	 EXAMPLE OF DIETETIC CARE PROCESS CRITICAL CARE
This is not a pathway specific to COVID-19 patients, but an example of a care pathway to help with upskilling non-ICU dietitians. Please feel free to amend / update with your local policies, practices and names of products relevant to your site.


	New Patients
	Initial assessment within 72h of ICU admission
· Prioritise these patients based on local capacity
· Utilise nutrition risk score if this is used on your unit

	IDENTIFICATION OF NEED

All ICU patients must be screened daily and may require early assessment during weekdays.


	Process:

· Blanket referral system for ICU and HDU – all patients should be considered for assessment unless no concerns.

· Daily morning handover at 8:30 

· Screen all patients daily to identify patients requiring same-day review and to correct feed prescriptions that are incorrect
· Referrals via bleep, or directly via nurses or Consultant 

· Weekly Therapies MDT
Early assessment required for: 

· PN

· Severely malnourished patients

· Refeeding risk patients 

· Patients not able to follow the regular feeding protocol (eg. Patients who can’t have an enteral feeding tube placed, patients with specialised needs, patients with tolerance issues)


	PRIORITISATION 

(particularly useful when covering Critical Care on own)
	Process:

· 8:00 Check Carevue to identify patients that may need a review

· Check ICUs first, then VHDU

Important considerations:

· When did last dietetic review occur or is patient new?

· What was the dietetic plan (EN/PN/ONS)?

· Check target rate of feed, intake & output chart, food charts

· Check ventilation status, ECMO, Propofol, CRRT (and CiCa CRRT) to consider whether targets need to be re-calculated. 

· CiCa CRRT calculation is an estimate only, current advice is not to include it in energy target calculations, only to be aware of it if patient is also on high dose Propofol. Patients may be underfed further if this is included.

· NGT sited and fed within 48h as per protocol

· Check protocol followed with no unnecessary feed stoppages.


	Reviewing patients
	Process: 

· All patients should be screened daily on Carevue
· Patients identified to have a feeding issue should have a same-day review.

· Estimated requirements should be reviewed weekly at minimum and changes documented and dated under Nutrition Admission Summary requirement section.

· Energy and protein balances: weekly energy and protein balances to be done on Tuesday pm in anticipation of Wed am MDT
· NGT: Encourage nursing staff to check and change nasal Elastoplast ONCE PER SHIFT as per guideline using ‘2 legs taping’ technique. This will ensure incidence of nasal pressure sore is reduced.

Prioritisation: 

DAILY review: PN patients and stopping PN, Refeeding (until on target rate)

2-3 TIMES/week review: Unstable EN (tolerance issues, biochemical concerns, unstable or inconsistent oral/ONS intake.
WEEKLY review: Stable EN or ONS.



	ASSESSMENT

Anthropometry

Biochemistry

Clinical 

Dietary

Extra/Environment/Social


	Anthropometry: Medical notes, e-noting, clinic notes, EPR, from relatives

Wt, ht, BMI, IBW, Adjusted BW. Unit now using ulnar length for estimated height

IBW at BMI 23kg/m2. 

Adjusted BW for BMI 25-30 (actual + IBW) x 50% 

BMI > 30: [(actual – IBW) x 25%] + IBW


	
	Biochemistry: CAaevue or EPR

CRRT and electrolytes. ECMO and Trigs. PN – LFTs, Bili

	
	Clinical: Diagnosis, PMH, drugs, ventilation status, CRRT, ECMO, Visual examination, medical notes, infusions, CiCa CRRT ( if appropriate)

	
	Dietary: Food charts, intake records for EN/PN, gastric residual volumes, BO, output, emesis

Non-feed kcal sources e.g. Propofol (estimate of CiCa CRRT if on high dose Propofol).

	
	Extra: 

	ESTIMATING TARGETS
	Energy: Mifflin and Penn State equation (m) using BW (not adjusted)

Ve: read from ventilator at time of assessment, Tmax in last 24h

Adj BW for BMI 25-30 (actual + IBW) x 50% 

BMI > 30: [(actual – IBW) x 25%] + IBW

ECMO: 25kcal/kg (Adj BW of BMI > 25kg/m2)

If SV for > 24h: 30kcal/kg ((Adj BW of BMI > 25kg/m2)
Protein: 1.2g/kg most ICU patients (IBW if BMI > 25kg/m2)

1.5g/kg if on CRRT, obese (using IBW), or severe losses such as pressure sores or TEN.


	IMPRESSION/NUTRITION DIAGNOSIS


	 “not tolerating feed recommend NJT” OR “patient appears to be tolerating enteral feed now but nutritional balances indicate patient still only meeting 70% of energy and 68% of protein targets”

	PLAN/INTERVENTION


	Clear stepwise plan

Discuss with Consultant and bedside nurse



	SPECIFIC PATIENT GROUPS
	Surgical Jej – very specific starter feed protocol from UGI surgeons.

Usually first 24h post-surgical Jej placement (UGI surgeons refer to this as ‘Day 0’) = 10ml/h sterile water only for 24h. 

DAY 1 of feeding      per hour for 12 hours, then 20mls per hour for 12 hours. Flushes: 50mls every 4 hours. 

Build up by 10ml/h every 12h as tolerated. 

Monitor for abdo distension/pain/nausea/vomiting associated with the jej feed - stop feed and seek surgical review.

Ileostomy outputs: Aim to keep below 1000ml/24h, start Loperamide 2mg QDS and uptitrate. 

PEG Care: Prescribe weekly advance and rotation under ‘drugs & orders’ tab on Carevue.
When prescribing prescribe it as a Free Text Medication, prescribe the following:

Drug Name: PEG Rotation and Care
Dose: 1
Route: Topical
Frequency: Once Weekly
Order instructions: 

1.
Clean the fixation catch

2.
Unclamp by opening the fixation catch

3.
Detach from groove in fixation

4.
Move plate away from skin, clean tube and stoma area and underside of the plate and dry

5.
Push 1-2cm of the tube into the stomach and rotate 360 degrees

6.
Gently pull back the tube to feel resistance

7.
Place the fixation plate back to its original position (~1cm from skin) and close the fixation catch.

8.
Fixation catch should not be too tight or too loose

Pancreatitis: NG or NJ. Pancreatin 25,000 units every 2h and monitor bowels. 2.5ml syringe, syringe powder up and mix with water.
April 2018 – trial Peptamen HN in patients without using Pancreatin.
Patients’ Diaries – please write dietetic care entry into patient diary to help patient piece together their journey on ICU. Issues can then be discussed where relevant in follow-up clinic. 

Protein Plus prescriptions

Please write the following in nutrition notes and on the drug script under order instructions ‘FIBRE-FREE, green label’. This should help differentiate from the standard protocol feed of Protein Plus MF.


	DRUGS
	Specific drugs over and beyond known stoppages (NG Cipro, NG Phenytoin)

Voriconazole (Aspergillus) – feed break required 1h before and 2h after dose. Usually BD. Make nursing staff aware of monitoring BGL and sliding scale insulin too if required.

	DOCUMENTATION
	Medical notes entries:

· Nutrition Admit Summary (including weekly review of requirements clearly dated)

· Nutrition notes

· PN patient entries: written in Medical notes, Visiting Opinion.
· Nutrition snapshot – for quick reviews of feed change for example. Not intended for long/full reviews.
· Drug chart prescriptions for EN/ONS
· New patients have Nutrition Admit summary + Nutrition Notes

· Review patients: Nutrition Notes or Nutrition snapshot

	CATERING PROVISION
	ICU menu

FSA delivery of food and taking food orders

FSA training (Band 6 to lead)

GCCU:  FSA for taking food orders, delivery of meals. Same menu as ICU. 

	STEPDOWNS
	For patients on enteral feeds who are identified as likely to step-down to the ward the dietitian should complete “ICU/HDU enteral feeding step-down sheet.”

24h feed is converted to 20h feed upon stepdown. If DT not available bedside nurse can transcribe with aid of ready reckoner.


	HANDOVERS
	Handing over to other teams:

· latest dietetic entry in nutrition notes (or medical notes for PN) should be emailed to the dietitian (internal handover)

· Same two Carevue sections on PDFs to be scanned directly onto EPR Plus. (see Georgia’s ‘how to upload’ guide)

· If this occurs after 1 pm then the critical care dietitian should bleep the ward dietitian to also provide a brief verbal handover (enteral and parenteral handovers only)

· External handovers are done via phone or via nhs.net email accounts, not the Trust email as this is not secure externally for patient confidentiality

Receiving handovers:

· We accept email or verbal handovers from internal dietetic teams


NB: Carevue is the electronic medical records system used at this site. 
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