

 

 Patients with intestinal failure and poor 
oral intake or with recent weight loss of 
up to 5% should be referred to the 
Dietitian for nutrition assessment and 
consideration of nutrition support. 
 

Individual 
patient 
consults 
patient 

Dietitian  
 
Gastroenterologist 

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

As clinically 
indicated to 
prevent decline 

 

Paediatrics – Intestinal Failure  
 Delivery of parenteral nutrition (PN) 

support to paediatric patients is a high-
Individual 
patient 

Dietitian with 
experience in 

Throughout the 
continuum of care 

Intensive 
monitoring until 

Koletzko B, Goulet O, Hunt 
J. et  al. 

 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2806687/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2806687/
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risk therapy.  
 
Clinical assessment, PN formulation and 
prescription, monitoring of 
nutritional/biochemical status and regular 
follow up are essential to ensure safe PN 
therapy. 
 

consults conjunction with 
MDT 
(gastroenterologist, 
pharmacist, clinical 
care nurse) 

stable “Home parenteral nutrition 
in children.” J 
Gastroenterology and 
Nutrition 41:S70-S75. 

Liver Disease 
 Clinically significant weight loss (5-7%) 

can improve steatosis and risk factors for 
Non-Alcoholic Fatty Liver Disease. 
 

Individual 
patient 
consults 
 
May be 
appropriat
e for 
group 
education  

Dietitian Out-patientt setting As clinically 
required 

Rossi, M. and Hickman, I. 
2011. Diet prescription for 
non-alcoholic fatty liver 
disease. Is it worth the 
effort? A systematic review. 
Nutrition and Dietetics. 68. 
pp 33-40.  

 

 

 Malnutrition is common in patients with 
liver cirrhosis, with an estimated 
prevalence of 20% in compensated liver 
disease and up to 80% in 
decompensated disease. 
 
Patients identified as malnourished (SGA 
B/C) with associated poor oral intake and 
muscle wasting are a priority for nutrition 
assessment and intervention.   
 
 
 
 

Individual 
patient 
consults 

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

As clinically 
indicated Plauth, M. et al, 2006. 

ESPEN Guidelines on 
Enteral Nutrition: Liver 
Disease. Clinical Nutrition, 
25, pp. 285-294 

Tsiaousi, E. T. et al. 2008. 
Malnutrition in end stage 
liver disease: 
Recommendations and 
nutritional support. Journal 
of Gastroenterol and 

 

I:\Clinical\
Gastrointestinal\Liver\

http://espen.info/documents/ENLiver.pdf
http://espen.info/documents/ENLiver.pdf
http://espen.info/documents/ENLiver.pdf
http://espen.info/documents/ENLiver.pdf
http://espen.info/documents/ENLiver.pdf
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 Nutrition education is required for 
patients with liver disease even when 
well-nourished in order to effectively 
manage the condition.   
 
Education should be tailored based on an 
individual assessment; however 
cornerstones of nutrition therapy include 
high protein diets and sodium restriction. 
 

Individual 
patient 
consults 
 

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

As clinically 
indicated 

Hepatol. 23. pp 527-533. 

 

Saunders, J. et al. 2010. 
Malnutrition and nutrition 
support in patients with liver 
disease. Frontline 
Gastroenterology, 1. pp 

105-111.  

O’Brien, A. and Williams, 
Roger. 2008. Nutrition in 
End-Stage Liver Disease: 
Principles and Practice. 
Gastroenterology, 134, pp 
1729-1740. 

 

 

Paediatrics – Liver Failure 
 Growth faltering is common in patients 

with liver failure.  
Nutrition intervention is essential in the 
management of children with liver 
disease to: 
• maintain growth 
• prevent and treat malnutrition 

Individual 
consults 

Dietitian  Throughout continuum 
of care 

As clinically 
indicated  

Baker A, Stevenson R, 
Dhawan A et al. 2007. 
Guidelines for nutritional 
care for infants with 
cholestatic liver disease 
before liver transplantation. 
Pediatric Transplantation 

 

I:\Clinical\
Gastrointestinal\Liver

I:\Clinical\
Gastrointestinal\Liver\    

I:\Clinical\
Gastrointestinal\Liver\
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• minimise liver disease-related 
complications 

• assist in optimising outcomes of liver 
transplant.  

2007; 11: 825-834. 

Nightingale S, Ng VL 
(2009). “Optimizing 
Nutritional Management in 
Children with Chronic Liver 
Disease” Pediatr Clin N Am 
56: 1161–1183 

Nel ED, Terbalnche AJ 
(2015). “Nutritional support 
of children with chronic liver 
disease” SAMJ 105 (7) 

Pancreatitis 
 The following patient groups are 

identified as being high priority: 
• Moderately to severely malnourished 
• > 10% unintentional weight loss in 

the preceding 3-6 months 
• Malnutrition with anorexia/cachexia  
 
Enteral feeding should be considered in 
severe acute pancreatitis to prevent 
infectious complications.   
 
Parenteral nutrition should be avoided 
unless the enteral route in unavailable, 
not tolerated or the patient is not meeting 
their requirements with enteral nutrition. 
 
 
 
 

Individual 
patient 
consults  
 

Dietitian in 
conjunction with the 
treating medical 
team 

Acute care setting As clinically 
indicated 

Tenner S et al 2013 
“American College of 
Gastroenterology Guideline: 
Management of Acute 
Pancreatitis”.  Am J 
Gastroenterol advance 
online publication, 30 July 
2013; 
 
Eckerwall GE, et al. 
Immediate oral feeding in 
patients with acute 
pancreatitis is safe and may 
accelerate recovery--a 
randomized clinical study. 
Clin Nutr 2007;26:758–63 
 
Sathiaraj E, et al. Clinical 
trial; oral feeding with a soft 
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 In mild acute pancreatitis, oral feeding 
should be initiated in the absence of 
symptoms. 

Individual 
patient 
consults 

Dietitian 
 
Treating medical 
team 
 

Acute care setting As clinically 
indicated 

diet compared with clear 
liquid diet as initial meal in 
mild acute pancreatitis. 
Aliment Pharmacol 
2008;28:777–81. 
 
Moraes JM, et al. A full solid 
diet as the initial meal in 
mild acute pancreatitis is 
safe and results in a shorter 
length of hospitalization; 
results from a prospective, 
randomized, controlled, 
double-blind clinical trial. J 
Clin Gastroenterol 
2010;44:517–22 
 
Yi F et al. Meta-analysis: 
total parenteral nutrition 
versus total enteral nutrition 
in predicted severe acute 
pancreatitis. Intern Med 
2012;51:523–30. 

Janisch N et al. Advances in 
Management of Acute 
Pancreatitis. 
Gastroenterology Clinics of 
North America 2016 45:1-8. 

 

 

 

 Patients with steatorrhoea may benefit 
from pancreatic enzyme replacement 
therapy (PERT). 
 

Individual 
patient 
consult 

Dietitian 
 
Treating medical 
team 

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

As clinically 
indicated 
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Acute Bowel Conditions (including obstruction & resection) 
 Nutrition assessment, intervention, 

monitoring and education is required for 
patients with longstanding anorexia, 
weight loss and lethargy admitted for 
bowel resection or with obstructive 
symptoms. 
  

Individual 
patient 
consult 

Dietitian with 
gastroenterology 
experience in 
conjunction with 
gastroenterology & 
surgical teams 

Acute care setting Daily until stable 
for patients with 
previous bowel 
resections 
suffering from 
obstructive 
symptoms, or 
those undergoing 
stoma formation in 
addition to 
resection 
 

“Low fibre diet for the 
prevention of Bowel 
Obstruction” NEMO 2013 
 
S.L. Gabbard et al 2013 
« Chronic intestinal Pseudo-
obstruction » Nutrition in 
Clinical Practice 2013, 28: 
307 

 

Fundoplication 
 The requirement for dietetics intervention 

is dependent on nutritional status of the 
patient. 
 
Patients will require education regarding 
texture modification and may require 
advice on food fortification. 
 

Individual 
patient 
consult 

Dietitian Acute care setting One occasion of 
service, 
dependent on 
nutrition status  

 

Cholecystectomy and Hernia Repair 
 Well-nourished patients undergoing 

cholecystectomy or hernia repairs have 
little requirement for dietetic input. 
 
Patients may be referred for low fat diet 
education prior to a cholecystectomy for 
symptom management. 
 
There is no evidence that patients will 
require a low fat diet postoperatively.  
 

Individual 
patient 
consults 

Dietitian Acute care setting One occasion of 
service 

De Menezes, HL et al, 
“Randomized study for 
assessment of hypolipidic 
diet in digestive symptoms 
immedicately following 
laparoscopic 
cholecystectomy” Rev Col 
Bras Cir, 40 (3) pp. 203-
207. 
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Whipple’s Procedure 
 This procedure carries inherent nutrition 

risk due to the high frequency of acute 
and chronic symptoms.  Symptoms may 
also be present prior to surgery 
depending on the underlying and 
indication for surgery.  Common risk 
factors requiring dietetic management 
include: 
• Gastroparesis 
• Dumping syndrome 
• Steatorrhoea requiring PERT 
 
Patients should be allowed a normal diet 
after surgery without restrictions. Enteral 
tube feeding should be given only on 
specific indications and parenteral 
nutrition should not be employed 
routinely.  

Individual 
patient 
consults, 
both pre- 
& post-
operativel
y 

Dietitian with 
experience in 
gastroenterology 

Throughout continuum 
of care dependent on 
patient status 

As clinically 
indicated 

http://www.pancan.org/secti
on-facing-pancreatic-
cancer/learn-about-pan-
cancer/diet-and-
nutrition/after-a-whipple-
procedure/ 
 
C. Parrish et al 2012, “Post 
Whipples: A Practical 
Approach to Nutrition 
Management” Nutrition 
issues in Gastroenterology, 
Series #108 
 
Lassen et al, 2012, 
“Guidelines for perioperative 
care for 
pancreaticoduodenectomy: 
Enhanced Recovery After 
Surgery (ERAS) Society 
recommendations” Clinical 
Nutrition, 31, pp. 817-830. 

 

http://www.pancan.org/section-facing-pancreatic-cancer/learn-about-pan-cancer/diet-and-nutrition/after-a-whipple-procedure/
http://www.pancan.org/section-facing-pancreatic-cancer/learn-about-pan-cancer/diet-and-nutrition/after-a-whipple-procedure/
http://www.pancan.org/section-facing-pancreatic-cancer/learn-about-pan-cancer/diet-and-nutrition/after-a-whipple-procedure/
http://www.pancan.org/section-facing-pancreatic-cancer/learn-about-pan-cancer/diet-and-nutrition/after-a-whipple-procedure/
http://www.pancan.org/section-facing-pancreatic-cancer/learn-about-pan-cancer/diet-and-nutrition/after-a-whipple-procedure/
http://www.pancan.org/section-facing-pancreatic-cancer/learn-about-pan-cancer/diet-and-nutrition/after-a-whipple-procedure/
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Evidence Area: Intensive Care  
 
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 & 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 & 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 & 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, which incorporates 
strategies to optimize the delivery on 
enteral nutrition in critically ill patients.  
This should be protocol driven such that 
no health professional needs to initiate 
feeding for 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 

In 
consultati
on with all 
key 
stakehold
ers  
(i.e. ICU 
director, 
Inten-
sivists, 
Nursing 
Director, 
pharmacy

Dietitian with ICU 
experience in 
consultation with 
key stake holders  

Designated ICU or 
High Dependency Unit  

Regular, planned 
evaluation & review 
of protocol 

McClave S et.al (2016) 
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, Vol 40 (2): 159–211 
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

best available evidence  
 
The Dietitian’s role is to be involved in 
the development of this algorithm at a 
local level & “tweaking” of this as more 
evidence develops on processes & new 
products. 
 
Ideally, the algorithm should include 
management strategies for feed 
intolerance, and include both enteral and 
parental feeding routes. 
 

and  
Dietetics)  
 

Canadian Clinical Practice 
Guidelines (2015) 
http://www.criticalcarenutriti
on.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] 
www.evidencebased.net  
 
ESPEN Critical Illness 
Guidelines (2006) 
www.espen.org  
 
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  
 
Individualisation of 
protocol goal rate 

Canadian Clinical Practice 
Guidelines (2015) 
http://www.criticalcarenutriti
on.com    
 
  

 

http://www.criticalcarenutrition.com/
http://www.criticalcarenutrition.com/
http://www.evidencebased.net/
http://www.espen.org/
http://www.criticalcarenutrition.com/
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 malnutrition in 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 patients to assess 
for malnutrition when the required 
information is available. 
 
 
 
 

as soon as clinically 
indicated 
 
Oral intake: 
As required, 
appropriate to level 
of concern 
regarding nutritional 
vulnerability 

Heyland, D.K., et al., 
Identifying critically ill 
patients who benefit the 
most from nutrition therapy: 
the development and initial 
validation of a novel risk 
assessment tool. Crit Care. 
2011;15(6):R268. doi: 
10.1186/cc10546. Epub 
2011 Nov 15. 
 
 
Sungurtekin, H., et al., 
Nutrition assessment in 
critically ill patients. Nutr 
Clin Pract. 2008 Dec-2009 
Jan;23(6):635-41. doi: 
10.1177/088453360832613
7.  
 
Sheenan P. et al Nutrition 
assessment: the 
reproducibility of subjective 
global assessment in 
patients requiring 
mechanical ventilation. Eur 
J Clin Nutr. 2010 
Nov;64(11):1358-64. doi: 
10.1038/ejcn.2010.154.  
 
 
McClave S et.al (2016) 
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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, Vol 40 (2): 159–211 
 
 
 
Fontes D et al. Subjective 
global assessment: A 
reliable nutritional 
assessment tool to predict 
outcomes in critically ill 
patients Clinical Nutrition - 
April 2014 Vol. 33, Issue 2, 
Pages 291-295, DOI: 
10.1016/j.clnu.2013.05.004 
 

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 

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 

McClave S et.al (2016) 
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 
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to the protocol on a day-to-day basis for 
individual patients within the unit.  
 

  
Early 
individualisation for 
high risk patients 
 

Parenteral and Enteral 
Nutrition (A.S.P.E.N.). 
JPEN, Vol 40 (2): 159–211 
 
Canadian Clinical Practice 
Guidelines (2015) 
http://www.criticalcarenutriti
on.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] 
www.evidencebased.net  
 
ESPEN Critical Illness 
Guidelines (2006) 
www.espen.org  
 
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 
Individual 
patient 

Protocol 
implemented by 

A designated ICU or 
High Dependency Unit 

Alternative feeding: 
Regular monitoring 

Reeves A, et al. Energy and 
protein intakes of 

 

http://www.criticalcarenutrition.com/
http://www.criticalcarenutrition.com/
http://www.evidencebased.net/
http://www.espen.org/
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supplementation of oral intake due to 
increased work of breathing and 
associated difficulties with 
chewing/eating under these 
circumstances. 
 
Alternative feeding may be indicated if 
ongoing poor oral intake, in which case 
management mimics that for MV 
patients. 
 

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

of protocol 
adherence 
 
Individualisation of 
protocol goal rates 
on patients as 
clinically indicated.  
Early 
individualisation for 
high risk patients 
 
Oral intake: 
As required, 
appropriate to level 
of concern re 
nutritional 
vulnerability 
 
 
 

hospitalised patients with 
acute respiratory failure 
receiving non-invasive 
ventilation. Clinical Nutrition 
http://dx.doi.org/10.1016/j.cl
nu.2013.11.012 eprint 
21/11/13 
 
NB. Though there is no 
supporting evidence, 
treating teams often do not 
support NG feeding in NIV 
patients due to concerns 
regarding potential poor 
tolerance, vomiting and 
subsequent airway 
compromise/aspiration. 

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.  
Interventions may include ongoing 
optimisation of nutrition support in long 

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 
http://www.erassociety.org/ 
 
Osland EJ, Yunus RM, 
Khan S, Memon MA. (2011) 
Early versus traditional 
postoperative feeding in 
patients undergoing 
resectional gastrointestinal 
surgery: a meta-analysis. 
JPEN, Jul-Aug;35(4):473-

 

http://dx.doi.org/10.1016/j.clnu.2013.11.012
http://dx.doi.org/10.1016/j.clnu.2013.11.012
http://www.erassociety.org/
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stay patients, advocacy for early feeding 
in appropriate post-operative cases, or 
no intervention required. 
 

87. 
 
McClave S et.al (2016) 
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, Vol 40 (2): 159–211 
 
 

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. 

Attendanc
e at PICU 
daily ward 
round 
 
Individual 
consults 
with 
parents  
and 
health 
profession
als 

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/resource
s/guidelines/guide-nut-
picu.pdf 
 
Mehta et al. Nutritional 
practices and their 
relationship to clinical 
outcomes in critically ill 
children – An international 
multi-centre cohort study. 
Crit Care Med. 2012 40(7): 

 

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
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
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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. 

2204-2211. 
 
Children’s Health 
Queensland Guideline: 
Nutrition support algorithm 
for fluid restricted infants 
and children  
http://qheps.health.qld.gov.
au/childrenshealth/resource
s/guidelines/gdl-00527.pdf 
 

  

http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/gdl-00527.pdf
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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Evidence Area: Malnutrition  
 
V2.0 Contributors: Jan Hill, Jack Bell, Christine Josephson, Sally Fraser, Donna Hickling, Juliette Mahero, Melinda White 
V1.2 Contributors:  Jan Hill, Adrienne Young, Alicia Kelly, Anita Reeves, Christine Josephson, Donna Hickling, Jack Bell, Julette Kentish, 
Juliette Mahero, Karen Gard, Maree Ferguson, Rhiannon Barnes, Sally Fraser, Stephen Roberts, Wendy Tai 
 
The role of the Dietitian in the prevention, treatment and management of malnutrition is complex.  Effective intervention requires addressing both 
systems and patient-specific issues around food and nutrition care.  These issues can be grouped into to three broad categories [1]: 

• Institutional/systems issues including policies, food service systems (nutritional content and frequency of meals and snacks), mealtime 
environment;  

• Individual patient/client issues e.g. delirium, nutrition impact symptoms of disease or treatment, ability to self-feed, access to food; and 
• Health care worker/culture: recognition of nutrition is a vital part of care including, clear accountabilities for nutritional care. 

 
There is strong evidence that malnutrition significantly influences morbidity and mortality.  Malnutrition at least doubles the odds of pressure injury and 
having a more severe pressure ulcer (higher stage pressure ulcer and/or a higher number), the risk of surgical site infection, catheter-associated 
urinary tract infections, and hospital-acquired infection [2-4].  Malnutrition increases the length of hospital stay and unplanned readmissions and the 
odds of both in-hospital mortality and mortality up to three years following discharge from hospital [4-6].  
 
Care across the continuum is very important because the post-hospital period is a vulnerable time for older people recovering from acute illness.  Low 
nutritional intakes are common [7] and many people experience unintentional weight loss once home in the community [8], with over 20% having 
persistent nutritional decline three and six months post-discharge [9]. This may be due to:  

• deficits in service coordination in the community; 
• inconsistent sharing of information with patients/clients, carers and General Practitioners; 
• unexpected challenges faced by patients/clients on return to functioning in the community; and 
• reluctance of patients/clients engaging with external food service providers due to previous exposure or perceived cost. 

 
There is good evidence on the economic benefit of oral nutrition support in adults and children in hospital and in the community [10, 11]. 
 
Note this evidence area does not include sarcopaenia or cachexia. 
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Nutrition Screening 
 In order to accurately identify risk 

of and presence of malnutrition, it 
is necessary to utilise a tool 
validated for the population being 
screened. 
 
The Dietitian’s role is to be 
involved in the development and 
overseeing of systems to ensure 
that nutrition screening is 
completed in an accurate and 
timely fashion; this includes 
advising on the appropriateness of 
screening tools, frequency of 
screening, and the interpretation of 
results. 
 
The Dietitian may also be involved 
in training of staff completing 
screening and auditing screening 
processes.   
 
Multidisciplinary critical thinking 
and clinical judgement should be 
encouraged to ensure patients 
perceived at risk are referred 
appropriately. 
 

Acute Care 
• MST 
• NRS2002 
• Recommend 

against using 
MNA-SF in 
acute 
populations 
(low spec-
ificity) 

 
Targeted 
Screening 
• Medi-care 

Health 75 plus 
assessment 
for older 
persons10 

• Medical Health 
75 plus for 
Aboriginal & 
Torres Strait 
Islander older 
people who 
are aged 55 
years & over 
 
 

Who performs 
screening depends 
on the setting or 
specific facility & 
can include:  
• nursing staff 
• trained Care staff 
• allied health 

assistants* 
• admin staff 
• doctors 
• directly by 

patients/carers   
 
*for this document 
these include, for 
example, nutrition 
assistants, dietetic 
assistants, allied 
health assistants 
 

• Pre-admission clinics 
• Admission to 

hospital/ sub-
acute/residential care 

• Targeted screening 
by GP’s 
   

Exclude areas that 
have pathways for 
blanket nutrition 
intervention: 
• ICU 
• patient groups with 

high prevalence of 
malnutrition 

• cumulative 
inadequate intake 
e.g. hip fracture 

Acute & sub-
acute: On 
admission, then 
weekly 
 
Residential care 
On admission & 
then monthly 
weight monitoring 
  
Community 
Organisations that 
have ongoing 
clients screen 
routinely 
 
Other community 
based services 
only see clients 
once  

(Watterson et al., 2009) 
(van Bokhorst-de van der 
Schueren, Guaitoli, Jansma, 
& de Vet, 2014) 
(Young, Kidston, Banks, 
Mudge, & Isenring, 2012) 
(Skipper, Ferguson, 
Thompson, Castellanos, & 
Porcari, 2012) 
(J. J. Bell, Bauer, Capra, & 
Pulle, 2014c) 
(Isenring, Bauer, Banks, & 
Gaskill, 2009) 
(Isenring, Banks, Ferguson, 
& Bauer, 2012) 
(Wu, Courtney, Shortridge-
Baggett, Finlayson, & 
Isenring, 2012) 
(Hamirudin et al., 2013) 
 
NEMO Nutrition Screening 
Comparison Guide: 
available at 
http://www.health.qld.gov.au
/nutrition/nemo_nutrsup.asp  
 
PEN: Which nutrition 
screening/assessment tools 
are effective for identifying 
malnutrition or risk of 
malnutrition in frail older 

 

http://www.health.qld.gov.au/nutrition/nemo_nutrsup.asp
http://www.health.qld.gov.au/nutrition/nemo_nutrsup.asp
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adults who are 
institutionalized or living in 
nursing homes, care homes 
or long-term care (LTC) 
homes?   

http://www.pennutrition.com/
KnowledgePathway.aspx?k
pid=2541&pqcatid=145&pqi
d=2559&kppid=2562&book
=Evidence&num=1#Evidenc
e 

 
Micronutrients 

 In patients > 65 years 
recommendations suggest regular 
Vitamin D intake for the prevention 
of falls and fractures. 
 
Measurement of serum 25-
hydroxyvitamin D level by a 
reliable assay as the initial 
diagnostic test in patients at risk 
for deficiency is recommended. 
 
Note that there is insufficient 
evidence to recommend screening 
individuals who are not at risk for 
deficiency. 
 

The role of the 
Dietitian largely 
revolves around 
assessment of 
dietary & lifestyle 
factors in order 
to determine risk 
of micronutrient 
deficiencies 
 

Treating team in 
conjunction with the 
MDT (Dietitian, 
Nursing, 
Physiotherapist 
etc.) 
 
All health 
professionals 
should advocate for 
testing in at risk 
patients at any time 
including at 
assessment 
 

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

Testing as 
indicated, 
however repeat 
testing  should not 
occur within three 
months 

Endocrine Society Clinical 
Practice Guideline: 
Evaluation, Treatment and 
Prevention of Vitamin D 
deficiency (Holick et al., 
2011): 
https://www.endocrine.org/~
/media/endosociety/Files/Pu
blications/Clinical%20Practi
ce%20Guidelines/FINAL-
Standalone-Vitamin-D-
Guideline.pdf  
 

 

 Folate deficiency is one of the The role of the Treating team in Throughout continuum Testing as   

http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&pqcatid=145&pqid=2559&kppid=2562&book=Evidence&num=1#Evidence
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&pqcatid=145&pqid=2559&kppid=2562&book=Evidence&num=1#Evidence
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&pqcatid=145&pqid=2559&kppid=2562&book=Evidence&num=1#Evidence
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&pqcatid=145&pqid=2559&kppid=2562&book=Evidence&num=1#Evidence
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&pqcatid=145&pqid=2559&kppid=2562&book=Evidence&num=1#Evidence
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&pqcatid=145&pqid=2559&kppid=2562&book=Evidence&num=1#Evidence
https://www.endocrine.org/%7E/media/endosociety/Files/Publications/Clinical%20Practice%20Guidelines/FINAL-Standalone-Vitamin-D-Guideline.pdf
https://www.endocrine.org/%7E/media/endosociety/Files/Publications/Clinical%20Practice%20Guidelines/FINAL-Standalone-Vitamin-D-Guideline.pdf
https://www.endocrine.org/%7E/media/endosociety/Files/Publications/Clinical%20Practice%20Guidelines/FINAL-Standalone-Vitamin-D-Guideline.pdf
https://www.endocrine.org/%7E/media/endosociety/Files/Publications/Clinical%20Practice%20Guidelines/FINAL-Standalone-Vitamin-D-Guideline.pdf
https://www.endocrine.org/%7E/media/endosociety/Files/Publications/Clinical%20Practice%20Guidelines/FINAL-Standalone-Vitamin-D-Guideline.pdf
https://www.endocrine.org/%7E/media/endosociety/Files/Publications/Clinical%20Practice%20Guidelines/FINAL-Standalone-Vitamin-D-Guideline.pdf
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 commonest vitamin deficiencies - 
there is interest in whether dietary 
supplements of folic acid can 
improve cognitive function of 
people at risk of cognitive decline 
associated with ageing or 
dementia; whether by affecting 
homocysteine metabolism or 
through other mechanisms. 
 
Vitamin B12 is essential for 
maintaining normal function of the 
nervous system, but the 
relationship between vitamin B12 
and cognitive function is not fully 
understood.  
 
Evidence of any efficacy of vitamin 
B12 in improving the cognitive 
function of people with dementia 
and low serum B12 levels is 
insufficient. 
 
Available studies are limited in size 
and scope, but provide no 
evidence that folic acid (with or 
without vitamin B12) has a 
beneficial effect on cognitive 
function or mood of cognitively 
impaired older people.  
 
 

Dietitian largely 
revolves around 
assessment of 
dietary & lifestyle 
factors in order 
to determine risk 
of micronutrient 
deficiencies 

conjunction with the 
MDT (Dietitian, 
Nursing, 
Physiotherapist 
etc.) 
 
All health 
professionals 
should advocate for 
testing in at risk 
patients at any time 
including at 
assessment 

of care e.g. home, 
hospital, subacute 

indicated, 
however repeat 
testing should not 
occur within three 
months 

Malouf R, Grimley Evans J, 
Areosa Sastre A. 
Cochrane Database of 
Systematic Reviews 2008. 
http://onlinelibrary.wiley.co
m/doi/10.1002/14651858.
CD004514.pub2/abstract  
 
Malouf R, Areosa Sastre A. 
Cochrane Database of 
Systematic Reviews 2009  
http://onlinelibrary.wiley.co
m/doi/10.1002/14651858.
CD004394/pdf  

 
 
 

http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD004514.pub2/abstract
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD004514.pub2/abstract
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD004514.pub2/abstract
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD004394/pdf
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD004394/pdf
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD004394/pdf
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Nutrition Assessment  
 
 
 
 
 
 
 

All patients screened as being at 
risk of malnutrition should have a 
thorough nutrition assessment 
conducted.   
 
In addition to assessing patients 
who have been screened, specific 
patient populations may be 
automatically referred for nutrition 
assessment due to a known high 
prevalence of malnutrition.  
 
 

As with nutrition 
screening, it is 
essential to use 
a validated tool 
appropriate to 
the population it 
is being applied 
to e.g. SGA, 
ICD10-AM (refer 
appendix 4) 
The use of the 
MNA in acute 
populations is 
not 
recommended 
due to low 
specificity 
 
Assessment 
should also 
consider vitamin 
D status, 
particularly in 
patients 
presenting with 
falls, fractures 
and/or frailty 
 
 
 
 

• Dietitian 
• Medical Officers  
• Allied Health 

Assistants* 
*with training and/or 
supervision  
 
Supervising 
Dietitian is required 
to counter-sign AHA 
assessments in 
medical records 

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

On initial 
assessment & 
repeated 
fortnightly or 
monthly 
(depending on 
patient clinical 
condition).  
 
More frequent 
intervention if high 
risk of decline in 
nutritional status 

(Watterson et al., 2009) 
(J. J. Bell, Bauer, Capra, & 
Pulle, 2014a; J. J. Bell et al., 
2014c) 
(Young et al., 2012) 
 
(Bischoff-Ferrari, Dawson-
Hughes, et al., 2009; 
Bischoff-Ferrari, Willett, et 
al., 2009) 
(Holick et al., 2011)  
 
SGA training DVD available 
at via the RBWH 
Foundation  
 
NEMO resources available 
at 
http://www.health.qld.gov.au
/nutrition/nemo_nutrsup.asp 
 
 
 
 

 

http://onlinelibrary.wiley.com/doi/10.1111/ndi.2009.66.issue-s3/issuetoc
http://www.health.qld.gov.au/nutrition/nemo_nutrsup.asp
http://www.health.qld.gov.au/nutrition/nemo_nutrsup.asp
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Nutrition Diagnosis  
 The accurate diagnosis of 

malnutrition is required for clinical 
coding purposes under an activity-
based funding model of care as 
well supporting best practice. 
 
In addition to the diagnosis of 
malnutrition, consideration should 
be given to the possibility of age-
related sarcopaenia independent 
of nutrition status. 

Should include 
anthropometric 
measures such 
as % weight 
loss, fat & 
muscle stores, 
body mass index 
(BMI) if 
<18.5kg/m2 as 
well as dietary 
intake. 
 
Avoid the use of 
“at risk” or 
“suspected” 
terminologies.  
Seek medical 
co-diagnosis if 
required.  
Severity of 
malnutrition (i.e. 
mild, moderate 
or severe) 
should be 
included. 
 
Apply IDNT 
diagnostic 
criteria & ensure 
root causes of 
diagnoses 

Dietitian 
 
Medical Officers 

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

On initial 
assessment, & 
when there is a 
change of episode 
of care 
(eg.“SNAP”). 

1 ICD-10 malnutrition 
criteria listed in Appendix 4 
(Watterson et al., 2009)  
 
(J. J. Bell et al., 2014a, 
2014c) 
 
3 Cruz-Jentoft et al. 2010 39 
(4): 412-423 
http://ageing.oxfordjournals.
org/content/early/2010/04/1
3/ageing.afq034.short  

 

http://onlinelibrary.wiley.com/doi/10.1111/ndi.2009.66.issue-s3/issuetoc
http://ageing.oxfordjournals.org/content/early/2010/04/13/ageing.afq034.short
http://ageing.oxfordjournals.org/content/early/2010/04/13/ageing.afq034.short
http://ageing.oxfordjournals.org/content/early/2010/04/13/ageing.afq034.short
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(aetiologies) are 
adequately 
investigated & 
documented 

Nutrition Intervention   
 A key role of the Dietitian in the 

prevention and treatment of 
malnutrition is in ensuring that 
menu systems allow for provision 
of appropriate, safe and 
nutritionally adequate food and 
meals. 
 
 
There is good evidence that HPHE 
commercial supplements improve 
nutritional and clinical outcomes. 
 
Plate waste studies provide an 
insight into the patterns of resident 
food and drink consumption over a 
24-hour period.  
 
Food surveys and resident 
interviews to identify resident food 
and eating preferences and dining 
environment. 
 

Consider blanket 
HPHE meals & 
mid-meals for at 
risk groups (e.g. 
hip fracture, 
internal med3, 
oncology) 
 
Delivery using a 
“supplements as 
medicine” style 
program can be 
effective8, but 
implementation 
needs to 
considered at 
the local level 
 
Consider 
supplementation 
of calcium, 
vitamin D, 
magnesium, 
vitamin A, 
vitamin B12, 
folate, vitamin E 
& vitamin K if 

Dietitian 
 
Foodservices 
 
 

Facilities where meals 
are provided to patients 

Processes should 
be reviewed at 
least annually 

(J. J. Bell, Bauer, Capra, & 
Pulle, 2014b) 
  
(Young, Mudge, Banks, 
Ross, & Daniels, 2013) 
(Baldwin & Weekes, 2012) 
(Cawood, Elia, & Stratton, 
2012) 
(Ross, Mudge, Young, & 
Banks, 2011) 
(Duncan, Beck, Hood, & 
Johansen, 2006) 
(Stute, Hurwood, Hulcombe, 
& Kuipers, 2013) 
(Green, Martin, Roberts, & 
Sayer, 2011) 
(Wright, Hickson, & Frost, 
2006) 
 
PEN: Gerontology Practice 
Questions 
http://www.pennutrition.com/
KnowledgePathway.aspx?k
pid=2541  
   
http://www.pennutrition.com/
KnowledgePathway.aspx?k

 

http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&pqcatid=144&pqid=764
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&pqcatid=144&pqid=764
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inadequate 
 
 
 

pid=2541&pqcatid=144&pqi
d=764   
 
Malnutrition knowledge 
questions: Do protected 
mealtimes improve 
mealtime intake or 
nutritional, functional and/or 
clinical outcomes of 
inpatients in health care 
facilities? 
http://www.pennutrition.com/
KnowledgePathway.aspx?k
pid=24802 
 
 
Encouraging Best Practice 
in Aged Care (EBPAC) 
Program. This project 
supported the development 
and implementation of best 
practice nutrition and 
hydration practice in nine 
residential aged care 
facilities throughout NSW, 
using a Participatory Action 
Research approach.  
EBPAC Toolkit information 
sheets : plate waste 
http://www.newcastle.edu.a
u/research-and-
innovation/centre/gha/report

 Dietary counselling (with or without 
supplements) may improve 
nutritional intake and weight, and 
other outcomes. 
 
The Dietitian is responsible for 
clearly designating and delegating 
counselling and nutrition-related 
tasks, and in improving the profile 
of nutrition care and consideration 
of nutrition as integral to patient 
management. 
 

Individual 
consults 
 
Need to consider 
staff/cultural 
barriers to 
nutrition care 
 
 

•Dietitian 
•Medical Officers * 
•Allied Health 
Assistants* 
 
*with training and/or 
supervision 

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

As clinically 
indicated 
 
 
 
Processes 
reviewed at least 
annually 

 

 The organisation should consider 
a systems approach to nutritional 
care, and the Dietitian should be 
consulted in the formation and, 
where relevant, lead the 
implementation of these systems.  
 
Dedicated feeding roles may 
improve nutritional and clinical 
outcomes; however there is no 
evidence available to support 
volunteer feeding programs as a 
cost-effective strategy.15 

Whole of team 
approach to 
mealtimes, 
providing 
consistent 
nutrition 
messages from 
whole MDT 

 

Consider AHA 
delegation 
model to release 
time for dietetic 
consultant & 
case-ordination 

Requires an 
organisational 
approach 

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

Processes 
reviewed at least 
annually 

 

http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&pqcatid=144&pqid=764
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&pqcatid=144&pqid=764
http://www.newcastle.edu.au/research-and-innovation/centre/gha/reports
http://www.newcastle.edu.au/research-and-innovation/centre/gha/reports
http://www.newcastle.edu.au/research-and-innovation/centre/gha/reports
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intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

role  
 
Ward dining 
rooms may 
improve 
nutritional intake  
 

s  
 
EBPAC Toolkit information 
sheets : food options and 
preferences 
http://www.newcastle.edu.a
u/research-and-
innovation/centre/gha/report
s  
 
 
Health Workforce Australia 
Assistant and Support 
worker report 
https://www.hwa.gov.au/site
s/default/files/HWA%20Assi
stants%20and%20Support
%20Workers_Full%20report
.pdf  
 
 
NEMO resources: 
www.health.qld.gov.au/nutrit
ion/  
 
  

Monitoring & Outcomes Evaluation   
 
 

In addition to providing ongoing 
clinical care to patients, the 
Dietitian should also be active in 
reviewing service delivery.  This 
may involve review of both 

Compare new: 
review ratios 
with Health 
Round Table 
data in acute 

Dietetic managers 
in acute hospitals 
 
Safety & Quality 
(S&Q) Committee 

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

At least annually (White et al., 2012) 
  

 

http://www.newcastle.edu.au/research-and-innovation/centre/gha/reports
http://www.newcastle.edu.au/research-and-innovation/centre/gha/reports
http://www.newcastle.edu.au/research-and-innovation/centre/gha/reports
http://www.newcastle.edu.au/research-and-innovation/centre/gha/reports
http://www.newcastle.edu.au/research-and-innovation/centre/gha/reports
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
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
https://www.hwa.gov.au/sites/default/files/HWA%20Assistants%20and%20Support%20Workers_Full%20report.pdf
http://www.health.qld.gov.au/nutrition/
http://www.health.qld.gov.au/nutrition/
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

individual practice and systems 
reviews. 
 
As with malnutrition screening, 
monitoring and evaluation of 
nutritional care should be an 
organisational priority and may 
involve all members of the MDT. 
 
 
 

facilities  
 
Point prevalence 
malnutrition & 
meal intake 
audits  
 
Delegate care to 
nutrition 
assistant staff / 
systematic 
nutrition care 
after first or 
second review if 
tube feeding not 
considered in 
patients best 
interest 
regardless of 
nutritional status 
/ intake 
 

 
Food Services  
 
Nursing & Medical 
Leaders 
 
MDT members 

Post-Acute Care and Care Across the Continuum 
 Traditional discharge planning 

has been shown to improve patient 
outcomes; but rarely considers 
nutrition.  Start planning discharge 
from initial assessment.  

 
However, there is some evidence 
that nutrition supplements may 
improve nutritional status post-

Provide brief & 
individualised 
nutrition 
education, with 
simple 
accompanying 
written 
information 
(Nutrition 

Dietitian 
 
Nursing & Medical 
staff 
 
Nutrition Assistants 

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

Dependent on 
case complexity 

(Shepperd et al., 2010) 
(Beck, Holst, & Rasmussen, 
2013) 
(Feldblum et al., 2009) 
(Neelemaat, Bosmans, Thijs, 
Seidell, & van Bokhorst-de 
van der Schueren, 2011) 
(Lim, Lin, Chan, Ferguson, & 
Daniels, 2013) 

 

https://www.health.qld.gov.au/nutrition
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

discharge, but studies are of poor 
quality and compliance with 
supplement prescription poor.  It is 
important to consider barriers to 
compliance: supplement fatigue 
(especially if taken during the 
hospital admission), cost, access, 
cognition/ memory. 
 
In addition to providing traditional 
discharge planning interventions 
(i.e. education & counselling), the 
Dietitian is also important in 
advocating for appropriate nutrition 
monitoring and follow-up in the 
community to prevent malnutrition.  
This includes consideration of 
referrals to nutrition-related 
services (domiciliary agency 
supports: shopping assistance, 
meal preparation; home delivered 
meals options, welfare services for 
emergency meal packs) 
 
Post-acute dietetic follow-up 
shows promise, with 
improvements observed in 
nutritional status, function and 
mortality risk. However cost-
effectiveness and transferability of 
these models into standard 
practice has not yet been 

Education 
Materials Online 
examples) 
 
Communicate 
nutrition care 
plan to carers & 
General 
Practitioner 
through 
discharge 
summary or 
letter 
 
If referring on to 
domiciliary 
services, copy to 
the Dietitian 
involved with the 
service 
 
Identify support 
networks in the 
community 
(formal services, 
informal carers, 
neighbours, 
church & 
community 
groups) 
 

4Mudge, A. M., A. M. Young, 
et al. (2012). Journal of 
Aging Research and Clinical 
Practice 1(2): 131-134. 
http://eprints.qut.edu.au/526
39/2/52639.pdf  
 
 
 

http://www.health.qld.gov.au/nutrition/resources/hphe_mealdelivery.pdf
http://www.health.qld.gov.au/nutrition/resources/hphe_mealdelivery.pdf
https://www.health.qld.gov.au/nutrition
https://www.health.qld.gov.au/nutrition
https://www.health.qld.gov.au/nutrition
http://eprints.qut.edu.au/52639/2/52639.pdf
http://eprints.qut.edu.au/52639/2/52639.pdf
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

evaluated. 
Paediatrics 
 Malnutrition in childhood impacts 

on growth, developmental and 
clinical outcomes. 

Paediatric 
nutrition 
screening, 
coding and 
assessment. 
Treatment  
Food Service 
provision 

Nurses and 
Dietitians 

Throughout the 
continuum of care 

Dependent of 
severity of 
malnutrition. 

Paediatric Nutrition 
Screening Tool 
https://www.childrens.health.
qld.gov.au/chq/health-
professionals/paediatric-
health-resources/nutrition-
screening-tool/ 
 
NEMO 
https://www.health.qld.gov.a
u/__data/assets/pdf_file/001
8/147123/paeds_hphe.pdf 
https://www.health.qld.gov.a
u/__data/assets/pdf_file/001
7/151712/paed_infanthphe.p
df. 
 
Becker P, Carney L, Corkins 
M, Monczka J, Smith E, 
Smith S, Spear B, White J. 
Nutr Clin Pract November 
2014 DOI: 
10.1177/088453361455764 
https://www.ncbi.nlm.nih.gov
/pubmed/25458748 

 

https://www.health.qld.gov.au/__data/assets/pdf_file/0018/147123/paeds_hphe.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0018/147123/paeds_hphe.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0018/147123/paeds_hphe.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0017/151712/paed_infanthphe.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0017/151712/paed_infanthphe.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0017/151712/paed_infanthphe.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0017/151712/paed_infanthphe.pdf
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Evidence Area: Maternity 
 
V2.0 Contributors: Helen Porteous, Jane Cairney, Clare Byrne 
V1.2 Contributors:  Helen Porteous, Jane Cairney, Trish Cowlishaw, Barbara Kleine 
 
The role of the Dietitian responsible for maternity patients is dependent on the model of care established within the service. 
 
Pre-conception nutrition education should be conducted in the community by midwives with the Dietitian acting as a consultant.  All maternity patients 
should be given the NHMRC “Healthy eating during your pregnancy” (www.eatforhealth.gov.au) by their general practitioner at diagnosis or at the 
midwife booking appointment.  The midwife should complete the pre-pregnancy BMI, explain the recommended total pregnancy weight gain and offer 
a Dietitian referral (according to resources available – QH/private Dietitian) if appropriate. 
 
All maternity patients should attend the antenatal nutrition services provided by their birthing facility or alternative – these can be conducted by a 
Dietitian or midwife with the Dietitian acting as a consultant for the content and format. 
 
The use of the NEMO (Nutrition Education Materials Online) antenatal educational resources is recommended.  
 
 Why – reason for dietetic 

intervention 
How Who Where Frequency for 

intervention 
Comments/ Evidence  

Gestational Diabetes & Pre-Gestational Diabetes 
 Gestational diabetes mellitus (GDM) is a 

common pregnancy complication 
affecting 5 -8% of mothers in 
Queensland.   
 
The prevalence of GDM is increasing 
due to the increased prevalence of 
obesity, sedentary lifestyles and multi-
cultural ethnic groups.  
 
MDT meetings should be conducted to 
coordinate care, minimise duplication of 

Individual 
face to 
face 
preferable 
 
Group 
education 
if 
individual 
education 
is 
impractica

Specialised 
multidisciplinary 
services are 
required to support 
women with 
diabetes both 
during pregnancy, 
& when planning 
pregnancy 

Out-patient setting 
 

Dependent on 
model of care & 
clinical indication 

The use of NDSS 
education resources is 
recommended 
 

 

http://www.eatforhealth.gov.au/
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

roles and ensure the Dietitian is working 
to scope of practice. 

l 
 
 

 Dietary education plays an integral role 
in appropriate BGL control in pregnancy 
(including reduced requirement for 
pharmacotherapy) to decrease the risks 
of macrosomia, perinatal mortality and 
other maternal and neonatal morbidity.  
 
Education also assists achievement of 
appropriate maternal gestational weight 
gain and prevention of T2DM in later life 
(include recommendation for OGTT at 6-
8 weeks post-delivery). 
 

 
Telehealt
h in some 
instances 
where 
clinic 
attendanc
e is not 
possible 

Dietitian with 
experience in 
management of 
gestational 
diabetes (local 
competency 
completion if 
available, attended 
DAA roadshow) or 
contact maternity 
Dietitian specialist 

Multidisciplinary clinic 
including 
representation by: 
• Obstetrician 
• Endocrinologist 
• Dietitian 
• Diabetes Educator 
(including Diabetes NP 
if available) 
• Lactation Consultant 
• Midwife 
• Social Worker 
• Maternity 
physiotherapist/ 
exercise physiologist 
 

The Academy of 
Nutrition & 
Dietetics 
recommends 
three MNT 
interventions over 
the first few 
months, then one 
review every 2-3 
weeks during 
treatment for 
GDM until 
delivery 
 
Postnatal: 6-12 
weeks post-
delivery (delivered 
individually or as 
a group program 
preferably in the 
community) 
 

Reader, D., et al., Impact 
of gestational diabetes 
mellitus nutrition practice 
guidelines implemented 
by registered Dietitians on 
pregnancy outcomes. 
Journal of the American 
Dietetic Association, 
2006. 106: p. 1426-1433. 

 
ADIPS Consensus 
Guidelines for the Testing 
and Diagnosis of 
Gestational Diabetes 
Mellitus in Australia 
Nankervis A et al (May 
2013) 

 
Academy of Nutrition and 
Dietetics Evidence Based 
Nutrition Guidelines: 
Gestational Diabetes 
(2008) 
 

 

Reader et al JADA

ADIPS



 

  

76 

FEEDS 

 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

 
 
Nutrition and Diagnosis-
Related Care (Escott-
Stump) 2008 6th Edition : 
p 511 Gestational 
Diabetes  
 

 
Queensland Clinical 
Guidelines (2015) 
Gestational Diabetes 
Mellitus 
 

 
 Achievement of optimal BGL pre-

conception and early pregnancy in 
patients with T1DM and T2DM reduces 
the risk of congenital anomalies, 
miscarriage and perinatal mortality.  
 
In addition, optimal maternal BGL 
control during pregnancy reduces risk of 
metabolic disturbances in the offspring. 

Individual 
patient 
consults 

Dietitian experienced 
in the management of 
diabetes in pregnancy 
or in consultation with 
a Dietitian 
experienced in 
Diabetes & 
pregnancy 

In-patient or out-
patient setting with 
input from diabetes 
educator or Diabetes 
NP, endocrinologist & 
obstetrician  

Preconception 
 
1-2 monthly 
throughout 
pregnancy 
 
1-2 months post-
delivery (preferably 
in the community) 

Diabetes in Pregnancy: 
Management of Diabetes 
and its Complications from 
Preconception to the 
Postnatal Period NICE 
Clinical Guidelines No 63 
(2008) 

 

AND EBG 

Escott Stump

g-gdm.pdf
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

 

 
Diabetes in pregnancy 
(2013) – An endocrine 
society clinical practice 
guideline 
Error! No topic 
specified. 

Multiple Pregnancy   

 Requirements for energy and nutrients 
are increased during multiple 
pregnancies compared to singleton 
pregnancy.   
 
Patient education focussing on sufficient 
energy and mineral intake may prolong 
gestation and reduce complications 
such as low birth weight and neonatal 
morbidity.   
 
NICE guidelines recommend that 
women with multiple pregnancies be 
provided with the same advice on diet, 
lifestyle and supplementation as 
singleton pregnancies. Consider 
additional supplementation as per article 
by Goodnight & Newman.  

Individual 
patient 
consults 
 
Tele-
health in 
some 
instances 
where 
clinic 
attendanc
e is not 
possible 
 
 

Dietitian 
experienced in 
antenatal care or in 
consultation with a 
Dietitian 
experienced in 
multiple pregnancy 
 

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

Academy of 
Nutrition & 
Dietetics 
recommends 
three visits for 
medical nutrition 
therapy in high 
risk pregnancies   

Nutrition and Diagnosis-
Related Care (Sylvia 
Escott-Stump) 6th Edition 
2008 
 

 
Luke B. Nutrition and 
Multiple Gestation.  
Semin. Perinatol. 29:349, 
2005 

 
 
NICE Clinical Guideline - 
Multiple Pregnancy: 
Management of Twin and 
Triplet pregnancy in the 

 

NICE guidelines

Escott Stump

Nutrition and Multiple 
Gestation
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

Antenatal Period 2011 
 

 
Goodnight, W & R. 
Newman. Optimal 
nutrition for improved twin 
pregnancy outcome 
Error! No topic 
specified. 

Vegetarian and Vegan Diets in Pregnancy 
 
 
 
 
 
 
 

Dietary education plays an integral role 
in meeting nutritional requirements of 
pregnancy and lactation. 
Vegetarian diets are at risk of providing 
inadequate protein, iron, zinc, calcium 
omega 3 fatty acids and vitamin B12.  
 
Vegetarian diets need to be well 
planned to ensure that meals are 
healthy and nutritionally adequate, as 
poorly managed vegetarian diets are an 
indicator for potentially poor maternal 
and/or foetal outcomes. 
 
Well-planned vegetarian diets (including 
vegan and lacto ovo-vegetarian) have 
been shown to support normal growth 
and development in infants, newborn to 
one year of age. 
 

Individual 
patient 
consults 
 
Tele-
health in 
some 
instances 
where 
clinic 
attendanc
e is not 
possible 
 

Dietitian 
experienced in 
antenatal care (or 
in consultation with 
an experienced 
APD) in conjunction 
with obstetrician 

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

Intervention 
preconception 
preferred 
 
Continued 
reviews 
throughout 
pregnancy 1-2 
monthly  as 
required 

PEN: Practice-based 
Evidence in Nutrition, 
“Vegetarianism Evidence 
Summary” 
 

 
 
Supplement 2, “Is a 
vegetarian diet 
adequate?”, Medical 
Journal of Australia, 4 
June 2012 Volume 1 
 

 

NICE clinical guideline

Veg Pen Evid Sum
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

Dietary education assists achievement 
of appropriate maternal gestational 
weight gain and prevention of low birth 
weight infants. 
 

 

 

 
 
Position of the Academy 
of Nutrition and Dietetics: 
Vegetarian Diets 
Error! No topic 
specified. 

 Pregnant women following a vegetarian 
diet are at greater risk for iron 
deficiency. 

 

Individual 
patient 
consults 
 
Tele-
health in 
some 
instances 
where 
clinic 
attendanc
e is not 
possible 
 

Dietitian 
experienced in 
antenatal care (or 
in consultation with 
an experienced 
APD) in conjunction 
with obstetrician 
 

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

If iron deficiency 
anaemia is 
present, treatment 
should include a 
therapeutic dose 
of iron.  
 
Dietetic 
intervention 
should continue 
until all 
parameters of iron 
status are 
normalized 
(approximately 
three to six 
months) 
 
 

 

Protein & Veg

Meeting NRVs & Veg

Zn & Veg

Vit B 12 & Veg

Iron & Vegetarian

Omega 3 & Veg
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

Obesity in Pregnancy 
 Appropriate weight management is 

important during pregnancy due to the 
increased maternal and foetal risks 
associated with obesity and excessive 
weight gain during pregnancy.   

Excessive gestational weight gain has 
been correlated with foetal macrosomia, 
operative vaginal delivery, caesarean 
section, low Apgar scores and 
admission to neonatal intensive care 
units. 

Preconception counselling to optimise 
weight prior to pregnancy is advisable. 

Individual 
patient 
consults 
 
Group 
education 

Dietitian 
experienced in 
antenatal care (or 
in consultation with 
an experienced 
APD) in conjunction 
with the MDT:        
• Obstetrician 
• GP 
• Dietitian 
• Midwife 
• Anaesthetist 
• Physio 
• Ultra-

sonographer 
• OT 
• Psychologist 
• Social Work 
• Lactation 

Consultant 
 

Out-patient setting 
(preferably in the 
community) 

Preconception 
ideally, then 1-2 
monthly during 
pregnancy 
 
The ADA (now 
Academy of 
Nutrition & 
Dietetics) position 
paper states that 
it is important to 
provide 
counselling to 
obese women 
during the pre-
conception, 
prenatal, 
postpartum, & 
inter-conception 
periods 

Queensland Clinical 
Guidelines (2015) Obesity 
in Pregnancy (2015) 

 
RANZCOG Guideline: 
Management of Obesity in 
Pregnancy (2013) 

 
ADA and American  
Society of Nutrition 
Position Paper (2009): 
Obesity, Reproduction 
and Pregnancy Outcomes  

 
 
 
 
 
 
 
 
 

 

g-obesity.pdf

RANZCOG guideline

ADA position paper
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How Who Where Frequency for 
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Hyperemesis Gravidarum 
 Dietary education plays an integral role 

in ensuring nutritional adequacy during 
pregnancy. 

Individual 
consults 

Tele-
health if 
unable to 
attend 
appoint-
ments 

APD with 
experience in 
antenatal nutrition 
(or in contact with 
experienced APD) 
as part of the 
multidisciplinary 
team (pharmacist, 
GP, obstetrician, 
midwives, 
endocrinologist, 
gastroenterologist, 
mental health) 

Maternity outpatient 
clinic or acute care 
setting 

Every 1-3 weeks 
during first 
trimester & 
dependent on 
severity, duration 
of symptoms & 
type of 
intervention (oral 
+/- antiemetic/ 
enteral nutrition 
/TPN). 

 

 
Gastrointestinal diseases 
in pregnancy 
Error! No topic 
specified. 
PEN evidence summary 
for hyperemesis 
gravidarum 
Error! No topic 
specified. 

 

Iron Deficiency in Pregnancy 
 Iron requirements are elevated during 

pregnancy, providing for both the 
growing foetus and increased maternal 
blood volume.  

Iron deficiency is associated with poor 
concentration and fatigue in the mother, 

Individual 
patient 
consults 
 
Telehealt
h if 
unable to 
attend 

Dietitian 
experienced in 
antenatal care (or 
in consultation with 
an experienced 
APD) in conjunction 
with obstetrician 

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

Intervention 
preconception 
preferred 
 
Continued 
reviews 
throughout 
pregnancy 1-2 

NHMRC: Nutrient 
reference values for 
Australia and New 
Zealand 2005 
(http://www.nhmrc.gov.au/
_files_nhmrc/publications/
attachments/n35.pdf) 
 

 

Hyperemesis 
Gravidarum

Hyperemesis 
gravidarum treatment

Greentop 
Hyperemesis.pptx

http://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/n35.pdf
http://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/n35.pdf
http://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/n35.pdf
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intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

as well as preterm births and 
intrauterine growth retardation. 

Iron deficiency in pregnancy can have 
long-term irreversible consequences on 
the foetus, including effects on cognition 
and motor development.  Deficient Hb 
(<110g/L) and Haematocrit <33% are 
indicators of potentially poor outcomes. 

appointm
ents 

monthly  as 
required 
 
If iron deficiency 
anaemia is 
present, treatment 
should include a 
therapeutic dose 
of iron.  
 
Dietetic 
intervention 
should continue 
until all 
parameters of iron 
status are 
normalized 
(approximately 
three to six 
months) 
 

 
Health Canada. Prenatal 
nutrition guidelines for 
health professionals - iron 
2009 (http://www.hc-
sc.gc.ca/fn-
an/alt_formats/hpfb-
dgpsa/pdf/pubs/iron-fer-
eng.pdf) 

 
Nutrition and Diagnosis-
Related Care (Sylvia 
Escott-Stump) 6th Edition 
(2008) 
 

 
Reflux 
 Changes in sex hormones during 

pregnancy result in decreased pressure 
of the lower oesophageal sphincter.   

Lifestyle and dietary changes (elevation 
of bed head; avoiding eating late, trigger 
foods, tobacco, caffeine and large 
meals) should be considered prior to the 

Individual 
patient 
consults 
 
Telehealt
h if 
unable to 
attend 

Dietitian with 
experience in 
antenatal nutrition 
(or in contact with 
experienced APD) 
as part of the 
multidisciplinary 
team (eg. GP, 

Maternity out- patient 
clinic or acute care 
setting 

Intervention upon 
onset of 
symptoms, review 
as clinically 
appropriate 

 

NRVs

Prenatal iron 
guidelines

Escott-Stump

Naumann

Malfert
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

prescription of medications such as 
antacids.  If symptoms do not subside, 
medication is required.   

appointm
ents 

pharmacist) 

 
Gastrointestinal diseases 
in pregnancy 
Error! No topic 
specified. 

 
 
 
 
 
 

 
 
 

Ali

Law

Digestion

Gerson

Ritchter
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Evidence Area: Obesity 
 
V2.0 Contributors: Melody Chaussende, Emily Rametta, Niccola Clarke, Ayala Rogany 
V1.2 Contributors: Robin Hay, Jacqueline Walker, NEMO HELP Reference Group  
 
In overweight and obesity ‘excess body fat has accumulated to an extent that is likely to be detrimental to health’ (WHO 2000).  Being overweight or 
obese is strongly associated with several chronic diseases including Type 2 diabetes, cardiovascular disease and some cancers, and with mental 
health and eating disorders. 
 
The causes of overweight and obesity are complex.  Diet and physical activity are central to energy balance, but are directly and indirectly influenced 
by a wide range of social, environmental, behavioural, genetic and physiological factors.  For many individuals, weight gain is hard to avoid and very 
difficult to reverse.   
 
There is a role for the Dietitian across all stages of the condition: public health nutrition has a large role to play in the prevention of obesity, whilst 
Dietitians may also be involved at other times along the continuum of care in condition management, reversal and treatment of related diseases. 
 
 Why – reason for dietetic 

intervention 
How Who Where Frequency for 

intervention 
Comments/ Evidence  

Nutrition Intervention 
 Dietary interventions are effective, 

particularly when combined with 
lifestyle risk factor interventions, 
targeting individuals at high risk of 
chronic disease or diagnosed with 
diabetes or cardiovascular 
disease – B level evidence 
 
The prioritisation of weight 
management services will depend 
on the type of service and the risk 
of chronic disease development. 

Low Risk: 
• Counselling 
• Self-help 

materials 
• Telehealth 
• Other 

interactive 
health 
interventions 
(note the long 
term 
effectiveness of 

Dietitians or 
specially trained 
primary health care 
providers  
 
Support from a 
MDT is highly 
desirable to 
reinforce dietary 
modifications & 
goals within the 
framework of a 

Primary care, 
community, & 
tertiary settings all 
provide opportunity 
for a coordinated & 
quality approach to 
manage overweight 
/obese individuals 

Low Risk: lower 
intensity intervention 
 
 
Medium to high risk: 
fortnightly review for 
the first 3 months & 
plan for continued 
monitoring for at 
least 12 months, with 
additional 
intervention as 

NHMRC : Clinical practice 
guidelines for the 
management of overweight 
and obesity in adults, 
adolescents and children in 
Australia 2013 
 
 
PEN: The Global Resource 
for Nutrition Practice 
• Healthy 
Weight/Obesity Toolkit 

 



 

  

85 

FEEDS 

 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

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

these 
interventions is 
not known) 

 
Medium to High 
Risk: 
• Individual 

consults 
• Small group 

sessions 
 
For approaches for 
specific population 
groups refer to the 
NHMRC guidelines: 
•Aboriginal & 
Torres Strait 
Islander peoples 
•People from 
culturally & 
linguistically diverse 
backgrounds 
 

healthy lifestyle 
 
Direct involvement 
from 
physiotherapist 
and/or exercise 
physiology for 
promoting an active 
lifestyle plus 
psychology for 
mental health & 
cognitive 
behavioural therapy 
is desirable 
 

required – level B 
evidence 

2015 
• Primary Care 
Evidence Summary 2014 
 
DAA Best practice 
guidelines for the treatment 
of overweight and obesity 
in adults 2012. 

Monitoring and Evaluation   

 Regular monitoring of 
interventions is required to ensure 
individual’s progress against 
goals as well as measuring the 
effectiveness of types of 
interventions.   
 
Monitoring will help to reinforce 

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

counselling 
utilising 

Dietitian or 
specially trained 
health care 
professional 

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

As above, with 
modifications as 
clinical indicated 
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lifestyle modifications and 
promote weight maintenance 
and/or prevent weight gain.  
 
Attendance, ability to recall 
nutrition goals, self-monitoring, 
and self-management provide 
indicators of individual’s short and 
long-term success.  Some relapse 
to previous behaviours is evident 
over a longer time period. 
 
 
 

behavioural 
skills training 

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

interviewing  
 

Very Low Energy Diets & Medications 
 
 
 
 
 
 
 

More intensive interventions such 
as very low energy diets and 
medication can help some people 
to reduce weight further, and may 
assist motivation to continue with 
lifestyle change towards longer-
term weight loss goals.  
 
For adults with BMI ≥ 30 kg/m2, 
or adults with BMI ≥ 27 kg/m2 and 
comorbidities, Orlistat may 
be considered as an adjunct to 
lifestyle interventions, taking into 
account the individual situation – 
level A evidence 
 

Individual patient 
consults 
 

Dietitian in 
conjunction with 
primary health care 
provider 
 

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

    

Bariatric Surgery 
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intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

 Bariatric surgery is currently the 
most effective intervention for 
severe obesity. 
 
For adults with BMI > 40 kg/m2, 
or adults with BMI > 35 kg/m2 and 
comorbidities that may improve 
with weight loss, bariatric surgery 
may be considered – level A 
evidence 
 

The decision to use 
surgical 
interventions must 
be made on an 
individual basis. 
 
Not an immediate 
consideration 
unless other 
interventions have 
not been 
successful/are 
contraindicated, or 
a person's BMI is 
>50kg/m2.  
 
Should be used in 
additional to 
lifestyle 
approaches. 
 

Healthcare 
professionals with 
expertise in obesity 
management.   
 
Better outcomes 
are achieved when 
a multidisciplinary 
team is involved.   

Specialist clinics Ongoing primary 
healthcare 
professional support 
is important.   
 
No specific follow-up 
timeframes are 
referenced in the 
literature.   

NHMRC : Clinical practice 
guidelines for the 
management of overweight 
and obesity in adults, 
adolescents and children in 
Australia 2013 
 
 

 

Paediatrics 
 Children and adolescents who are 

overweight or obese are identified 
through primary health care 
pathways.  
 
Lifestyle interventions are 
indicated in the majority of cases.  
 
Weight maintenance is the goal in 
the most children, with the aim 

Effective dietary 
interventions with 
children and 
families including: 
• reduced energy 

intake 
• increased 

physical activity 
• reduced 

sedentary time 

Dietitian in 
conjunction with a 
multidisciplinary 
team 
 
Input from an 
exercise 
physiologist is also 
highly beneficial 

Primary care, 
community, & 
tertiary settings all 
provide opportunity 
for a coordinated & 
quality approach to 
manage overweight 
/obese 
 
 

Frequent contact 
with healthcare 
professionals is 
essential 
 
Recommended that 
children are seen at 
least 3 monthly, or 
more frequently if 
clinically indicated  

NHMRC : Clinical practice 
guidelines for the 
management of overweight 
and obesity in adults, 
adolescents and children in 
Australia 2013 
 
Children’s Hospital 
Queensland Hospital and 
Health Service (CHQ) 

 



 

  

88 

FEEDS 

 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

that BMI will decrease with height 
growth. 
 
It is essential that overweight and 
obesity be addressed in 
paediatrics to prevent further 
progression in adulthood and to 
avoid consequences and chronic 
disease later in life.      
 

• measures to 
support 
behavioural 
change 

• changing food 
behaviours 

• interventions 
needs to be 
family focused 
and lifestyle 
driven 
empowering 
parents to be 
the agents of 
change 
 

Both group and 
individual settings 
can be beneficial 
 

Clinical Practice Guideline: 
‘Nutritional Management of 
Obesity in Children and 
Adolescents’  
http://qheps.health.qld.gov.
au/childrenshealth/resource
s/guidelines/guide-nut-man-
obese-paed.pdf  

http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-obese-paed.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-obese-paed.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-obese-paed.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-obese-paed.pdf
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Evidence Area: Cancer Care 
 
V2.0 Contributors: Barbara van der Meij, Claire Blake, Teresa Brown, Judy Bauer, Hannah Roberton, Sarah Kane  
V1.2 Contributors:  Melina De Corte, Sarah Deacon, Cara Johnstone, Amanda Lowe, Sarah Gillbard, Katie Williams, 
Tammy Tong, Kara Cronin, Anna Majchrzak 
 
Dietary management is a key component of multidisciplinary patient care.  Oncology Dietitians assess nutritional needs and assist patients to 
optimise their nutritional status and manage their health condition, and potential side effects using food as part of patient therapy.  Patients who 
maintain a good nutritional status can have a better quality of life, and a higher tolerance to cancer treatments. 
 
The prevalence of malnutrition in this patient population is high and people with cancer can experience significant nutrition impact symptoms related 
to either side effects of cancer treatments or the cancer itself.  This can cause difficulties achieving adequate nutrition intake.  
 
 Why – reason for dietetic intervention How Who Where Frequency for 

intervention 
Comments/ Evidence  

Haematology – Oncology & Stem Cell Transplantation (SCT) 
 Rationale 

Severe malnutrition occurs rapidly in the 
absence of appropriate nutritional support and 
has been shown to be an independent risk factor 
for mortality after SCT.1  
 
 

 
Individual 
patient consults 
 

 
Dietitian with 
experience in 
bone marrow 
transplant  

 
Inpatient or 
ambulatory 
care settings 
 

 
Allogenic transplant 
patients seen prior 
to transplant as an 
out-patient   
 
Blanket referral for 
SCT inpatients - 
seen at least 
weekly during 
admission 

1. Raynard B. et al. (2003). 
Summary of the standards, 
options and recommendations 
for nutritional support in 
patients undergoing stem cell 
transplantation. 

  
2. Arends J, et al., ESPEN 

guidelines on nutrition in cancer 
patients, Clinical Nutrition 
(2016), 
http://dx.doi.org/10.1016/j.clnu.
2016.07.015  

3. August D et al (2009) 
A.S.P.E.N Clinical Guidelines: 
Nutrition support therapy during 

 

 During treatment 
During intensive chemotherapy and after stem 
cell transplantation we recommend to maintain 
physical activity and to ensure an adequate 
nutritional intake. This may require enteral 

     

http://dx.doi.org/10.1016/j.clnu.2016.07.015
http://dx.doi.org/10.1016/j.clnu.2016.07.015
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and/or parenteral nutrition.2 

 

If oral nutrition is inadequate we suggest 
preferring enteral tube feeding to parenteral 
nutrition, unless there is severe mucositis, 
intractable vomiting, ileus, severe 
malabsorption, protracted diarrhea or 
symptomatic gastrointestinal graft versus host 
disease (GVHD).2 

adult anticancer treatment and 
in haematopoietic cell 
transplantation. 

4.  Van der Meij BS et al (2013) 
Nutritional support in patients 
with GVHD of the digestive 
tract: state of the art  

 
5. Sonbol MB et al. The Effect of a 

Neutropenic Diet on Infection 
and Mortality Rates in cancer 
Patients: A Meta-Analysis. Nutr 
Cancer (2015). 

 
6. Moody K et al. The neutropenic 

diet: what's the evidence? J 
Pediatr Hematol Oncol (2002). . 
2002  

 Post Treatment 
Alterations in nutrition status persist long after 
transplantation, with as many as 50% of patients 
not returning to pre-transplant weight at 1 year.3 
 
Gut Graft-Versus-Host-Disease (GVHD) has 
significant nutritional implications, including 
abdominal pain, diarrhoea, nausea, protein-
losing enteropathy and malabsorption.4  
 
In cases of severe gastrointestinal failure 
(diarrhea >500 mL/day), TPN is recommended. 
When diarrhea is <500 mL/day, oral foods can 
be introduced, for example using a stepwise oral 
upgrade diet.4 
 
There are insufficient consistent clinical data to 
recommend a low bacterial diet for patients 
more than 30 days after allogeneic 
transplantation.5,6 

 

 

 
Individual 
patient consults 
 
 
 
 
 
 
 
 
 
 
 
 
Individual 
patient consults 
for food safety 
education 
 

 
Dietitian with 
experience in 
bone marrow 
transplant 
workload 
 
 
 
 
 
 
 
 
 
 
 
Dietitian/ RN/ 
written 
information 

 
Inpatient or 
ambulatory 
care settings 
 

 
Blanket referral for 
gut GVHD patients 
 
Malnourished 
patients or those 
with poor intake will 
require follow-up 
post-discharge as 
clinically indicated 
 
 
 
 
 
 
 
One occasion of 
service 

 

Surgery 
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 Rationale 
There is a clear correlation between degree of 
malnutrition and increased risk of peri-operative 
complications in cancer patients undergoing 
surgery.1,2 
 
 

 
Pre-operative 
malnutrition 
screening is 
recommended 
to identify 
patients at risk 
of malnutrition. 
Patients at risk 
of malnutrition 
should be 
referred to 
Dietitian for 
nutrition 
assessment  

 
MDT with 
Dietitian 
consultant 
 
 

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

 
As clinically 
indicated 

 
1. Huhmann M, et al., Nutrition 

Support in surgical oncology, 
Nutrition in Clinical Practice 
(2009), 
https://doi.org/10.1177/0884533
609335375 

2. Head and Neck Guideline 
Steering Committee. Evidence-
based practice guidelines for 
the nutritional management of 
adult patients with head and 
neck cancer. Sydney: Cancer 
Council Australia, 
http://wiki.cancer.org.au/australi
a/COSA:Head_and_neck_canc
er_nutrition_guidelines  

 

 Pre-surgery 
Routine use of Nutrition Support Therapy in 
patients undergoing major cancer operations 
does not improve surgical outcomes when either 
morbidity or mortality is used as an endpoint.1 
 
Pre-operative Nutrition Support Therapy may be 
beneficial in moderately or severely 
malnourished patients if administered for 7-14 
days pre-operatively.1 
 
 
Considerations for specific tumour groups 
 
Head & Neck 

 
Evaluation of a 
variety of 
nutrition 
parameters to 
predict risk of 
surgical 
complications 
• weight loss 
• serum 

protein 
levels 

• anthropomet
ry  

• immune 

 
MDT with 
Dietitian 
consultant 
 
 
 
 
 
 
 
 
 
 
Dietitian 

 
Inpatient or 
ambulatory 
care settings 
 
 
 
 
 
 
 
 
 
 
Inpatient or 

 
As clinically 
indicated 
 
 
 
 
 
 
 
 
 
 
 
As clinically 

 
1. Huhmann M, et al., Nutrition 

Support in surgical oncology, 
Nutrition in Clinical Practice 
(2009), 
https://doi.org/10.1177/0884533
609335375 

2. Head and Neck Guideline 
Steering Committee. Evidence-
based practice guidelines for 
the nutritional management of 
adult patients with head and 
neck cancer. Sydney: Cancer 
Council Australia.  

3. Jack DR et al. Guideline for 

 

https://doi.org/10.1177/0884533609335375
https://doi.org/10.1177/0884533609335375
http://wiki.cancer.org.au/australia/COSA:Head_and_neck_cancer_nutrition_guidelines
http://wiki.cancer.org.au/australia/COSA:Head_and_neck_cancer_nutrition_guidelines
http://wiki.cancer.org.au/australia/COSA:Head_and_neck_cancer_nutrition_guidelines
https://doi.org/10.1177/0884533609335375
https://doi.org/10.1177/0884533609335375
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Pre-operative nutrition intervention in 
malnourished patients may lead to improved 
outcomes such as quality of life and reduced 
adverse related consequences of malnutrition.2  
Early enteral access in high-risk patients may 
prevent postoperative complications and 
improve outcomes: the need for NG or PEG 
feeding depends on factors such as 
preoperative irradiation, tumour stage, surgery 
type and diet consistency scores.3,4 
 
Pancreatic Cancer 
Routine use of preoperative artificial nutrition is 
not warranted, but significantly malnourished 
patients should be optimized with oral 
supplements or enteral nutrition preoperatively5 

 

 
Colon Cancer 
Patients should be screened for nutritional 
status and if at risk of under-nutrition given 
active nutritional support.6 

 

 

system 
function 

 
Requirement for 
pre-operative 
supplementation 
based on 
malnutrition or 
following an 
objective 
nutrition 
assessment 
 
Various 
supplementation 
options exist 
including TPN in 
obstructed 
patients, oral 
nutrition support 
with or without 
immunonutrition 
 
Individual 
patient 
consults, 
both pre- & 
postoperatively 
 

 
 
 
 
 
 
 
 
 
 
 
Dietitian with 
experience in 
gastroenterol
ogy 
 
 
 
Dietitian with 
experience in 
gastroenterol
ogy 
 

ambulatory 
care settings 
 
 
 
 
 
 
 
 
 
Throughout 
continuum of 
care 
dependent 
on patient 
status  
 
 
Throughout 
continuum of 
care 
dependent 
on patient 
status  
 

indicated 
 
 
 
 
 
 
 
 
 
 
 
 
As clinically 
indicated 
 
 
 
 
 
As clinically 
indicated 
 

prophylactic feeding tube 
insertion in patients undergoing 
resection of head and neck 
cancers. J Plast Reconstr 
Aesthet Surg (2012) 
http://www.sciencedirect.com/s
cience/article/pii/S1748681511
006358  

4. Mays AC et al. A model for 
predicting gastrostomy tube 
placement in patients 
undergoing surgery for upper 
aerodigestive tract lesions. 
JAMA Otolaryngol Head Neck 
Surg (2014) 
https://www.ncbi.nlm.nih.gov/p
mc/articles/PMC4321944/ 

5. Lassen K, et al., Guidelines for 
perioperative care for 
pancreaticoduodenectomy: 
Enhanced recovery after 
surgery (ERAS) society 
recommendations, Clinical 
Nutrition (2012), 
http://dx.doi.org/10.1016/j.clnu.
2012.08.011 

6. Gustafsson U, et al., Guidelines 
for perioperative care in 
elective colonic surgery: 
Enhanced recovery after 
surgery (ERAS) society 
recommendations, Clinical 

http://www.sciencedirect.com/science/article/pii/S1748681511006358
http://www.sciencedirect.com/science/article/pii/S1748681511006358
http://www.sciencedirect.com/science/article/pii/S1748681511006358
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4321944/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4321944/
http://dx.doi.org/10.1016/j.clnu.2012.08.011
http://dx.doi.org/10.1016/j.clnu.2012.08.011
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Nutrition (2012), 
http://dx.doi.org/10.1016/j.clnu.
2012.08.013 

 
 Post-surgery 

In surgical cancer patients at risk of malnutrition 
or who are already malnourished we 
recommend appropriate nutritional support both 
during hospital care and following discharge 
from hospital.1 
 
For all cancer patients undergoing either 
curative or palliative surgery we recommend 
management within an enhanced recovery after 
surgery (ERAS) program; within this program 
every patient should be screened for 
malnutrition and if deemed at risk, given 
additional nutritional support, and an oral diet 
should be started early after surgery.1,2 

 
Immunonutrition is beneficial in reducing 
postoperative infectious and noninfectious 
complications and shortening hospital stay in 
patients undergoing major open gastrointestinal 
surgery.1 
 
Considerations for specific tumour groups 
 
Head & Neck 
Post-operative tube feeding should commence 
within 24 hours in patients in whom oral feeding 
cannot be established, with individual 

 
In general, oral 
feeding is 
recommended 
post surgery  
 
Enteral nutrition 
is preferred over 
parenteral 
nutrition if 
artificial nutrition 
is required 
 

 
Dietitian 

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

 
As soon as 
practical following 
surgery, then as 
per clinical 
judgement & 
feeding route / 
progression 
 
Ongoing nutrition 
assessment & 
intervention >3 
months 

1. Arends J, et al., ESPEN 
guidelines on nutrition in cancer 
patients, Clinical Nutrition 
(2016), 
http://dx.doi.org/10.1016/j.clnu.
2016.07.015  

2. Weimann A et al. ESPEN 
Guidelines on Enteral Nutrition: 
Surgery including organ 
transplantation. Clin Nutr. 2006 
http://www.sciencedirect.com/s
cience/article/pii/S0261561406
000355  

3. Head and Neck Guideline 
Steering Committee. Evidence-
based practice guidelines for 
the nutritional management of 
adult patients with head and 
neck cancer. Sydney: Cancer 
Council Australia. Available 
from: 
http://wiki.cancer.org.au/australi
a/COSA:Head_and_neck_canc
er_nutrition_guidelines 

4. Reim D amd Friess H. Feeding 
Challenges in Patients with 
Esophageal and 
Gastroesophageal Cancers. 

 

http://dx.doi.org/10.1016/j.clnu.2012.08.013
http://dx.doi.org/10.1016/j.clnu.2012.08.013
http://dx.doi.org/10.1016/j.clnu.2016.07.015
http://dx.doi.org/10.1016/j.clnu.2016.07.015
http://www.sciencedirect.com/science/article/pii/S0261561406000355
http://www.sciencedirect.com/science/article/pii/S0261561406000355
http://www.sciencedirect.com/science/article/pii/S0261561406000355
http://wiki.cancer.org.au/australia/COSA:Head_and_neck_cancer_nutrition_guidelines
http://wiki.cancer.org.au/australia/COSA:Head_and_neck_cancer_nutrition_guidelines
http://wiki.cancer.org.au/australia/COSA:Head_and_neck_cancer_nutrition_guidelines
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consideration to patients depending on surgical 
procedures in collaboration with the 
multidisciplinary team.3 

 

Early oral feeding post primary total 
laryngectomy (from as early as 1 day post op to 
7 days) should be considered to reduce length 
of stay as there has been no difference in fistula 
rates compared to delayed oral feeding from >7 
days.3 

 
Oesophageal cancer 
Evidence-based interventions to support long-
term dietary alterations and restrictions following 
upper GI surgery are lacking, despite evidence 
confirming its impact on morbidity and mortality. 
Interventions are needed to support dietary 
adjustments, prevent malnutrition and excessive 
weight loss, and enhance HRQOL following 
surgery for upper GI cancers.4 
 
Immunonutrition does not result in reduction of 
postoperative complications in 
gastroesophageal surgery. 4 
 
Pancreatic Cancer 
Patients should be allowed a normal diet after 
surgery without restrictions, unless otherwise 
tolerated. They should be cautioned to begin 
carefully and increase intake according to 
tolerance over 3-4 days. Enteral tube feeding 
should be given only on specific indications and 

Gastrointest Tumors (2016). 
https://www.ncbi.nlm.nih.gov/p
mc/articles/PMC4924457/ 

5. Lassen K, et al., Guidelines for 
perioperative care for 
pancreaticoduodenectomy: 
Enhanced recovery after 
surgery (ERAS) society 
recommendations, Clinical 
Nutrition (2012), 
http://dx.doi.org/10.1016/j.clnu.
2012.08.011 

6. http://www.pancan.org/section-
facingpancreatic-cancer/learn-
about-pan-cancer/dietand-
nutrition/after-a-whipple-
procedure/  

7. C. Parrish et al 2012, “Post 
Whipples: A Practical Approach 
to Nutrition Management” 
Nutrition issues in 
Gastroenterology, Series #108 

8. Nygren J, et al., Guidelines for 
perioperative care in elective 
rectal/pelvic surgery: Enhanced 
recovery after surgery (ERAS) 
society recommendations, 
Clinical Nutrition (2012), 
http://dx.doi.org/10.1016/j.clnu.
2012.08.012    

9. Gustafsson U, et al., Guidelines 
for perioperative care in 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4924457/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4924457/
http://dx.doi.org/10.1016/j.clnu.2012.08.011
http://dx.doi.org/10.1016/j.clnu.2012.08.011
http://www.pancan.org/section-facingpancreatic-cancer/learn-about-pan-cancer/dietand-nutrition/after-a-whipple-procedure/
http://www.pancan.org/section-facingpancreatic-cancer/learn-about-pan-cancer/dietand-nutrition/after-a-whipple-procedure/
http://www.pancan.org/section-facingpancreatic-cancer/learn-about-pan-cancer/dietand-nutrition/after-a-whipple-procedure/
http://www.pancan.org/section-facingpancreatic-cancer/learn-about-pan-cancer/dietand-nutrition/after-a-whipple-procedure/
http://www.pancan.org/section-facingpancreatic-cancer/learn-about-pan-cancer/dietand-nutrition/after-a-whipple-procedure/
http://dx.doi.org/10.1016/j.clnu.2012.08.012
http://dx.doi.org/10.1016/j.clnu.2012.08.012
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parenteral nutrition should not be employed 
routinely.5 

 

A Whipple’s Procedure carries inherent nutrition 
risk due to the high frequency of acute and 
chronic symptoms. Symptoms may also be 
present prior to surgery depending on the 
underlying disease and indication for surgery. 
Common risk factors requiring dietetic 
management include: 
• Gastroparesis 
• Dumping syndrome 
• Steatorrhoea requiring pancreatic enzyme 
replacement therapy (PERT6,7 
 

Rectal/Pelvic Cancer 
An oral ad-libitum diet is recommended 4 h after 
rectal surgery. In addition to normal food intake, 
patients should be offered ONS to maintain 
adequate intake of protein and energy.8 

 

Colon Cancer 
Postoperatively patients should be encouraged 
to take normal food as soon as lucid after 
surgery. ONS may be used to supplement total 
intake.9 

 

elective colonic surgery: 
Enhanced recovery after 
surgery (ERAS) society 
recommendations, Clinical 
Nutrition (2012). 

 

Radiation Oncology 
 Rationale 

Malnutrition in patients undergoing radiation 
therapy can have a significant adverse impact 
on clinical, cost and patient-centred outcomes 

Individual 
patient consults 
 
 

Dietitian and 
Speech 
Pathologist 
with 

Inpatient or 
ambulatory 
care settings 
 

As soon as 
practical following 
diagnosis, with 
reviews as clinically 

1. Isenring E. et al., Updated 
evidence-based practice 
guidelines for the nutritional 
management of patients 
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such as toxicities, treatment interruptions, length 
of stay, quality of life and survival.1,2  

 
 
 
 
 
 

experience in 
H&N cancers 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

indicated 
 
 
 
 
 
 
 

receiving radiation therapy 
and/or chemotherapy (2013), 
http://onlinelibrary.wiley.com/doi
/10.1111/1747-0080.12013/epdf 

2. Head and Neck Guideline 
Steering Committee. Evidence-
based practice guidelines for 
the nutritional management of 
adult patients with head and 
neck cancer. Sydney: Cancer 
Council Australia, 
http://test.wiki.cancer.org.au/aus
traliawiki/images/2/23/Head_an
d_neck_cancer_guideline_fram
ework.pdf 

 
 Pre-treatment 

 
Considerations for specific tumour groups 
 
Head & Neck 
Malnutrition screening should be undertaken on 
all patients at diagnosis to identify those at 
nutritional risk and then repeated at intervals 
through each stage of treatment (e.g. surgery, 
radiotherapy/chemotherapy, and post 
treatment). If identified at high risk refer to the 
dietitian for early intervention.1 

 

Patients who are not malnourished at baseline, 
but are identified as having future high nutritional 
risk, should be referred to the dietitian prior to 

Use of a 
validated 
screening tool 
(e.g. MST) 

Health 
professionals 

Inpatient or 
ambulatory 
care settings 
 

All patients on 
commencement of 
radiation therapy 
 

1. Head and Neck Guideline 
Steering Committee. Evidence-
based practice guidelines for 
the nutritional management of 
adult patients with head and 
neck cancer. Sydney: Cancer 
Council Australia. 
http://test.wiki.cancer.org.au/aus
traliawiki/images/2/23/Head_an
d_neck_cancer_guideline_fram
ework.pdf 

2. Isenring E. et al., Updated 
evidence-based practice 
guidelines for the nutritional 
management of patients 
receiving radiation therapy 

 

http://onlinelibrary.wiley.com/doi/10.1111/1747-0080.12013/epdf
http://onlinelibrary.wiley.com/doi/10.1111/1747-0080.12013/epdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
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the commencement of treatment for assessment 
and consideration of appropriate nutrition 
support.1 

 

Prophylactic tube feeding compared to oral 
intake alone or intervention tube feeding 
demonstrates improved nutrition outcomes with 
less weight loss. 1,2 

and/or chemotherapy (2013), 
http://onlinelibrary.wiley.com/doi
/10.1111/1747-0080.12013/epdf 

 

 During Treatment 
Regular nutrition screening, using validated 
tools, should be undertaken to identify patients 
at nutritional risk.1,2 
We recommend that during radiotherapy (RT) - 
with special attention to RT of the head and 
neck, thorax and gastrointestinal tract - an 
adequate nutritional intake should be ensured 
primarily by individualized nutritional counselling 
and/or with use of oral nutritional supplements 
(ONS), in order to avoid nutritional deterioration, 
maintain intake and avoid RT interruptions.1,2,3 
 
Validated nutrition assessment tools should be 
used to assess nutritional status in patients.2 
 
Nutrition intervention (dietary counselling +/or 
supplements) improves energy and protein 
intake and nutritional status.2 

 
Dietary Counselling and/or supplements are 
effective methods of nutrition intervention, and 
improves outcomes in patients.2 

 

Individual 
patient consults 
 
 
 
 
 
 
 
 
Use of a 
validated 
nutrition 
assessment tool 
(e.g. PG-SGA) 

Dietitian Inpatient or 
ambulatory 
care settings 
 

Prior to 
commencement of 
radiation & then 
weekly during 
radiation 

1. Head and Neck Guideline 
Steering Committee. Evidence-
based practice guidelines for 
the nutritional management of 
adult patients with head and 
neck cancer. Sydney: Cancer 
Council Australia.  
http://test.wiki.cancer.org.au/au
straliawiki/images/2/23/Head_a
nd_neck_cancer_guideline_fra
mework.pdf 

2. Isenring E. et al., Updated 
evidence-based practice 
guidelines for the nutritional 
management of patients 
receiving radiation therapy 
and/or chemotherapy (2013), 
http://onlinelibrary.wiley.com/doi
/10.1111/1747-0080.12013/epdf 

3. Arends J, et al., ESPEN 
guidelines on nutrition in cancer 
patients, Clinical Nutrition 
(2016), 
http://dx.doi.org/10.1016/j.clnu.2

 

http://onlinelibrary.wiley.com/doi/10.1111/1747-0080.12013/epdf
http://onlinelibrary.wiley.com/doi/10.1111/1747-0080.12013/epdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
http://onlinelibrary.wiley.com/doi/10.1111/1747-0080.12013/epdf
http://onlinelibrary.wiley.com/doi/10.1111/1747-0080.12013/epdf
http://dx.doi.org/10.1016/j.clnu.2016.07.015
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Head and Neck 
All patients receiving radiation therapy to the 
head and neck should be referred for nutrition 
assessment. 1,2 

 

Gastrointestinal Tract 
All patients receiving radiation therapy to the 
gastrointestinal tract should be referred for 
nutrition assessment.2 

016.07.015  

 Post Treatment  
Patients requiring alternative feeding during 
radiation therapy benefit from nutrition follow-up 
post treatment to encourage oral rehabilitation, 
prevention of tube dependency and 
management of late side effects impacting on 
nutritional status.1 
 
Nutrition follow-up is recommended  post-
radiation to monitor weight loss and chronic 
toxicities.1, 2 
 

Individual 
patient 
counselling & 
intervention 
 
 
 
 
 
 

Dietitian 
 
 
 
 
 
 
 
 

Inpatient or 
ambulatory 
care settings 
 

Minimum of 
fortnightly for the 
first 6 weeks 
following treatment 
 
As clinically 
indicated thereafter 
up to six months 
post treatment 
 

1. Isenring E. et al., Updated 
evidence-based practice 
guidelines for the nutritional 
management of patients 
receiving radiation therapy 
and/or chemotherapy (2013) 
http://onlinelibrary.wiley.com/d
oi/10.1111/1747-
0080.12013/epdf 

2. Head and Neck Guideline 
Steering Committee. 
Evidence-based practice 
guidelines for the nutritional 
management of adult patients 
with head and neck cancer. 
Sydney: Cancer Council 
Australia.  
http://test.wiki.cancer.org.au/a
ustraliawiki/images/2/23/Head
_and_neck_cancer_guideline_
framework.pdf 

 

Chemotherapy 

http://dx.doi.org/10.1016/j.clnu.2016.07.015
http://onlinelibrary.wiley.com/doi/10.1111/1747-0080.12013/epdf
http://onlinelibrary.wiley.com/doi/10.1111/1747-0080.12013/epdf
http://onlinelibrary.wiley.com/doi/10.1111/1747-0080.12013/epdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
http://test.wiki.cancer.org.au/australiawiki/images/2/23/Head_and_neck_cancer_guideline_framework.pdf
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 Rationale 
Malnutrition in patients undergoing 
chemotherapy can have a significant adverse 
impact on clinical, cost and patient-centred 
outcomes such as toxicities, treatment 
interruptions, length of stay, quality of life and 
survival.1  

    1. Isenring E. et al., Updated 
evidence-based practice 
guidelines for the nutritional 
management of patients 
receiving radiation therapy 
and/or chemotherapy (2013) 
http://onlinelibrary.wiley.com/doi
/10.1111/1747-0080.12013/epdf 

 

 Pre-treatment 
Nutrition screening processes should be 
implemented for all patients undergoing 
chemotherapy, with all patients considered to be 
at risk of malnutrition referred to the Dietitian.1 

 
Use of a 
validated 
screening tool 
(e.g. MST) 

 
Health 
professionals 

 
Inpatient or 
ambulatory 
care settings 
 

Screened at 
diagnosis, then 
regularly during 
chemotherapy (e.g. 
each time patient 
presents to out-
patient clinic) 

1. Isenring E. et al. (2006) Validity 
of the malnutrition screening tool 
as an effective predictor of 
nutritional risk in oncology 
outpatients receiving 
chemotherapy 

 

 

 During Treatment 
In a patient undergoing curative anticancer drug 
treatment, if oral food intake is inadequate 
despite counselling and oral nutritional 
supplements (ONS), we recommend 
supplemental enteral or, if this is not sufficient or 
possible, parenteral nutrition.1 
 
Routine enteral nutrition during chemotherapy 
has no effect on tumour response to 
chemotherapy or on chemotherapy-associated 
unwanted effects and, therefore, is not 
considered useful.2 
 
The routine use of Parenteral Nutrition (PN) 
during chemotherapy is not recommended, due 
to uncertainty about benefits and considerations 

Individual 
patient consults 
 
Dietary 
counselling 
and/or nutrition 
support therapy 

Dietitian with 
experience in 
chemotherap
y 

 
Inpatient or 
ambulatory 
care settings 
 

As clinically 
indicated 

1. Arends J, et al., ESPEN 
guidelines on nutrition in cancer 
patients, Clinical Nutrition 
(2016), 
http://dx.doi.org/10.1016/j.clnu.
2016.07.015  

2. Bozzetti F. et al. ESPEN 
Guidelines on Parenteral 
Nutrition: Non-surgical 
oncology, (2009), 
http://dx.doi.org/10.1016/j.clnu.
2009.04.011 

3. Liberman T et al. Developing a 
supportive oncology program in 
a cancer institute: Needs 
assessment. J Clin Oncol 
(2016) 

 

http://onlinelibrary.wiley.com/doi/10.1111/1747-0080.12013/epdf
http://onlinelibrary.wiley.com/doi/10.1111/1747-0080.12013/epdf
http://dx.doi.org/10.1016/j.clnu.2016.07.015
http://dx.doi.org/10.1016/j.clnu.2016.07.015
http://dx.doi.org/10.1016/j.clnu.2009.04.011
http://dx.doi.org/10.1016/j.clnu.2009.04.011
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concerning costs and the risk of complications.1,3 
 
If patients are malnourished or facing a period 
longer than one week of starvation and enteral 
nutritional support is not feasible, PN is 
recommended.3 
 
Nutrition information needs of medical oncology 
patients are high. Patients need to be made 
aware of credible resources and provided 
education as needed.1,4 
 
Nutrition intervention (dietary counselling and/or 
supplements) is effective at improving dietary 
intake and weight but does not improve patient-
centred outcomes or survival.4 

There is not enough evidence for the use of 
minerals, vitamins, proteins or other 
supplements in cancer cachexia. 1,5 

The evidence for supplementation of long-chain 
N-3 fatty acids or fish oil in patients with 
advanced cancer undergoing chemotherapy and 
at risk of weight loss or malnourished to stabilize 
or improve appetite, food intake, lean body mass 
and body weight is weak.1  
 
Animal studies suggest that platinum-induced 
fatty acids from algae and fish oil may interact 
with and neutralize chemotherapy activity, 
causing potential harm. This effect was not seen 
when purified EPA was given in clinically-
relevant amounts.1 

4. Isenring E. et al., Updated 
evidence-based practice 
guidelines for the nutritional 
management of patients 
receiving radiation therapy 
and/or chemotherapy (2013) 
http://onlinelibrary.wiley.com/do
i/10.1111/1747-
0080.12013/epdf 

5. Mochamat, A systematic review 
on the role of vitamins, 
minerals, proteins, and other 
supplements for the treatment 
of cachexia in cancer: a 
European Palliative Care 
Research Centre cachexia 
project.  
http://onlinelibrary.wiley.com/do
i/10.1002/jcsm.12127/abstract;j
sessionid=C88E67E75A77007
487ECB3EB6AD44EF0.f03t04  

 

http://onlinelibrary.wiley.com/doi/10.1111/1747-0080.12013/epdf
http://onlinelibrary.wiley.com/doi/10.1111/1747-0080.12013/epdf
http://onlinelibrary.wiley.com/doi/10.1111/1747-0080.12013/epdf
http://onlinelibrary.wiley.com/doi/10.1002/jcsm.12127/abstract;jsessionid=C88E67E75A77007487ECB3EB6AD44EF0.f03t04
http://onlinelibrary.wiley.com/doi/10.1002/jcsm.12127/abstract;jsessionid=C88E67E75A77007487ECB3EB6AD44EF0.f03t04
http://onlinelibrary.wiley.com/doi/10.1002/jcsm.12127/abstract;jsessionid=C88E67E75A77007487ECB3EB6AD44EF0.f03t04
http://onlinelibrary.wiley.com/doi/10.1002/jcsm.12127/abstract;jsessionid=C88E67E75A77007487ECB3EB6AD44EF0.f03t04
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There is not enough evidence for beneficial 
effects on cancer prognosis for vitamin or 
mineral supplementation: vitamins and minerals 
should be supplied in amounts approximately 
equal to the RDA, the use of use of high-dose 
micronutrients in the absence of specific 
deficiencies should be discouraged.1 

Palliative Care 
 Nutritional management goals should be 

consistent with the palliative care goals. The 
beneficial aspects of feeding should out way the 
burdens and the patient’s informed preferences 
for acceptable nutritional support are of primary 
importance.1,2 
 
The rationale for previous dietary 
restrictions/therapeutic diets requires ongoing 
reassessment, with restrictions to be liberalised 
or minimised where possible.1 
 
We recommend offering and implementing 
nutritional interventions in patients with 
advanced cancer only after considering together 
with the patient the prognosis of the malignant 
disease and both the expected benefit on quality 
of life and potentially survival as well as the 
burden associated with nutritional care.3 
 
In dying patients, we recommend that treatment 
be based on comfort. Artificial hydration and 
nutrition are unlikely to provide any benefit for 

Individual 
patient consults 
to manage 
immediate 
symptomatic 
problems; long-
term 
complications 
are not of 
concern 
 
 
 
 
 
 
 
 
 
 
 
 
 

MDT in 
contact with 
patient & 
family 
including 
Dietitian & 
nursing staff 

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

As clinically 
indicated 

1. Cochrane, L and Viney, J. 
Nutrition priorities in palliative 
care of oncology patients. 
Australian Journal of Nutrition 
and Dietetics. 1994: 51. 

2. Druml C et al. ESPEN guideline 
on ethical aspects of artificial 
nutrition and hydration. Clin 
Nutr (2016) 

3. Arends J, et al., ESPEN 
guidelines on nutrition in cancer 
patients, Clinical Nutrition 
(2016), 
http://dx.doi.org/10.1016/j.clnu.
2016.07.015  

4. Head and Neck Guideline 
Steering Committee. Evidence-
based practice guidelines for 
the nutritional management of 
adult patients with head and 
neck cancer. Sydney: Cancer 
Council Australia.  

 

http://dx.doi.org/10.1016/j.clnu.2016.07.015
http://dx.doi.org/10.1016/j.clnu.2016.07.015
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most patients. However, in acute confusional 
states, we suggest the use of a short and limited 
hydration to rule out dehydration as precipiting 
cause.3 

 
Head and Neck 
The dietitian is an important member of the 
palliative care team due to the high incidence of 
weight loss, dysphagia and tube feeding in this 
patient population. Liaise with the speech 
pathologist for the expected nature of any 
dysphagia and likely progression, to determine 
level of nutrition intervention required.4 
The goals and outcomes of nutrition intervention 
will be dependent on the prognosis of the 
patient. For patients with end stage disease the 
desired outcome is to maximise patient comfort 
and quality of life, and the dietitian should liaise 
with patient, family or carers and the palliative 
care team for the appropriate level of 
intervention required.4 

 
 
 
 
 
 
 
 
Organisational 
approach to 
ensuring 
nutrition is 
viewed as a 
priority 

Survivorship phase (Post treatment) 
 Recommend that cancer survivors engage in 

regular physical activity.1,2 

 

In cancer survivors it is recommended to 
maintain a healthy weight (BMI 18.5-25 kg/m2) 
and to maintain a healthy lifestyle, which 
includes being physically active and a diet based 
on vegetables, fruits and whole grains and low in 
saturated fat, red meat and alcohol.1,2 

 

    1. Arends J, et al., ESPEN 
guidelines on nutrition in cancer 
patients, Clinical Nutrition 
(2016), 
http://dx.doi.org/10.1016/j.clnu.
2016.07.015  

2. Rock, C. L., et al. 2012 
Nutrition and physical activity 
guidelines for cancer survivors. 
CA Cancer J Clin 62(4):243-74. 

 

http://dx.doi.org/10.1016/j.clnu.2016.07.015
http://dx.doi.org/10.1016/j.clnu.2016.07.015
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The use of diet supplements is common among 
cancer survivors.  Studies suggested 
supplement use is unlikely to improve prognosis 
or overall survival and may actually increase 
mortality.1 
 
Breast 
It is feasible and safe to reach weight loss by 
behaviourally based weight loss interventions in 
women following treatment for breast cancer. 
The evidence of weight loss interventions on 
biomarkers and patient-reported outcomes is 
inconsistent. 3 
 
Head and Neck 
Adjust dietary advice to cancer prevention diet 
and physical activity guidelines where 
appropriate depending on patient’s disease 
status and presence of late side effects post 
treatment.4 

3. Reeves MM et al. Weight loss 
intervention trials in women 
with breast cancer: a 
systematic review. Obes Rev 
(2014). 

4. Head and Neck Guideline 
Steering Committee. Evidence-
based practice guidelines for 
the nutritional management of 
adult patients with head and 
neck cancer. Sydney: Cancer 
Council Australia.  

 
 

Paediatrics  
 Paediatric cancer diagnosis often occurs at peak 

times of physical growth and development (i.e. 
early childhood and adolescents).  
 
Paediatric oncology treatments are often long-
term and result in many symptoms that impact 
on nutritional intake.  
 
Goals of dietetic intervention include:  
• Prevention and reversal of malnutrition (on 

diagnosis and throughout treatment)  

Individual 
patient consults 
 
Use of validated 
paediatric 
oncology 
screening tool  

Dietitian Inpatient or 
ambulatory 
care settings 
 

Screening at 
diagnosis, followed 
by intervention as 
clinically indicated 

CHQ HHS Guideline: Nutritional 
management of SCT patients 
http://qheps.health.qld.gov.au/childr
enshealth/resources/guidelines/gui
de-nut-man-BMT.pdf 
 
CHQ HHS Guideline: Nutritional 
management of  Paediatric 
oncology patients 
http://qheps.health.qld.gov.au/childr
enshealth/resources/guidelines/gui

 

http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-BMT.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-BMT.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-BMT.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-paed-onc-pat.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-paed-onc-pat.pdf
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• Meet the increased requirements placed 
upon the body by oncology treatment  

• Nutritional management of treatment-related 
side effects  

• Maintain healthy growth and development  
 
The use of supportive nutrition such as enteral 
or parenteral feeding is often indicated in these 
patients. 
 

de-nut-man-paed-onc-pat.pdf 
 
CHQ HHS Guideline: Nutritional 
management of Oral Nutrition 
support for Paediatric oncology 
patients 
http://qheps.health.qld.gov.au/childr
enshealth/resources/guidelines/gui
de-nut-man-oral-supp-pat.pdf 
 
CHQ HHS Guideline: Nutritional 
Screening of Paediatric oncology 
patients 
http://qheps.health.qld.gov.au/childr
enshealth/resources/guidelines/gui
de-nut-scrn-paed-onc-pat.pdf 

 
 

 
 
 
 
 
 
 
 

http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-paed-onc-pat.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-oral-supp-pat.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-oral-supp-pat.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-oral-supp-pat.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-scrn-paed-onc-pat.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-scrn-paed-onc-pat.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-scrn-paed-onc-pat.pdf


 

  

105 

FEEDS 

Evidence Area: Renal 
 
V2.0 Contributors: Kylie Boyce, Jillian Ross, Sally Noble, Margie Conley, Simone McCoy, Katie Barwick 
V1.2 Contributors:  Sally Noble, Jillian Murray, Kylie Boyce, Simone McCoy, Martha Churchett 
 
Projections of the future prevalence of end-stage kidney disease pose significant health, economic and management challenges for dietetic and 
overall health services.  The projected number of patients receiving haemodialysis is expected increase by 49% from 2011 to 2020 (Australian 
Institute of Health and Welfare 2014.  Projections of the prevalence of treated end-stage kidney disease in Australia 2012-2020).  Most units 
contribute to the Australia & New Zealand Dialysis & Transplant Registry (ANZDATA -http://www.anzdata.org.au/v1/index.html ) which aims to 
collect data to support health care planning, report on individual hospital activity and outcomes and support databases for research collaboration. 
  
This evidence area is broken up into the stages of chronic kidney disease (CKD).  For details on the staging of CKD, please refer to the following 
documents: 
* KHA-CARI Guidelines. Early chronic kidney disease: diagnose, classification and staging of chronic kidney disease (2012).   
* Chronic Kidney Disease (CKD) management in General Practice (2nd edn). Kidney Health Australia, Melbourne 2012. 
 
 Why – reason for dietetic 

intervention 
How Who Where Frequency for 

intervention 
Comments/ Evidence  

CKD Stage V 
 Priority referrals for Dietitians 

include: 
• Patients new to dialysis 

requiring education 
• Malnourished patient 

requiring nutrition support 
• Patients requiring dietary 

education and 
modification for 
hyperkalaemia 

Individual 
patient 
consults 
 
 

Dietitian in 
consultation with the 
MDT 
 
Dietitians with less 
experience in renal 
nutrition should 
consider liaising with 
an experienced 
Dietitian or a Dietitian 
who manages a 
renal specific 

Dialysis unit, 
out-patient 
Dietitian 
clinic, out-
patient MDT 
renal clinic 

As clinically 
indicated, or a 
minimum of 6 
monthly 
 
 
Recommended 
to conduct a 
nutrition 
assessment 
using a 
validated tool 

British Dietetic Association Renal Nutrition Group 
(2011). Evidenced Based Dietetic Guidelines 
Protein Requirements of Adults on Haemodialysis 
and Peritoneal Dialysis. 
 
The Australian and New Zealand Renal Dietitians 
Workforce Planning Group.  Workforce 
Recommendations for Renal Dietitians in Australia 
and New Zealand.  2012. 
 
Ash S, Campbell K, MacLaughlin H, et al. 
Evidence based practice guidelines for the 

 

http://www.anzdata.org.au/v1/index.html
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caseload 
 

(e.g. PG-SGA or 
SGA) 6 monthly 
 

Nutritional management of chronic kidney 
disease. Nutrition & Dietetics 2006; 63: S35-S45. 
 
Kidney Health Australia CARI Guidelines. Dialysis 
Guidelines. 
 
Kidney Disease: Improving Global Outcomes 
(KDIGO) CKD–MBD Work Group. KDIGO clinical 
practice guideline for the diagnosis, evaluation, 
prevention, and treatment of chronic kidney 
disease–mineral and bone disorder (CKD–MBD). 
Kidney International 2009; 76 (Suppl 113): S1–
S130. 
 
Wright, M & Jones, C. (2010). Clinical Practice 
Guidelines. Nutrition in CKD. UK Renal 
Association. 
 
NICE Guidelines – Management of stage 5 
chronic kidney disease. 
http://pathways.nice.org.uk/pathways/chronic-
kidney-disease#path=view%3A/pathways/chronic-
kidney-disease/management-of-stage-5-chronic-
kidney-disease.xml&content=view-
node%3Anodes-person-with-stage-5-ckd  
 
Crail S, Walker R & Brown M. Renal supportive 
and palliative care: position statement. 2013. 
Nephrology 18 393-400. 
 

 Medium priority referrals 
include: 
• Bone Mineral 

Management (phosphate, 
calcium and PTH)  

• Fluid management 
• Symptom management 

and quality of diet for 
conservatively managed 
patients. 

 

Individual 
patient 
consults 

Dietitian in 
consultation with the 
MDT 
 
Dietitians with less 
experience in renal 
nutrition should 
consider liaising with 
an experienced 
Dietitian or a Dietitian 
who manages a 
renal specific 
caseload 

Dialysis unit, 
out-patient 
Dietitian 
clinic, out-
patient MDT 
renal clinic 

As clinically 
indicated, or a 
minimum of 6 
monthly 
 
Recommended 
to conduct a 
nutrition 
assessment 
using a 
validated tool 
(e.g. PG-SGA or 
SGA) 6 monthly 

 

 
 
 
 
 
 
 

Lower priority 
• Weight management 
• Diabetes management 
 

Individual 
patient 
consults  

Dietitian in 
consultation with the 
MDT 
 
Dietitians with less 
experience in renal 
nutrition should 
consider liaising with 
an experienced 
Dietitian or a Dietitian 
who manages a 
renal specific 
caseload 
 

Dialysis unit, 
out-patient 
Dietitian 
clinic, out-
patient MDT 
renal clinic 
 
Consider 
utilising 
specialists 
clinics (e.g. 
for diabetes 
mgmt) 
 

As clinically 
indicated 

 

CKD Stage IV   

 High priority referrals Individual Dietitian in Out-patient Consider 3 The Australian and New Zealand Renal Dietitians  

http://pathways.nice.org.uk/pathways/chronic-kidney-disease#path=view%3A/pathways/chronic-kidney-disease/management-of-stage-5-chronic-kidney-disease.xml&content=view-node%3Anodes-person-with-stage-5-ckd
http://pathways.nice.org.uk/pathways/chronic-kidney-disease#path=view%3A/pathways/chronic-kidney-disease/management-of-stage-5-chronic-kidney-disease.xml&content=view-node%3Anodes-person-with-stage-5-ckd
http://pathways.nice.org.uk/pathways/chronic-kidney-disease#path=view%3A/pathways/chronic-kidney-disease/management-of-stage-5-chronic-kidney-disease.xml&content=view-node%3Anodes-person-with-stage-5-ckd
http://pathways.nice.org.uk/pathways/chronic-kidney-disease#path=view%3A/pathways/chronic-kidney-disease/management-of-stage-5-chronic-kidney-disease.xml&content=view-node%3Anodes-person-with-stage-5-ckd
http://pathways.nice.org.uk/pathways/chronic-kidney-disease#path=view%3A/pathways/chronic-kidney-disease/management-of-stage-5-chronic-kidney-disease.xml&content=view-node%3Anodes-person-with-stage-5-ckd
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How Who Where Frequency for 
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include: 
• Nutrition Support 
• Hyperkalaemia  
• Bone Mineral 

Management (phosphate, 
calcium and PTH)  

• Fluid Management 
 
 

patient 
consults 
 

consultation with the 
MDT 
 
Dietitians with less 
experience in renal 
nutrition should 
consider liaising with 
an experienced 
Dietitian or a Dietitian 
who manages a 
renal specific 
caseload 
 

Dietitian 
clinic or out-
patient MDT 
renal clinic 
 
Consider 
utilising 
specialists 
clinics (e.g. 
for diabetes 
mgmt) 
 

monthly nutrient 
intake 
assessment & 
6-12 monthly 
SGA or PG-
SGA 

Workforce Planning Group.  Workforce 
Recommendations for Renal Dietitians in Australia 
and New Zealand.  2012. 
 
Ash S, Campbell K, MacLaughlin H, et al. 
Evidence based practice guidelines for the 
Nutritional management of chronic kidney 
disease. Nutrition & Dietetics 2006; 63: S35-S45. 
 
Kidney Health Australia CARI Guidelines. Chronic 
Kidney Disease Guidelines. 
http://www.cari.org.au/  
 
Kidney Disease: Improving Global Outcomes 
(KDIGO) CKD–MBD Work Group. KDIGO clinical 
practice guideline for the diagnosis, evaluation, 
prevention, and treatment of chronic kidney 
disease–mineral and bone disorder (CKD–MBD). 
Kidney International 2009; 76 (Suppl 113): S1–
S130. 
 
Wright, M & Jones, C. (2010). Clinical Practice 
Guidelines. Nutrition in CKD. UK Renal 
Association. 
 

 Medium/lower priority 
referrals include: 
• Weight management 
• Diabetes management  
• Lipid management 
 

Individual 
patient 
consults 
 
Group 
education 
may be 
appropriate 
for some 
patients 

Dietitian in 
consultation with the 
MDT 
 
Dietitians with less 
experience in renal 
nutrition should 
consider liaising with 
an experienced 
Dietitian or a Dietitian 
who manages a 
renal specific 
caseload 

Out-patient 
Dietitian 
clinic or out-
patient MDT 
renal clinic 
 
Consider 
utilising 
specialists 
clinics (e.g. 
for diabetes 
mgmt) 

Consider 3 
monthly nutrient 
intake 
assessment & 
6-12 monthly 
SGA or PG-
SGA 

 

CKD Stage III 
 
 
 
 
 

The primary role of the 
Dietitian in Stage III CKD 
treatment is in the 
management of co-
morbidities. 

Individual 
patient 
consults 
 
Group 

MDT with Dietitian 
consultant 
 

Out-patient 
Dietitian 
clinic or out-
patient MDT 
renal clinic 

6-12 monthly or 
as needed 

The Australian and New Zealand Renal Dietitians 
Workforce Planning Group.  Workforce 
Recommendations for Renal Dietitians in Australia 
and New Zealand.  2012 
 

 

http://www.cari.org.au/
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intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

 
 

 
(See other evidence folders 
such as diabetes, obesity 
and cardiovascular disease 
depending on the patients 
nutrition needs) 
 

education 
 

 
Consider 
utilising 
specialists 
clinics (e.g. 
for diabetes 
mgmt) 
 
Consider 
managing 
referrals 
utilising 
community / 
NGOs / 
private 
Dietitians 

Ash S, Campbell K, MacLaughlin H, et al. 
Evidence based practice guidelines for the 
Nutritional management of chronic kidney 
disease. Nutrition & Dietetics 2006; 63: S35-S45. 
 
Kidney Health Australia CARI Guidelines. Chronic 
Kidney Disease Guidelines. 
http://www.cari.org.au/  

CKD Stage I and II 
 
 
 
 
 
 
 

The primary role of the 
Dietitian in the early stages of 
CKD treatment is in the 
management of co-morbidities. 
 
(See other evidence folders 
such as diabetes, obesity and 
cardiovascular disease 
depending on the patients 
nutrition needs) 
 

Individual 
patient 
consults 
 
Group 
education 

MDT with Dietitian 
consultant 

Out-patient 
Dietitian 
clinic or out-
patient MDT 
renal clinic 
 
Consider 
utilising 
specialists 
clinics (e.g. 
for diabetes 
mgmt) 
 
Consider 
managing 

As clinically 
indicated 

The Australian and New Zealand Renal Dietitians 
Workforce Planning Group.  Workforce 
Recommendations for Renal Dietitians in Australia 
and New Zealand.  2012. 
 
Kidney Health Australia CARI Guidelines. Chan M 
& Johnson D (2012).  Modification of lifestyle and 
nutrition interventions for management of early 
chronic kidney disease. 
http://www.cari.org.au/  

 

http://www.cari.org.au/
http://www.cari.org.au/
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referrals 
utilising 
community / 
NGOs / 
private 
Dietitians 
 

Renal Transplant Recipients 
 New renal transplant recipients 

are considered a high priority 
for Dietitians.   
 
Referrals for the Dietitian may 
be for: 
• Nutrition support 
• Food safety 
• Electrolyte management 
• Symptom management 

related to medications 
• Disease prevention 
 
For patients with established 
renal transplants, high priority 
referrals would include: 
• Nutrition management of  

failing transplants 
(See CKD Stage 4/ 5 clinical 
priorities) 

 

Individual 
patient 
consults 

Dietitian in 
consultation with the 
MDT 
 
Dietitians with less 
experience in renal 
nutrition should 
consider liaising with 
an experienced 
Dietitian or a Dietitian 
who manages a 
renal specific 
caseload 
 

Hospital 
ward with a 
renal 
transplant 
unit 
 
 
 
 
 
 
 
 
 
 
Out-patient 
settings 

As clinically 
indicated 

Evidence–based guidelines for the nutritional 
management of adult kidney transplant 
Recipients, 2009. 
 
Kidney Health Australia CARI Guidelines. Care of 
Kidney Transplant Recipients. April 2010. 
http://www.cari.org.au/  
 
Kidney Disease: Improving Global Outcomes 
(KDIGO) Transplant Work Group. KDIGO clinical 
practice guideline for the care of kidney transplant 
recipients. American Journal of Transplantation 
2009; 9 (Suppl 3): S1–S157 

 

 In established renal transplant 
recipients, medium and lower 
priority referrals include: 

Individual 
patient 
consults 

Dietitian in 
consultation with the 
MDT 

Out-patient 
settings 

Annually or as 
required 

 

http://www.cari.org.au/
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• Weight gain post-transplant 
• Diabetes management 
• Cardiovascular health 
• Food safety education 
 

 
Dietitians with less 
experience in renal 
nutrition should 
consider liaising with 
an experienced 
Dietitian or a Dietitian 
who manages a 
renal specific 
caseload 
 

Acute Kidney Injury 
 HIGH priority referrals include: 

• Nutrition Support 
• Hyperkalaemia  
• Fluid and salt management 
 

Individual 
patient 
consults 

Dietitian in 
consultation with the 
MDT 
 
Dietitians with less 
experience in renal 
nutrition should 
consider liaising with 
an experienced 
Dietitian or a Dietitian 
who manages a 
renal specific 
caseload 

Acute care 
setting 

As clinically 
indicated 

Kidney Disease: Improving Global Outcomes 
(KDIGO) Clinical Practice Guideline for Acute 
Kidney Injury. Kidney International. 2012; 2; 1. Of 
note is chapter 3.3. 

 

Other  
 HIGH priority referrals include: 

• Pregnancy and Renal 
Disease 

 

Individual 
patient 
consults 

Dietitian in 
consultation with the 
MDT 
 
Dietitians with less 
experience in renal 

Acute care 
setting or 
Out- patient 
Dietitian 
clinic or out-
patient MDT 

As clinically 
indicated 

Stover J. Nutritional management of pregnancy in 
chronic kidney disease. Adv Chronic Kidney Dis. 
2007; 14(2):212-4. 
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nutrition should 
consider liaising with 
an experienced 
Dietitian or a Dietitian 
who manages a 
renal specific 
caseload 
 

renal clinic 
 

 
 
 
 
 
 
 

Other Medium/lower priority 
referrals include: 
• Kidney stones 

Individual 
patient 
consults 
 

MDT with Dietitian 
consultant 

Acute care 
setting / Out- 
patient 
Dietitian 
clinic or out-
patient MDT 
renal clinic 

As clinically 
indicated 

Penniston KL, Nakada SY. Diet and alternative 
therapies in the management of stone disease. 
Urol Clin North Am. 2013; 40(1):31-46.  

 

Paediatrics 
 Children with CKD frequently 

exhibit growth delay, 
malnutrition, feeding difficulties 
and nutrition related metabolic 
abnormalities, which are 
associated with a greater risk 
of morbidity and mortality. 
 
Indicators for nutrition 
intervention include: 
• hyperkalaemia 
• bone mineral management 
• suboptimal growth  
• suboptimal oral intake  
• nutrition support  

Individual 
patient 
consults 
with 
family   
 
 

Dietitian in 
consultation with 
nephrologist and 
MDT as required  
 
 
Early involvement of 
OT/SP is important 
with infants and 
toddlers to manage 
oral hypersensitivity, 
food refusal and 
transition from tube 
to oral diet post-
transplant.   

Inpatient and  
outpatient 
setting  
 
 
 
 

CKD Stages 2-
5 
Routine Review: 
• < 1 year: 2-

4weekly 
• 1-3 years: 1-

3monthly 
• > 3 years: 3-

6monthly  
More frequently 
if clinically 
indicated 
 
Dialysis  
Routine Review: 
• < 1 year: 2-

CHQ Guidelines 
http://qheps.health.qld.gov.au/childrenshealth/res
ources/guidelines/guide-man-chro-kid-dis.pdf 
 
Nutrition in Children with CKD. K/DOQI Guidelines 
2008:  
http://www.kidney.org/PROFESSIONALS/kdoqi/g
uidelines.cfm 
 
Kidney Health Australia CARI Guidelines. Chronic 
Kidney Disease Guidelines. Nutrition and Growth 
in Kidney Disease 2005 http://www.cari.org.au/ 
 
KDIGO Clinical Practice Guideline for the 
Diagnosis, Evaluation, Prevention, and Treatment 
of Chronic Kidney Disease–Mineral and Bone 

 

http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-man-chro-kid-dis.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-man-chro-kid-dis.pdf
http://www.kidney.org/PROFESSIONALS/kdoqi/guidelines.cfm
http://www.kidney.org/PROFESSIONALS/kdoqi/guidelines.cfm
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intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

 
Aims of nutritional 
management:  
• promote optimal growth 

and development  
• prevent and treat 

malnutrition  
• ensure adequate 

micronutrient intake 
• assist conservation of 

renal function 
• minimise nutrition impact 

symptoms including 
nausea, fatigue, anorexia 

• promote a wide variety of 
healthy foods within dietary 
restrictions   

 
 

4 weekly 
• 1-3 years: 1-

2 monthly 
• > 3 years: –

3monthly  
More frequently 
if clinically 
indicated 
 
Transplant  
Routine Review: 
• Monthly for 

first 3 
months 

• Annually 
thereafter 

More frequently 
for  mgmt of 
hypertension, 
excessive 
weight gain or 
hyperlipidaemia 
 
Nephrotic 
Syndrome 
Tubular 
Disorders  
• Review on 

diagnosis 
• As required 

for mgmt of 
weight gain / 

Disorder 
http://kdigo.org/home/mineral-bone-disorder/ 
 
KDIGO Clinical Practice Guideline for the 
Evaluation and Management of Chronic Kidney 
Disease 
http://kdigo.org/home/guidelines/ckd-evaluation-
management/ 
 
Rees L, Jones H. Nutritional management and 
growth in children with chronic kidney disease. 
Pediatric Nephrology 2013, 28:527-536 
 
Foster BJ, McCauley L, Mak RH. Nutrition in 
infants and very young children with chronic 
kidney disease. Pediatric Nephrology 2012, 27: 
1427-1439 
 
 
Royle J. Kidney Diseases. Chapter 12 Clinical 
Paediatric Dietetics. Edited by V Shaw 4th ed 2015 
Additional Resources:  
NEMO (Nutrition Education Resources Online) 
website for paediatric and adult renal resources 
http://www.health.qld.gov.au/nutrition/default.asp 
 
 
 
  

http://www.health.qld.gov.au/nutrition/default.asp
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weight loss 
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Evidence Area: Respiratory Disease 
 
V2.0 Contributors:  Jenna Stonestreet, Donna Hickling, Annabel Biven 
V1.2 Contributors:  Jenna Stonestreet, Angela Matson, Annabel Biven 
 
The role of the Dietitian will vary depending on the size and complexity of the respiratory service. 
 
The role includes nutrition assessment, diagnosis, intervention, monitoring and evaluation of nutrition related issues in respiratory patients.  
Attendance of ward rounds and multidisciplinary team meetings to facilitate communication regarding nutritional issues and discharge planning with 
the treating team should be supported.  
 
The Adult Cystic Fibrosis Centre and the Queensland Lung Transplant service, based at The Prince Charles Hospital, are statewide services 
available to assist health professionals in the management of their patients.  Dietitians in both units work with the multidisciplinary team closely to 
achieve best patient outcomes.  
 
 Why – reason for dietetic 

intervention 
How Who Where Frequency for 

intervention 
Comments/ Evidence  

COPD, Bronchiectasis and Other Respiratory Conditions (and established lung transplants) 
 Universally across respiratory 

conditions, the management of 
malnutrition is at the forefront of 
priorities for Dietitians.   
 
Patients at risk of malnutrition or with 
a diagnosis of malnutrition should 
receive assessment and intervention 
from a Dietitian. 
 

Individual 
patient 
consults 
 
 

Dietitian 
 
Allied Health 
Assistants 
 
 

Acute care & 
out- patient 
settings, 
including 
specialist clinics 

As clinically 
indicated 

2009 Evidence Based Practice 
Guidelines for the Nutritional 
Management of Malnutrition in Adult 
patients Across the Continuum of Care  
 
2014 Respiratory Disease Chapter- 
Manual of Dietetic Practice, Fifth 
Edition. The British Dietetic 
Association.  

 

 Dietitians are encouraged to support 
patients through Pulmonary 
Rehabilitation programs; involvement 

Group 
education 

Dietitian in 
conjunction with 
MDT 

Community-
based settings 

As per program 
structure 

The Better Living with COPD- nutrition 
chapter (The Lung Foundation 
Australia) 
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may occur in the delivery of 
programs and should occur in 
program development. 
 
 

 
The Australian Lung Foundation 
Pulmonary Rehabilitation Toolkit 

 Patients with a BMI > 30kg/m2 in 
addition to respiratory disease may 
benefit from lifestyle counselling; 
consideration should be given to the 
appropriateness of the service and 
settings to deliver this intervention. 
 

Individual 
patient 
consults 
 
Group 
education 

Community 
Dietitian 

Community-
based settings 

As clinically 
indicated 

Clinical Practice Guidelines for 
Management of Overweight and 
Obesity in Adults (NHMRC) 

 

Cystic Fibrosis 

 Priorities for the Dietitian in the 
management of cystic fibrosis 
include: 
• Malnutrition and Nutrition 

Support 
• Pancreatic Enzyme Replacement 

Therapy (PERT) 
• Salt Replacement Therapy and 

hydration 
 

Individual 
patient 
consults  
 
Telehealth 
 
 

Dietitian with 
experience in cystic 
fibrosis 
 
 

Acute care & 
out- patient 
settings, 
including 
specialist clinics 
 

Reviewed 
annually & more 
frequently if 
indicated 
(malnourished, 
frequent 
admissions) 
 
Patients on 
HENS should be 
reviewed at 
least every 6 
months 
 

2006 Australasian Clinical Practice 
Guidelines for Nutrition in CF (N.B. an 
update of these guidelines are to be 
published in 2017) 
 
2016 ESPEN-ESPGHAN-ECFS 
guidelines on nutrition care for infants, 
children, and adults with cystic fibrosis, 
Clinical Nutrition  
 
2013 Australian standards of care for 
cystic fibrosis related diabetes  
 
2008 CF Standards of Care  
 
CF specific NEMO resources for adults 
are available for:  

• Distal Intestinal Obstruction 
Syndrome  

 

 It is also beneficial for a Dietitian to 
be involved in the management of: 
• Impaired Glucose Tolerance and 

Cystic-Fibrosis related diabetes 
(CFRD) 

Individual 
patient 
consults  
 
Telehealth 

Dietitian with 
experience in CF in 
conjunction with the  
MDT:  
• CFRD: 

Acute care & 
out- patient 
settings, 
including 
specialist clinics 

OGTT to be 
performed 
annually 
 
As clinically 
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• Distal Ileal Obstruction 
Syndrome (DIOS) 

• Cystic Fibrosis Liver Disease 
(CFLD) 

• Pregnancy 

endocrinologist 
• DIOS: medical 

officers 
• CFLD: 

gastroenterolog
ist 

• Pregnancy: 
obstetrician 

indicated for 
diagnosis & 
monitoring 

• Salt replacement 
• Pancreatic Enzyme 

Replacement Therapy 
• Vitamin supplementation  
• High energy diet 
• Bone health  
• Cystic Fibrosis related 

diabetes 
• Healthy eating and weight gain 

during pregnancy  
• Sports nutrition  
 

 Lesser priorities for Dietitian 
intervention, but nonetheless 
important areas for nutrition 
management include: 
• Vitamin Therapy  
• Bone Health 

 

Individual 
patient 
consults  
 
Telehealth 

Dietitian with 
experience in cystic 
fibrosis 

Acute care & 
out- patient 
settings, 
including 
specialist clinics 

Fat soluble 
vitamins (A, D, 
E) to be tested 
annually or 
more frequently 
if indicated  
 
BMD to be 
tested every 2-5 
years 
 

 

 For patients with BMI > 30 Kg/m2, 
lifestyle counselling, nutritional 
management and exercise 
prescription can be effective nutrition 
interventions. 
 

Individual 
patient 
consults 
 
Group 
education 

Community 
Dietitian or Dietitian 
with experience in 
CF in conjunction 
with  
physiotherapist 
 

Community-
based settings 

As clinically 
indicated 

 

Paediatrics – Cystic Fibrosis 

  In addition to the above listed 
interventions, additional priorities 
include: 
 
 

Individual 
patient 
consults 
 
Telehealth 

Paediatric dietitian 
with experience in 
cystic fibrosis in 
conjunction with the 
MDT 

Acute care & 
out- patient 
settings,  
including 
specialist clinics 

Reviewed 
annually (SOC 
recommend 
twice annually 
by a specialist 

2006 Australasian Clinical Practice 
Guidelines for Nutrition in CF (N.B. an 
update of these guidelines are to be 
published in 2017) 
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 • The newly diagnosed infant with 
CF 

 
 

team)  
 
More frequently 
if indicated 
(malnourished, 
frequent 
admissions) 
 
Note newly 
diagnosed 
infants may 
initially require 
weekly/twice 
weekly reviews 
 
 

2008 CF Standards of Care 
 
CHQ HHS Guideline for the Nutritional 
Management of Children with Cystic 
Fibrosis 
http://qheps.health.qld.gov.au/children
shealth/resources/guidelines/guide-
nut-man-child-cystic-fibrosis.pdf  
 
CF specific NEMO resources for 
paediatrics  are available for:  

• Distal Intestinal Obstruction 
Syndrome  

• Salt replacement 
• Pancreatic Enzyme 

Replacement Therapy 
• Vitamin supplementation  

 

   
 

• Falling BMI percentiles or BMI 
<25th percentile 

 

 

• End-stage lung disease / pre-
transplant 
 

 • Changing nutritional 
requirements and/or behaviours 
throughout infancy, childhood 
and adolescence (e.g: late onset 
pancreatic insufficiency, puberty, 
issues with adherence to 
nutritional therapies) 

 

 The nutritional management for 
overweight and obesity may be 
indicated in the out-patient setting for 
patients with BMI > 85th percentile. 

Lung Transplant 
 
 
 
 
 
 
 

All patients undergoing lung 
transplant assessments should be 
seen by the dietitian for the following 
interventions: 
• Optimise nutritional status (QLD 

Lung Transplant Service BMI 
targets for listing: BMI > 17Kg/m2 

and <30Kg/m2)  
• Optimise diabetes management 

Individual 
patient 
consults  
 
 

Dietitian with 
experience in lung 
transplants 
 
Diabetes mgmt 
liaison with or 
referral to 
endocrinologist +/- 
diabetes educator  

Acute care & 
out- patient 
settings 

Patients will 
require 
comprehensive 
education & 
follow-up 

A consensus document for the 
selection of lung transplant candidates: 
2014 – An update from the Pulmonary 
Transplantation Council of the 
International Society for Heart and 
Lung Transplantation 
 
2006 Australasian Clinical Practice 
Guidelines for Nutrition in CF (N.B. an 

 

http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-child-cystic-fibrosis.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-child-cystic-fibrosis.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-child-cystic-fibrosis.pdf
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(QLD Lung Transplant Service 
target HbA1c <8.0%) 

• Optimise bone mineral density 
• Optimise lipid profile 
• Food safety counselling 

 

For those patients 
with CF, shared 
consultation with 
the CF specialist 
team is warranted 

update of these guidelines are to be 
published in 2017) 
 
Australian & New Zealand Nursing 
Standards of Care for Cystic Fibrosis 
(2015) 
(https://www.thoracic.org.au/journal-
publishing/command/download_file/id/
16/filename/ANZ_NURSING_SOC_CF
_2015.pdf)  
 
 

 The Dietitian should also assess 
patients immediately post lung 
transplant for the following 
interventions:   

• Monitor adequacy of 
nutritional intake   

• Review gastrointestinal 
symptoms including GORD, 
gastroparesis, nausea and 
constipation 

• Monitor BGLs 
• Food safety education 
• Post transplant education 

 

Individual 
patient 
consults  
 

Dietitian with 
experience in lung 
transplant 
 
Diabetes mgmt 
liaison with or 
referral to 
endocrinologist +/- 
diabetes educator  
 

Acute care & 
out- patient 
settings 

Patients will 
require 
comprehensive 
education & 
follow-up 

New-Onset Diabetes after 
Transplantation: 2003 International 
Consensus Guidelines 
 
2006 Australasian Clinical Practice 
Guidelines for Nutrition in CF (N.B. an 
update of these guidelines are to be 
published in 2017) 
 
Australian & New Zealand Nursing 
Standards of Care for Cystic Fibrosis 
(2015) 
(https://www.thoracic.org.au/journal-
publishing/command/download_file/id/
16/filename/ANZ_NURSING_SOC_CF
_2015.pdf) 

 

 Long term follow-up to monitor:  
• Nutritional status (aiming for 

BMI 20-25kg/m2) 
• Diabetes management 

Individual 
patient 
consults  
 

Dietitian with 
experience in lung 
transplant/cystic 
fibrosis 

Acute care & 
out- patient 
settings 

Reviewed 
annually & more 
frequently if 
indicated 

2006 Australasian Clinical Practice 
Guidelines for Nutrition in CF (N.B. an 
update of these guidelines are to be 
published in 2017) 

 

https://www.thoracic.org.au/journal-publishing/command/download_file/id/16/filename/ANZ_NURSING_SOC_CF_2015.pdf
https://www.thoracic.org.au/journal-publishing/command/download_file/id/16/filename/ANZ_NURSING_SOC_CF_2015.pdf
https://www.thoracic.org.au/journal-publishing/command/download_file/id/16/filename/ANZ_NURSING_SOC_CF_2015.pdf
https://www.thoracic.org.au/journal-publishing/command/download_file/id/16/filename/ANZ_NURSING_SOC_CF_2015.pdf
https://www.thoracic.org.au/journal-publishing/command/download_file/id/16/filename/ANZ_NURSING_SOC_CF_2015.pdf
https://www.thoracic.org.au/journal-publishing/command/download_file/id/16/filename/ANZ_NURSING_SOC_CF_2015.pdf
https://www.thoracic.org.au/journal-publishing/command/download_file/id/16/filename/ANZ_NURSING_SOC_CF_2015.pdf
https://www.thoracic.org.au/journal-publishing/command/download_file/id/16/filename/ANZ_NURSING_SOC_CF_2015.pdf
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• Distal Ileal Obstruction 
Syndrome (DIOS) 
prevention/management (as 
per CF above) 

• Salt Replacement Therapy 
and hydration (as per CF 
above) 

 

 
Diabetes mgmt 
liaison with or 
referral to 
endocrinologist +/- 
diabetes educator  
 

(malnourished, 
frequent 
admissions) 
 
Patients on 
HENS should be 
reviewed at 
least every 6 
months 

 

 Lesser priorities for Dietitian 
intervention, but nonetheless 
important areas for nutrition 
management include: 
• Vitamin Therapy  
• Bone Health 
• Lipid 

profile/hypercholesterolaemia 
(for both CF and non-CF patients) 

Individual 
patient 
consults  
 

Dietitian (liaise with 
medical team if 
therapy indicated) 

 

Out-patient 
setting 

Annual review 
 
Fat soluble 
vitamins (A, D, 
E) to be tested 
annually or 
more frequently 
if indicated  
 

2006 Australasian Clinical Practice 
Guidelines for Nutrition in CF (N.B. an 
update of these guidelines are to be 
published in 2017) 
 

 

 For patients with BMI > 30 Kg/m2, 
lifestyle counselling, nutritional 
management and exercise 
prescription can be effective nutrition 
interventions. 
 

Individual 
patient 
consults 
 
Group 
education 

Private/Community 
Health Dietitians 
 
Lung transplant 
dietitians (if 
capacity) 

Out-patient 
setting  

As clinically 
indicated 

Obesity has been linked with Primary 
Graft Dysfunction and can contribute to 
hypercholesterolaemia 

 



 

  

120 

FEEDS 

Evidence Area: Subacute Care 
 
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 stand alone or be 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 hospital 
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 principal diagnosis. Malnutrition is a significant problem in this population and requires early intervention to allow the patient to progress 
towards rehabilitation goals. Conversely lifestyle related diseases such as obesity and diabetes, if impacting on function, may also need to be 
addressed with nutrition intervention and education. The Dietitian should work together with the multidisciplinary team to improve nutrition in order to 
assist the patient meet rehabilitation or functional goals. The dietitian’s role also encompasses handover and referral to community dietetic services 
for ongoing nutritional care post discharge for the subacute facility. 

Case conferences, goal setting meetings (if conducted in the unit) 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  

Description of Condition or Intervention Type 
 HIGH PRIORITY 

Priority patients for dietetic 
referral include: 
 

• Patients with an MST of 
2 or more  

• Malnourished patients 

Nutrition risk screening 
should be incorporated 
into standard processes 
e.g. admission forms and 
intake tools (eg. Pressure 
injury risk assessment 
tool).  

Nutrition screening: 
nursing staff and/or 
Allied Health 
Assistants 
 
 
 

Subacute 
care 
setting 

Frequency of nutrition 
screening should be 
determined according 
to the type of sub-acute 
facility 
- For shorter LOS 
rehabilitation, repeat 

See corresponding 
references below table: 

1, 2, 3, 4, 7, 8, 9, 10, 11, 
12, 13, 15, 16, 17 
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

• Patient groups that are at 
high nutritional risk 
including: 

- Severe heart 
failure 

- Complex 
gastroenterology 
conditions 

- High risk cancer 
- Hip fractures 
- Chronic Liver 

Disease 
- Pressure injuries 

>Stage 2 and 
unstageable 
hospital acquired 
pressure injuries 

- Stroke patients 
- Acquired Brain 

Injury  
- Complex post 

surgical cases  
 
 

 
Consider blanket referrals 
for patients at high 
nutritional risk.  If a lack of 
appropriate resources 
prevents this approach, 
reliance on nutrition 
screening and/or multi-
disciplinary referrals and 
malnutrition prevention 
systems (nourishing diets, 
feeding assistance as 
required, weekly weight 
monitoring) is appropriate. 
 
Automatic feeding 
pathways  and referrals 
for acute stroke patients 
who are managed within a 
subacute setting 
 
Ensure menu systems 
allow for provision of 
appropriate, safe and 
nutritionally adequate food 
and meals with 
appropriate variety for 
long stay patients. 
 
Consideration of food 
service systems to 
maximise nutritional 

Initial nutrition 
assessments should 
be completed by the 
Dietitian. 
 
Monitoring and 
evaluation may be 
delegated to a 
nutrition assistant 
(where available) 
regardless of 
nutritional status / 
intake if patient only 
requires systematic 
nutrition care after 
first or second 
review 
 
Patients receiving 
alternative nutrition 
e.g. tube feeding or 
TPN would be an 
exception to the 
above and not 
appropriate to 
delegate to nutrition 
assistant 
 
Where appropriate 
the Dietitian should 
actively participate in 
overall rehabilitation 

nutrition screening 
weekly 
- For longer/residential 
LOS rehabilitation, 
repeat nutrition 
screening monthly 
 
Monitoring and 
evaluation should be 
completed as clinically 
indicated by nutrition 
care plan.   
 
Re-assessment of 
nutritional status is 
recommended on a 
monthly basis when 
there is a suspected 
change in nutritional 
status or to provide pre 
and post intervention 
comparison. 
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

intakes.     
Patient choice of meals 
and midmeals to be at 
point of service, or as 
close to meal times as 
possible;  dining room 
environment and meal 
time experience should be 
conducive to encouraging 
intakes.   Refer to food 
service evidence area  
above. 
  
 
Consider blanket HPHE 
meals and mid meals for 
at-risk groups and all 
appropriate long stay 
patients 
 
Initial dietetic nutrition 
assessments should be 
completed as an individual 
patient consultation.  

• Establish nutrition 
goals (see goal 
setting reference 
17) for the period 
of rehab together 
with 
patient/family/care
r/ public guardian 

and patient centred 
goal setting 
 
 

 

 

 

 

 

 

 

 

5,6 

 

 

 

 

13,14 

 

 
http://www.sciencedirect.co
m/science/article/pii/S0261
561413003269 - item1 

http://www.sciencedirect.com/science/article/pii/S0261561413003269#item1
http://www.sciencedirect.com/science/article/pii/S0261561413003269#item1
http://www.sciencedirect.com/science/article/pii/S0261561413003269#item1
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

consent. These 
goals should form 
part of the 
broader 
rehabilitation 
goals. 

• Consider nutrition 
supplementation 
including use of 
Supplements as 
Medication (SAM) 
or Med Pass to 
assist in meeting 
nutritional & 
clinical outcomes. 

• Dietary education 
&/or counselling 
(with or without 
supplements) may 
improve nutritional 
intake, weight & 
other outcomes. 

 
 
 

Routine screening for 
micronutrient deficiencies should 
be considered, including Vitamin 
D, Folate, and/or Vitamin B12., 
especially in groups identified as 
at risk. 
 
 

Consider supplementation 
to treat those identified as 
at risk of nutritional 
deficiencies including Vit 
D, Folate and/or Vit B12. 

 
Treating team  

 
Subacute 
care 
setting 
 

 
As clinically indicated 
 
 

 

 LOW and MEDIUM PRIORITY      
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

 
Lifestyle disease education &/or 
counselling for patient and /or 
family/carer where relevant post 
stroke /acquired brain injury & 
upon referral from MO or MDT 
when impacting upon 
rehabilitation. Lifestyle disease 
education may include weight 
reduction/management 
counselling. 
 

 
Group education sessions 
may be considered for this 
purpose if numbers allow. 
 
Referral to community 
Dietetic services for 
chronic disease 
management and weight 
management where 
appropriate rather than 
counselling at the bedside 
for chronic disease. 

 
Dietitian or Nutrition 
Assistant 
 
 
Community Dietitian 
or alternative service 
provider such as 
private practice 

 
Subacute 
care 
setting 

 
As clinically indicated 
 

 
Evidence  

1. Evidence based practice guidelines for the nutritional management of malnutrition in adult patients across the continuum of care 
http://onlinelibrary.wiley.com/doi/10.1111/j.1747-0080.2009.01383.x/abstract 

 
2. 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 
 

3. 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 

 
4. 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 
 

5. 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.pub2/abstract 

 

http://onlinelibrary.wiley.com/doi/10.1111/j.1747-0080.2009.01383.x/abstract
http://www.ncbi.nlm.nih.gov/pubmed/22587643
http://www.ncbi.nlm.nih.gov/pubmed/22717197
http://www.ncbi.nlm.nih.gov/pubmed/24428255
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD004514.pub2/abstract


 

  

125 

FEEDS 

6. 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-D-
Guideline.pdf 

 
7. 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 
 

8. 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 

 
9. Evidence based practice guidelines for the dietetic management of adults with pressure injuries. http://daa.asn.au/wp-

content/uploads/2011/09/Trans-Tasman-Dietetic-Wound-Care-Group-Pressure-Injury-Guidelines-2011.pdf 
 

10. 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 

 

11. Dietary counseling with or without oral nutritional supplements in the management of malnourished patients: a systematic review and meta-
analysis of randomised controlled trials Baldwin & Weekes J Human Nutr Diet 2012; 25:411-26. 
http://onlinelibrary.wiley.com/doi/10.1111/j.1365-277X.2012.01264.x/full 

 

12. 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 

 
13. National Stroke Foundation. Clinical Guidelines for Stroke Management. 2010 

 
14. NHMRC : Clinical practice guidelines for the management of overweight and obesity in adults, adolescents and children in Australia 2013 

 
15. White, J. V., et al. (2012). "Consensus statement: Academy of Nutrition and Dietetics and ASPEN: characteristics recommended for the 

identification and documentation of adult malnutrition (undernutrition)." JPEN J Parenteral Enteral Nutr 36(3): 275-283. 
http://www.sciencedirect.com/science/article/pii/S2212267212003280  

 

https://www.endocrine.org/%7E/media/endosociety/Files/Publications/Clinical%20Practice%20Guidelines/FINAL-Standalone-Vitamin-D-Guideline.pdf
https://www.endocrine.org/%7E/media/endosociety/Files/Publications/Clinical%20Practice%20Guidelines/FINAL-Standalone-Vitamin-D-Guideline.pdf
http://www.ncbi.nlm.nih.gov/pubmed/24398643
http://www.ncbi.nlm.nih.gov/pubmed/12765671
http://daa.asn.au/wp-content/uploads/2011/09/Trans-Tasman-Dietetic-Wound-Care-Group-Pressure-Injury-Guidelines-2011.pdf
http://daa.asn.au/wp-content/uploads/2011/09/Trans-Tasman-Dietetic-Wound-Care-Group-Pressure-Injury-Guidelines-2011.pdf
http://www.sciencedirect.com/science/article/pii/S0261561413003269
http://onlinelibrary.wiley.com/doi/10.1111/j.1365-277X.2012.01264.x/full
http://ageing.oxfordjournals.org/content/35/2/148.long
http://www.sciencedirect.com/science/article/pii/S2212267212003280
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16. 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%20Support%20Workers_Full%20report.pdf 

 
17. Example of Goal Setting tool: Rivermead Goal Setting Tool 

http://journals.sagepub.com/doi/abs/10.1191/0269215503cr599oa?legid=spcre%3B17%2F2%2F192&patientinform-links=yes 
 
 
 

  

https://www.hwa.gov.au/sites/default/files/HWA%20Assistants%20and%20Support%20Workers_Full%20report.pdf
http://journals.sagepub.com/doi/abs/10.1191/0269215503cr599oa?legid=spcre%3B17%2F2%2F192&patientinform-links=yes
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Evidence Area: Wounds 
 
V2.0 Contributors: Megan Ritchie, Claire Reilly 
V1.2 Contributors:  Donna Hickling, Merrilyn Banks 
 
A recent Cochrane review stated there is inconclusive evidence regarding medical nutrition therapy (MNT) for preventing and treating pressure ulcers. 
However, these authors state that this conclusion should not be interpreted as nutritional interventions having no effect on pressure ulcer healing; 
rather that the existing evidence base supporting the use of medical nutrition therapy is of low quality.  Individuals who are receiving health care and 
who are at risk of malnutrition or malnourished should receive expert nutritional assessment and intervention (Langer and Fink 2014). 
 
With respect to chronic wounds such as venous leg ulcers and diabetic foot ulcers, little is known regarding the nutritional status of community 
dwelling adults with chronic wounds and more research is needed.  However, it is accepted that optimal nutrition and hydration is essential for wound 
healing.  
 
 
 Why – reason for dietetic 

intervention 
How Who Where Frequency for 

intervention 
Comments/ Evidence  

Prevention of Pressure Injury 
 Malnutrition is associated with an increased 

risk of an individual having a pressure 
injury.  
Malnutrition is also associated with greater 
severity and number of pressure injuries.  
Nutrition screening and assessment is 
essential to identify malnutrition risk, 
including adequacy of intake, unintentional 
weight loss, and ability to self feed. 
 
The Dietitian’s role is to be involved in the 
development and to oversee systems to 
identify, prevent, and treat malnutrition.  

Organisation-
wide & 
systematic 
approach to 
routine 
malnutrition 
screening, 
referral & 
treatment 
processes, 
including high 
quality food 
service 

Requires an 
organisational 
approach 
 
Where 
possible, 
partnering with 
other care 
providers can 
facilitate the 
early 
identification & 
correction of 

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

Routine check 
systems to 
ensure 
compliance with 
approach (e.g. 
Queensland 
Bedside Audit) 

DAA, Evidence Based Practice 
Guidelines for the Nutritional 
Management in Adult Patients Across 
the Continuum of Care, 2009 
 
Evidence Based Practice Guidelines for 
the Dietetic Management of Adults with 
Pressure Injuries [Australian] 
(http://daa.asn.au/wp-
content/uploads/2011/09/Trans-
Tasman-Dietetic-Wound-Care-Group-
Pressure-Injury-Guidelines-2011.pdf)  
 

 

http://daa.asn.au/wp-content/uploads/2011/09/Trans-Tasman-Dietetic-Wound-Care-Group-Pressure-Injury-Guidelines-2011.pdf
http://daa.asn.au/wp-content/uploads/2011/09/Trans-Tasman-Dietetic-Wound-Care-Group-Pressure-Injury-Guidelines-2011.pdf
http://daa.asn.au/wp-content/uploads/2011/09/Trans-Tasman-Dietetic-Wound-Care-Group-Pressure-Injury-Guidelines-2011.pdf
http://daa.asn.au/wp-content/uploads/2011/09/Trans-Tasman-Dietetic-Wound-Care-Group-Pressure-Injury-Guidelines-2011.pdf
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

This includes advising on food service 
system to meet needs of patients’ e.g. high 
protein/high energy menus. 
 
To date there is no clear evidence that 
mixed nutritional supplements prevent 
pressure injury development. Not to be 
interpreted as nutrition interventions have 
no impact in pressure injury prevention.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

provision 
 
 

malnutrition 
 

Prevention and Treatment of Pressure 
Ulcers: Clinical Practice Guideline 
[International] 2014 
Abridged Quick Reference Guide 
(Downloadable): 
www.internationalguideline.com/static/p
dfs/NPUAP-EPUAP-PPPIA-
PUQuickReferenceGuide-PanPacific-
2016update.pdf  
Full Version (available for purchase): 
http://international-pressure-ulcer-
guidelines.myshopify.com/  
 
National Safety and Quality Health 
Service Standards. Standard 8 
Preventing and Managing Pressure 
Injuries 
http://qheps.health.qld.gov.au/psu/safety
andquality/standards/standard-eight.htm 
 
Australian Wound Management 
Association, Standards for Wound 
Management, 2010: 
http://www.woundsaustralia.com.au/publ
ications/2011_standards_for_wound_ma
nagement_v2.pdf  
 
Langer G, Fink A. Nutritional 
interventions for preventing and treating 
pressure ulcers (review). Cochrane 
Database Systemative Review 2014 (6): 
CD003216 

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
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
http://international-pressure-ulcer-guidelines.myshopify.com/
http://international-pressure-ulcer-guidelines.myshopify.com/
http://qheps.health.qld.gov.au/psu/safetyandquality/standards/standard-eight.htm
http://qheps.health.qld.gov.au/psu/safetyandquality/standards/standard-eight.htm
http://www.woundsaustralia.com.au/publications/2011_standards_for_wound_management_v2.pdf
http://www.woundsaustralia.com.au/publications/2011_standards_for_wound_management_v2.pdf
http://www.woundsaustralia.com.au/publications/2011_standards_for_wound_management_v2.pdf
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

 
 
 
Malnutrition and poor intake is associated 
with delayed healing.  
 
Estimated nutritional requirements*: 
Energy: should be measured through 
indirect calorimetry. If not available/practical 
30-35kCal/kg/day  
Protein: 1.25-1.5g/kg/day 
Fluid: consistent with comorbidities; monitor 
hydration status. 
*Limited evidence for obese patients and 
those with spinal cord injury individual 
assessment should be made.  
 
Patients with pressure ulcers should be 
screened for malnutrition and should have 
an individualised care plan reflective of their 
nutritional needs.  
 
To date there is no clear evidence that 
mixed nutritional supplements prevent 
pressure injury development. Not to be 
interpreted as nutrition interventions have 
no impact in pressure injury prevention.  
 
Insufficient evidence to recommend routine 
supplementation of arginine, vitamin C 
and/or zinc. 
 

https://www.ncbi.nlm.nih.gov/pubmed/24
919719 

https://www.ncbi.nlm.nih.gov/pubmed/24919719
https://www.ncbi.nlm.nih.gov/pubmed/24919719
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

When an individual's nutritional needs 
cannot be met through diet alone (e.g. 
HPHE, and fortified food items) oral 
nutritional supplements should be utilised. 
Consider enteral nutrition if nutritional 
requirements cannot be me orally. 
 
 

Chronic leg ulcers e.g. venous leg ulcer and diabetic foot ulcers 
 
 
 
 
 
 
 

The exact role of nutrition in wound healing, 
including specific nutrients, is still unclear.  
 
Due to the chronic nature of leg ulcers and 
diabetic foot ulcers it is conceivable that 
affected individuals may not be optimally 
nourished, which may in turn impact wound 
healing. 
 
Individuals should be screened for 
malnutrition and/or have a full nutritional 
assessment to ensure nutrient adequacy 
and diabetic control (if appropriate). 
 
Currently no evidence to support routine 
zinc supplementation in diabetic and non-
diabetic venous ulcers. Insufficient 
evidence to determine the benefit of other 
nutrient supplementation (e.g. vitamin E, 
vitamin D, specific amino acids) on healing 
chronic ulcers caused by diabetes or non-
diabetic vascular disease.  
 

Organisational 
systematic 
approach to 
team initiated 
provision of 
appropriate 
nutrition care 
plan & 
referrals 
processes 
 

MDT with 
Dietitian 
consultant 
 

Community 
based 
clinics; and 
acute care 
settings 

As above No evidence about specific nutrition 
requirements.  
 
Australian and New Zealand Clinical 
Practice Guideline for Prevention and 
Management of Venous Leg Ulcers 
2011 
http://www.awma.com.au/publications/2
011_awma_vlug.pdf  
 
Australian Wound Management 
Association, Standards for Wound 
Management, 2010: 
http://www.woundsaustralia.com.au/publ
ications/2011_standards_for_wound_ma
nagement_v2.pdf  
 
Wilkinson EA. Oral zinc for arterial and 
venous leg ulcers. The Cochrane 
Database of systematic reviews. 
2014;9:CD001273. 
http://www.ncbi.nlm.nih.gov/pubmed/252
02988 

 

http://www.awma.com.au/publications/2011_awma_vlug.pdf
http://www.awma.com.au/publications/2011_awma_vlug.pdf
http://www.woundsaustralia.com.au/publications/2011_standards_for_wound_management_v2.pdf
http://www.woundsaustralia.com.au/publications/2011_standards_for_wound_management_v2.pdf
http://www.woundsaustralia.com.au/publications/2011_standards_for_wound_management_v2.pdf
http://www.ncbi.nlm.nih.gov/pubmed/25202988
http://www.ncbi.nlm.nih.gov/pubmed/25202988
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

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 
 

 

Paediatrics e.g. burns, meningococcal sepsis, pressure injury management 
 
 
 
 
 
 
 

Malnutrition is associated with an increased 
risk of development of pressure areas and 
poor wound healing.  
 
Paediatric screening tools can be useful in 
identifying these patients for dietetic 
intervention. 
 
Dietetic intervention also is required for the 
following conditions: 
• Burns where: 

o Child is <1 year of age 
o >10% total body surface area 

(TBSA) affected 
o the area of their burn (regardless of         

TBSA) affects oral intake e.g. 
mouth, GIT, hands 

o there is a pre-existing illness, 
inhalation injury or deeper burns 

• Meningococcal sepsis 
 

Estimated nutrition requirements for 
Paediatric Burns*: 

Malnutrition 
screening 
performed by 
nursing staff 
within 24hrs of 
admission 
 
If positive 
score, 
individual 
dietitian 
assessment 
 
Burns protocol 
initiated within 
24hrs of  
admission with 
early enteral 
feeding then 
by individual 
consult with 
Dietitian 
(blanket 

Dietitian  
 
 

Acute care 
settings 

As above Guideline – Nutritional Management of 
Paediatric Burns Patients, Children’s 
Health Queensland Hospital and Health 
Service  
http://qheps.health.qld.gov.au/childrensh
ealth/resources/guidelines/guide-nut-
man-paed-burns-patients.pdf  
 
Prevention and Treatment of Pressure 
Ulcers: Clinical Practice Guideline 
[International] 2014 
Abridged Quick Reference Guide 
(Downloadable): 
www.internationalguideline.com/static/p
dfs/NPUAP-EPUAP-PPPIA-
PUQuickReferenceGuide-PanPacific-
2016update.pdf  
Full Version (available for purchase): 
http://international-pressure-ulcer-
guidelines.myshopify.com/ 

 

http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-paed-burns-patients.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-paed-burns-patients.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-paed-burns-patients.pdf
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
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
http://international-pressure-ulcer-guidelines.myshopify.com/
http://international-pressure-ulcer-guidelines.myshopify.com/
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 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

• Energy: BMR x 2.0  
• Protein: 1.5-3g/kg/ 
• NRV x 120-140% 
• Increased micronutrient requirements – 

trace elements and vitamins (especially 
Vitamin C, Zinc, Copper, Selenium and 
Thiamine) (ESPEN guidelines) 

*Requirements are weight and age based 
calculation, refer to back to Guidelines. 
 
Pressure Injury – Paeds: 

- 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 

 
 

referral) 
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Appendix One: Summary of Chapter Review Edits 
 

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

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

Cardiology 

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 co-morbidities 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 

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/guideline
s/gdl-00528.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 

Diabetes 
 Added 
1. American Diabetes Association Clinical Practice 

Added  
Nil 

http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/gdl-00528.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/gdl-00528.pdf
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Recommendations for Treatment of Type 1 Diabetes Complicated 
by Problematic Hypoglycemia 2015. 
2. Standards of Medical Care in Diabetes 2014 - Position 
Statement -Diabetes Care Volume 37, Supplement 1, January 
2014 
 
Matching insulin to CHO has also been shown to effective in 
reducing Hba1c in patients with T2DM - 
Adjust to target in Type 2 diabetes – comparison of a simple 
algorithm with carbohydrate counting for adjustment of meal time 
insulin glulisine – Diabetes Care, Volume 31, July 2008 
Changed 
Nil 
Removed 
Nil 

Changed 
Nil 
Removed 
Nil 
 

Eating Disorders 

 Added 
Included EDOS contact details 
Changed 
Hyperlink: 
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/docu
ments/edos-inpat-qld.pdf 
Removed 
Nil 

Added  
Nil 
Changed 
Nil 
Removed 
Nil 
 

Food Services 

 Added 
• In comments/evidence – NSW Nutrition Standards for 

Adult Inpatients, NSW Nutrition Standards of Paeds 
inpatients, NSW Therapeutic Diet Specifications, NSW 
Therapeutic Diet Specifications for Paeds, NSW Nutrition 
Standards for Mental Health inpatients  
Link: 
https://www.aci.health.nsw.gov.au/resources/nutrition/nutri
tion-food-in-hospitals/nutrition-standards-diets 

• Under frequency of intervention added review of 
ingredient specifications under Standard Recipes. 

 
Please refer to the adult review team changes. A paediatric food 
service expert was included as part of the review team. 

http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-inpat-qld.pdf
http://hi.bns.health.qld.gov.au/mental_health/eating_disorder/documents/edos-inpat-qld.pdf
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• Allergen managements to Food safety heading 
• Added Foodservice tools to Evidence column -  Resident 

Foodservice Satisfaction Questionnaire, Consumer 
Opinion Card 

• Added specific  data collection requirements under 
frequency of intervention 

• Use of SOA to How column & Procurement Directive to 
Evidence column 

 
 
Changed 

• In  foot note –Version 2.1 & Updated February 2017 
• In Comments/Evidence – Changed version of QH 

Nutrition Standards to 2015 and availability on NEMO, 
updated version of QH Foodservice BP Guidelines, 
Changed Version of QH Foodservice KPIs 

• Changed order of references in Evidence columns 
• Significant wording changes to Advocacy section  

Removed 
Nil 

Gastroenterology 
& Liver Disease 

Added  
Coeliac Disease: Added an extra reference 
Inflammatory Bowel Disease: Added additional reference around 
dietary interventions for prevention of flares 
Intestinal Failure: Added other members of the multidisciplinary 
team in the management of intestinal failure patients. 
Pancreatitis: Added more recent article to the references 
Cholecystectomy and Hernia Repair: Added additional paper that 
states low fat diet not required post cholecystectomy.  
Changed 
Diverticular Disease: Changes to non-urgent intervention 
(provision of written information) 
Removed 
Nil 

Added  
Evidence 

• Sandhu BK, et al (2010). “Guidelines for the Management 
of Inflammatory Bowel Disease in Children in the United 
Kingdom” JPGN 50: S1-S13. 

• Nightingale S, Ng VL (2009). “Optimizing Nutritional 
Management in Children with Chronic Liver Disease” 
Pediatr Clin N Am 56: 1161–1183 

• Nel ED, Terbalnche AJ (2015). “Nutritional support of 
children with chronic liver disease” SAMJ 105 (7) 

Changed 
Nil 
Removed 
Nil 
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Intensive Care 

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 (ie 
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/guideline
s/gdl-00527.pdf 
 
Changed 
Nil 
Removed 
Nil 

Malnutrition 

Added  
Screening and Assessment:   
Added text: *for this document these include, for example, nutrition 
assistants, dietetic assistants, allied health assistants 
Updated resources 
PEN Which nutrition screening/assessment tools are effective for 
identifying malnutrition or risk of malnutrition in frail older adults 
who are institutionalized or living in nursing homes, care homes or 
long-term care (LTC) homes?  
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541
&pqcatid=145&pqid=2559&kppid=2562&book=Evidence&num=1#
Evidence 
PEN. Which nutrition screening tools are effective for identifying 
malnutrition or risk of malnutrition in older adults independently 
living in the community? 
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541
&pqcatid=145&pqid=2551 

Added  
• Why - Malnutrition in childhood impacts on growth, 

developmental and clinical outcomes. 
• How - Paediatric nutrition screening, coding and 

assessment. Treatment , Food Service provision 
• Who - Nurses and Dietitians 
• Where- Throughout the continuum of care 
• Freq intervention - Dependent of severity of malnutrition 
• Evidence –  

 
Paediatric Nutrition Screening Tool 
https://www.childrens.health.qld.gov.au/chq/health-
professionals/paediatric-health-resources/nutrition-screening-tool/ 
 
NEMO 
https://www.health.qld.gov.au/datasets.pdf_file/0018/147123/paed
s_hphe.pdf 

http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/gdl-00527.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/gdl-00527.pdf
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&pqcatid=145&pqid=2559&kppid=2562&book=Evidence&num=1#Evidence
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&pqcatid=145&pqid=2559&kppid=2562&book=Evidence&num=1#Evidence
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&pqcatid=145&pqid=2559&kppid=2562&book=Evidence&num=1#Evidence
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&pqcatid=145&pqid=2551
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2541&pqcatid=145&pqid=2551
https://www.childrens.health.qld.gov.au/chq/health-professionals/paediatric-health-resources/nutrition-screening-tool/
https://www.childrens.health.qld.gov.au/chq/health-professionals/paediatric-health-resources/nutrition-screening-tool/
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Nutrition diagnosis: 
Link to ICD-10 malnutrition criteria listed in Appendix 4 of EBP 
guidelines available at 
http://onlinelibrary.wiley.com/doi/10.1111/ndi.2009.66.issue-
s3/issuetoc 
 
Nutrition intervention:  
PEN.  Malnutrition Do protected mealtimes improve mealtime 
intake or nutritional, functional and/or clinical outcomes of 
inpatients in health care facilities? 
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=2480
2 
Changed 
Broken links updated where required 
List of references updated and formatted 
Removed 
Nil 

https://www.health.qld.gov.au/datasets.pdf_file/0017/151712/paed
_infanthphe.pdf 
 
Becker P, Carney L, Corkins M, Monczka J, Smith S, Spear B, 
White J. Nutr Clin Pract November 2014 DOI: 
10.1177/088453361455764 
 
Changed 
Nil 
Removed 
Nil 

Maternity 

Added  
GDM Qld guidelines  
Endocrine Society Diabetes in pregnancy, & hyperemesis  
Changed 
Nil 
Removed 
Duplicate B12 document deleted 

Added  
Changed 
Nil 
Removed 
Nil 
 

Obesity 

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

• when to consider bariatric surgery 
• importance of lifestyle approaches  

Importance of the MDT added in 'who' 
No specified follow up timeframes added to 'frequency of 

Added  
Addition of two items in the ‘how’ section 
Changing food behaviours and empowering parents to be the 
agents of change as per the CHQ’s guideline.  
Paeds (in addition to above) 
POWG currently developing a statewide MOC/strategic plan 
around paediatric weight management which should be ready later 
in the year (including reviewing the current CHQ guideline) 
 

http://onlinelibrary.wiley.com/doi/10.1111/ndi.2009.66.issue-s3/issuetoc
http://onlinelibrary.wiley.com/doi/10.1111/ndi.2009.66.issue-s3/issuetoc
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=24802
http://www.pennutrition.com/KnowledgePathway.aspx?kpid=24802
https://www.health.qld.gov.au/datasets.pdf_file/0017/151712/paed_infanthphe.pdf
https://www.health.qld.gov.au/datasets.pdf_file/0017/151712/paed_infanthphe.pdf
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intervention' 
Changed 
Updated PEN obesity toolkit as 2015 (last review date)  
Removed 
Nil 

- WHO: final report of commission on ending childhood obesity 
(ECHO) 
http://apps.who.int/iris/bitstream/10665/204176/1/9789241510066
_eng.pdf?ua=1  
- Effectiveness of Weight Management Interventions in 
Children: A Targeted Systematic Review for the USPSTF, Ehitlock 
et al 2010 
- CHQ Guideline: Nutritional Management of Obesity in Children 
and Adolescents 
http://qheps.health.qld.gov.au/childrenshealth/resources/guideline
s/guide-nut-man-obese-paed.pdf 
Changed 
Change of font to align with times new roman in rest of document 
in evidence section 
Removed 
Nil 
 

Oncology 

 Added  
Changed 
Nil 
Removed 
Nil 
 

Added  
Changed 
Nil 
Removed 
Nil 
 

Renal 

Added  
Added 2 new areas – Pregnancy and renal disease and kidney 
stones 
Changed 
Reclassification of some prioritisations 
Formatting updates  
Removed 
Nil 

Added  
Indicators for nutrition intervention include: 
• hyperkalaemia 
• bone mineral management 
 
Evidence 
Nutrition in Children with CKD. K/DOQI Guidelines 2008:  
http://www.kidney.org/PROFESSIONALS/kdoqi/guidelines.cfm 
 
Kidney Health Australia CARI Guidelines. Chronic Kidney Disease 
Guidelines. Nutrition and Growth in Kidney Disease 2005 

http://apps.who.int/iris/bitstream/10665/204176/1/9789241510066_eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/204176/1/9789241510066_eng.pdf?ua=1
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-obese-paed.pdf
http://qheps.health.qld.gov.au/childrenshealth/resources/guidelines/guide-nut-man-obese-paed.pdf
http://www.kidney.org/PROFESSIONALS/kdoqi/guidelines.cfm
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http://www.cari.org.au/ 
 
KDIGO Clinical Practice Guideline for the Diagnosis, Evaluation, 
Prevention, and Treatment of Chronic Kidney Disease–Mineral 
and Bone Disorder 
http://kdigo.org/home/mineral-bone-disorder/ 
 
KDIGO Clinical Practice Guideline for the Evaluation and 
Management of Chronic Kidney Disease 
http://kdigo.org/home/guidelines/ckd-evaluation-management/ 
 
Rees L, Jones H. Nutritional management and growth in children 
with chronic kidney disease. Pediatric Nephrology 2013, 28:527-
536 
 
Foster BJ, McCauley L, Mak RH. Nutrition in infants and very 
young children with chronic kidney disease. Pediatric Nephrology 
2012, 27: 1427-1439 
 
Royle J. Kidney Diseases. Chapter 12 Clinical Paediatric Dietetics. 
Edited by V Shaw 4th ed 2015 
 
Changed 
Children with CKD frequently exhibit growth delay, malnutrition, 
“feeding difficulties” and nutrition related metabolic 
abnormalities, which are associated with a greater risk of morbidity 
and mortality. 
 
Routine Review: 
• < 1 year –: 2-4weekly 
• 1-3 years: – 1-3monthly 
• > 3 years: – 3-6monthly  
More frequently “if clinically indicated” 
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Dialysis  
Routine Review: 
•     < 1 year: – 2-4 weekly 
More frequently “if clinically indicated” 
 
Removed 

• Indicators for nutrition intervention include: 
Altered biochemical results 
Altered GI function 

• More frequently “for optimal mgmt of symptoms” 
• Foster BJ & Leonard MB. Measuring nutritional status in 

children with chronic kidney disease. Am J Clin Nutr 2004, 
80:801-14 

• Rees L & Shaw V. Nutrition in children with CRF and on 
dialysis. Pediatr Nephrol 2007, 22: 1689-1702. Clinical 
Paediatric Dietetics 3rd Edition 2007. Editors Shaw & 
Lawson 

• Symptoms may include increased K, PO4, PTH, 
• weight loss, poor appetite 

 

Respiratory 
Disease 

Added:  
• ‘an update of these guidelines are to be published in 2017’ 

to all sections referring to the CF nutrition guidelines  
• To the CF references:  

2016 ESPEN-ESPGHAN-ECFS guidelines on nutrition 
care for infants, children, and adults with cystic fibrosis, 
Clinical Nutrition  
 
2013 Australian standards of care for cystic fibrosis 
related diabetes  
 
CF specific NEMO resources for adults  are available for:  

• Distal Intestinal Obstruction Syndrome  
• Salt replacement 

Added  
CF specific NEMO resources for paediatrics  are available 
for:  

• Distal Intestinal Obstruction Syndrome  
• Salt replacement 
• Pancreatic Enzyme Replacement Therapy 
• Vitamin supplementation 

 
Changed 

• Reasons for dietetics intervention for Paediatrics - Cystic 
Fibrosis colour coded separately with most changed to 
higher priority 
 

Removed 
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• Pancreatic Enzyme Replacement Therapy 
• Vitamin supplementation  
• Sports nutrition  
• Bone health  
• High energy diet 
• Cystic Fibrosis related diabetes 
• Healthy eating and weight gain during pregnancy 

• To the general respiratory references:  
2014 Respiratory Disease Chapter- Manual of Dietetic 
Practice, Fifth Edition. The British Dietetic Association. 

• OGTT to be performed annually to in frequency of 
intervention in CF 
 

• Added in more detail and extra subgroups for lung 
transplant groups 

 
Changed:  

• BMI > 30 Kg/m2 to BMI > 30 Kg/m2 in both general 
respiratory and CF sections  

• Moved ‘Patients on HENS should be reviewed at least 
every 6 months’ to non-paeds specific section for CF 

 
• ‘Changing nutritional requirements throughout infancy, 

childhood and adolescence’ changed to ‘Changing 
nutritional requirements and/or behaviours throughout 
infancy, childhood and adolescence (e.g: late onset 
pancreatic insufficiency, puberty, issues with adherence to 
nutritional therapies)’ 
 

Removed:  
• Telehealth from transplants assessment options 

 
 

 

Nil 
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Wounds 

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 

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 – Paeds: 

- 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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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  


	Introduction to Evidence Areas
	Below is an example of how the evidence areas are set-up:
	List of Abbreviations
	Document Revision History
	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

	Evidence Area: Diabetes
	V2.0 Contributors: Stacey Sharp, Valerie Conway, Michelle Fuery, Brigid Knight
	V1.2 Contributors: Rhiannon Barnes, Jacqueline Cotugno, Alison Kempe, Jane Musial, Lindsey Webb, Sally Noble, Brigid Knight

	Evidence Area: Eating Disorders
	V2.0 Contributors: Amanda Davis, Megan Farquhar
	V 1.2 Contributors: Amy Hannigan, Donna Hickling, Bonnie Laskey-Gilboy, Megan Farquhar

	Evidence Area: Food Services
	V2.0 Contributors: Denise Cruickshank, Bianca Neaves, Susan Tench, Katie Barwick
	V1.2 Contributors: Lindsey Johnson

	Evidence Area: Gastroenterology and Liver Disease
	Evidence Area: Intensive Care
	Evidence Area: Malnutrition
	Evidence Area: Maternity
	V2.0 Contributors: Helen Porteous, Jane Cairney, Clare Byrne
	V1.2 Contributors:  Helen Porteous, Jane Cairney, Trish Cowlishaw, Barbara Kleine

	Evidence Area: Obesity
	V2.0 Contributors: Melody Chaussende, Emily Rametta, Niccola Clarke, Ayala Rogany
	V1.2 Contributors: Robin Hay, Jacqueline Walker, NEMO HELP Reference Group

	Evidence Area: Cancer Care
	V2.0 Contributors: Barbara van der Meij, Claire Blake, Teresa Brown, Judy Bauer, Hannah Roberton, Sarah Kane
	V1.2 Contributors:  Melina De Corte, Sarah Deacon, Cara Johnstone, Amanda Lowe, Sarah Gillbard, Katie Williams, Tammy Tong, Kara Cronin, Anna Majchrzak

	Evidence Area: Renal
	V2.0 Contributors: Kylie Boyce, Jillian Ross, Sally Noble, Margie Conley, Simone McCoy, Katie Barwick
	V1.2 Contributors:  Sally Noble, Jillian Murray, Kylie Boyce, Simone McCoy, Martha Churchett

	Evidence Area: Respiratory Disease
	V2.0 Contributors:  Jenna Stonestreet, Donna Hickling, Annabel Biven
	V1.2 Contributors:  Jenna Stonestreet, Angela Matson, Annabel Biven

	Evidence Area: Subacute Care
	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). Palliati...
	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 principal diagnosis. Malnutrition is a significant problem in this population and requir...
	Case conferences, goal setting meetings (if conducted in the unit) 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 a...
	12. 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

	Evidence Area: Wounds
	V2.0 Contributors: Megan Ritchie, Claire Reilly
	V1.2 Contributors:  Donna Hickling, Merrilyn Banks
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