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Malnutrition Careduring the COVID-19 Pandemic: Considerationsfor Registered

Dietitian Nutritionists

Abstract

Recent evidence examining adults infected with COVID-19 has indicated a significant impact of
mal nutrition on health outcomes. Individuals who have multiple comorbidities, are older adults,
or who are malnourished are at increased risk of being admitted to the intensive care unit and of
mortality from COVID-19 infections. Hence, nutrition care to identify and address malnutrition
iscritical in treating and preventing further adverse health outcomes from COVID-19 infection.
This document provides guidance and practice considerations for Registered Dietitian
Nutritionists (RDNSs) providing nutrition care for adults with suspected or confirmed COVID-19
infection in the hospital, outpatient, or homecare settings. In addition, this document discusses
and provides considerations for RDNs working with individuals at risk of malnutrition secondary

to food insecurity during the COVID-19 pandemic.
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Malnutrition Care during the COVID-19 Pandemic: Considerations for Registered

Dietitian Nutritionists
Abstract

Recent evidence examining adults infected with CD'¥9 has indicated a significant impact of
malnutrition on health outcomes. Individuals whedanultiple comorbidities, are older adults,
or who are malnourished are at increased risk ioigogdmitted to the intensive care unit and of
mortality from COVID-19 infections. Hence, nutriticare to identify and address malnutrition
is critical in treating and preventing further acseehealth outcomes from COVID-19 infection.
This document provides guidance and practice cerdithns for Registered Dietitian
Nutritionists (RDNs) providing nutrition care fodalts with suspected or confirmed COVID-19
infection in the hospital, outpatient, or homecse#ings. In addition, this document discusses
and provides considerations for RDNs working wittividuals at risk of malnutrition secondary

to food insecurity during the COVID-19 pandemic.
Introduction

Medical Nutrition Therapy (MNT) plays an importaote in the prevention and treatment of
malnutrition. There is significant evidence to derstoate that protein-energy malnutrition from
inadequate dietary intake can increase risk ottigas diseasesReciprocally, any exposure,
including infectious disease, that impairs immumection and causes malabsorption, increased
catabolism, or decreased nutrient intake can isereigsk of malnutrition. Exploratory studies
indicate that patients infected with Coronavirusedise of 2019 (COVID-19) experience some
or any of the following symptoms: fever, cough, shess of breath, muscle ache, confusion,

headache, sore throat, chest pain, pneumoniahdarnausea and vomiting, and loss of taste
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and smell, all of which may influence nutritiontsi® and, ultimately immune functié’. The
termmalnutrition is most simply defined as imbalanced intake ofgaroand/or energy over
prolonged periods of time and can occur in bot nmdight and overweight. The current
document provides guidance that primarily focusegmtein-energy malnutrition, which can
result from inadequate intake, increased requirésn@npaired absorption, and/or altered

nutrient utilization?

The purpose of this document is to provide gergualance and practice considerations for
Registered Dietitian Nutritionists (RDNSs) providingre to the malnourished adult in the

hospital, outpatient or home care settings dulieg@OVID-19 pandemic, including:

» Screening and assessment for malnutrition in asitts suspected or confirmed
COVID-19 infection;

» MNT for critical illness in the hospital for aduligth suspected or confirmed COVID-19
infection;

» MNT for adults with suspected or confirmed COVID4hgction managing mild to
moderate symptoms at home, including transitiominigome from the hospital; and

» Adults experiencing increased food insecurity sdeoyto the COVID-19 pandemic.

While there are currently no nutrition guidelin@gsifically for adults with or at risk for
COVID-19 infection, many existing guidelines on teedence Analysis Library and from other
organizations are still applicable and can be tiggutovide guidance when working with adults
with COVID-19 infection® However, some adjustments may be required to theéncreased
metabolic and functional needs caused by the COMUInfection and treatments. The

following discussion and guidance are based ondwestnt knowledge and existing guidelines
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from the Academy of Nutrition and Dietetics (Acadgrand other organizations. This document
is not exhaustive and there is still much to berled about the effect of nutrition management

on COVID-19 infection and severity.

I. Screening and assessment of malnutrition in adtd with suspected or confirmed COVID-

19 infection

It has been well-established that malnutritionsisagiated with poor health outconids. the
context of an infection, such as COVID-19, an imdiixal with malnutrition may have sub-
optimal immunity, contributing to a longer or malificult recovery. Nutrition screening aims
to identify patients who are at risk for malnutitiand provide a referral for RDN to deliver
detailed nutrition care based on the nutrition gacees$, including assessment, diagnosis and
intervention by an RDN, in order to treat and prevfarther malnutrition and consequent

adverse health outcomes.

For adults with suspected or confirmed COVID-19 inéction, the Malnutrition Screening
Tool (MST) can be used to identify individuals whare at risk of malnutrition regardless of

setting.

A recent systematic review and corresponding posjiaper published by the Academy states,
“based upon current evidence, the Malnutrition 8aneg Tool should be used to screen adults

for malnutrition (undernutrition) regardless of ithege, medical history, or setting.”
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The MST appears to still be applicable for adulithW@OVID-19, as it is a quick and easy-to-
use validated tool based on two questions addigsEareased intake due to poor appetite and
recent unintentional weight loS3Due to limited resources and staff during the COMED
pandemic, some nutrition screening procedures egire flexibility to better meet safety
needs and operational needs of an organizatiorexamnple, while nurses or other team
members may have conducted nutrition screening fwithe COVID-19 pandemic, during the
pandemic, these professionals may be needed fageny patient care and may not be able to
perform malnutrition screening. In these casesnthgtion team could carry out the screening
process so that patients who are at risk for matiart can receive appropriate nutrition
assessment and intervention without delay. Alsecigih coordination, such as conducting

nutrition screening using patient room telephoras, be considered to minimize staff exposure.

For adults with suspected or confirmed COVID-19 inéction, the RDN should perform a

comprehensive nutrition assessment to identify matrtrition regardless of setting.

Although there are currently no nutrition guidebrapecifically for patients with COVID-19, the
Academy’s assessment recommendations within evedbased practice guidelines, available on
the Evidence Analysis Library, can be used to guigteition assessment for individuals with
suspected or confirmed COVID-£9Appendix 1 displays some examples of nutrition
assessment guidance for critically ill individuadghe five domains: food and nutrition-related
history, anthropometric measurements, biochemiat,dnedical tests and procedures, nutrition-

focused physical findings, and client history. Mokthese nutrition assessment tools and
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procedures are applicable to adults with suspemtednfirmed COVID-19 infection. For
instance, the Subjective Global Assessment cdrbstilised to diagnose nutrition status, and it is
important to take medications and IV drips, sucPagpofol or Dextrose 5% (D5), into
consideration when assessing patients, so nutgtiescription can be adjusted as needed. In the
context of the COVID-19 pandemic, touching or gemihlpating the patient to determine muscle
and fat store losses may not be possible. In tb@ses, the RDN can still conduct visual
inspection to note indentions and bony prominemd@sh could indicate somatic losses. For
RDNs working directly with patients infected witftO¥ID-19, personal protective equipment
(PPE) should be used per institution policy whid@ducting in-person nutrition assessment.
RDNs may also utilize nursing and physician notegrovide evidence of wasting as the disease

progresses.

A comprehensive assessment should result in the &2&rmining the nutrition diagnosis.
Examples of potential nutrition diagnoses applieabladults infected with COVID-19 may
include malnutrition, increased nutrient needsdjmted inadequate energy intake, altered
gastrointestinal function, or inadequate energgkieat Additionally, nutrition assessment can
assist in identifying the key etiology of the diagis, which will help the RDN determine the
best intervention for each patient. For exampleRBIN might identify a patient’s inability to
reach protein and energy needs orally resultirthemeed for supplemental oral or enteral

nutrition (EN).

[I: MNT for adults with malnutrition in the intensi ve care unit (ICU) with suspected or

confirmed COVID-19 infection
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Most patients admitted to the ICU with COVID-19 aitely malnourishetf. Poor appetite is
common with infection, and patients with non-invasventilation (NIV) (no endotracheal tube
or tracheostomy tube, such as CPAP or BiPAP, dftare inadequate intake of calories and
protein to meet need$. Critically ill ICU patients should be providedtismall frequent
feedings including high energy and protein foods aral nutrition supplements. If protein and
energy needs cannot be met with oral intake, mutrgupport should be initiated. Though EN
is typically the preferred route for nutrition supp airway complications may occur in patients

with NIV, and parenteral nutrition may be therefoomsidered under these conditidhs.

In individuals with suspected or confirmed COVID-19infection in the ICU who are not
mechanically vented, RDNs should work with the multdisciplinary team to ensure
adequate protein and energy intake. When needs caonhbe met orally, enteral nutrition is
preferred to parenteral nutrition. If enteral nutri tion is not appropriate or tolerated,
parenteral nutrition must be initiated in a timely manner to treat and prevent further

malnutrition.

EN Initiation

In adults with suspected or confirmed COVID-19 infetion in the ICU, RDNs should work
with the multi-disciplinary team to ensure nutrition support is initiated within 36 hours of

hospitalization or within 12 hours of intubation.
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Nutrition support should be initiated as soon assfige, ideally within 36 hours of
hospitalization or within 12 hours of intubatith.n adults in the ICU, requiring nutrition
support, EN should be provided instead of parantertrition (PN) if the patient is
hemodynamically stable and has a functional gagtstinal (Gl) track>*®> The RDN should

consider holding EN if:

Mean Arterial Pressure < 65 mm Efy;
Escalating number and doses of vasopressors;
Rising lactate levels
Unexplained abdominal pain, nausea, vomiting, Hiar abdominal distentidf;
or
Uncontrolled shock, life-threatening hypoxemia, éygapnia or acidosis.
When EN is not feasible or appropriate, PN maydxeasary to treat or prevent malnutrition.
PN will require management by a multi-disciplinagre team due to high risk for line sepsis and

metabolic complications, such as refeeding syndrantehyperglycemia.

EN Administration

EN should initially be provided via a nasogasfN&) tube or orogastric (OG) tube, since
placement of feeding tubes in the small bowel caldidy initiation of feeding and could
increase risk of spreading infection due to thelrfee skilled staff and confirmation of feeding
tube placemerit** The height of the bed should ideally be elevat&th345 degrees,and the

nasogastric tube size should be a 10-12 frenckenatady 12 french to facilitate bolus feeding if



153 necessary"'®Enteral feeding for patients in prone positionds contraindicated. However, if

154  possible, the height of the bed should be elevifed5 degree¥’

155  If feeding pumps are available, continuous feediiaga feeding pump is recommendéd’ If
156  feeding pumps are not available, the next altereasi a gravity feed. If a gravity feed is not
157  possible, bolus feedings should be provitfeBolus feeds should not be provided to patients
158  with gastric abnormalities nor should they be pded to patients requiring post pyloric

159 feedingst® The RDN should develop the bolus feeding anshilug schedule in accordance
160  with fluid restrictions, institutional policies, drmow frequently the nurse enters the patient’s

161  room to minimize staff exposure to infection.
162
163 EN Rate and Progression

164  In adults with suspected or confirmed COVID-19 infetion, RDNs should work with the
165  multi-disciplinary team to develop an individualized nutrition prescription based on
166  thorough assessment of protein and energy needspevent further decline in nutritional

167  status.
168

169 Indirect calorimetry is typically recommended asth@actice for estimating energy expenditure.
170  However, indirect calorimetry is not recommendedriyithe COVID-19 pandemic because it
171 requires disconnection from the ventilator cir@antd a considerable amount of time, both of

172 which increase risk for COVID-19 transmission t@liecare providers®
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RDNs should initiate hypocaloric EN feedings andgpess to 15-20 kcal/kg actual body weight
(ABW) (use ideal body weight (IBW) if BMI >30 kgA) or less than 70% of Penn State
Equation Estimafe within the first week>* During the second week, EN should be advanced
to 25 kcallkg ABW; 11-14 kcal/kg ABW if BMI 30-50g#n?; and 22-25 kcal/kg IBW if

BMI>50 kg/mX>*’ Practitioners must account for energy intake frbips and medications, such
as Propofol, when determining energy needs fromBEWshould provide 1.2-2.0 gm of protein
per kg ABW in patients with normal weight statusdd..2-2.0 gm/kg IBW if BMI >30

14,17

kg/m:

EN Formula and Supplementation

In adults with suspected or confirmed COVID-19 infetion, RDNs should take overall
nutrition assessment including nutrient needs, fld status, and interventions to address

fluid status into consideration when selecting théype of EN formula.

In adults who are critically ill in the ICU, fluichanagement is impacted by a multitude of
factors, including COVID-19 infection pathologyorfRthe initial resuscitation of patients with
COVID-19, physicians are frequently restrictingidlvolumes'® To further complicate
assessment of fluid status, approximately 40% tépts who are critically ill with COVID-19
infection are developing acute kidney injury (ARY).The exact cause of AKI in these patients is

unknown, however, dehydration starting prior to &#mon could be a contributing factor.



193  Patients who are critically ill with COVID-19 inféon could potentially be receiving a

194  significant amount of energy from drips and medaret and, due to high protein needs, RDNs
195  should select high protein formulas20% protein) during the acute phase of the illnd®BNs
196  should evaluate blood urea nitrogen (BUN) and anews trends as part of their nutrition

197 assessment and adjust the EN rate and formulgpaspaate, though recommended protein
198 intake should not go below 1.2 gm/kg to preventhier catabolism. Immune modulating

199 formulas are another option because, theoretiddidy may alter a patient’s immune response
200 and clinical outcomes. Unfortunately, consistdaghiguality evidence for immune modulating
201 formulas are lacking and, therefore, cannot be &ismtecommended at this time for patients

202 with COVID-19 infections**®

203  Some patients may need additional protein and blegond what is provided in the formula.
204  Once patients are no longer in the acute phas®©dfiB-19 illness, supplemental protein and
205 fiber should be considered. To reduce staff expnsupplemental protein and fiber should be
206 provided together along with appropriate flusfeSome patients recovering from COVID-19

207 infection begin to experience diarrhea, at whichpa high-fiber formula should be considered.

208
209 EN Considerations for (NIV)

210 In patients with NIV, feeding tube placement maycbatraindicated due to potential issues such
211 as air leakage, distention of the stomach, ordffihtient is in the prone positiéh.Stomach
212 distention can lead to poor feeding tolerance amhired diaphragmatic function. If NG/OG

213  placement is appropriate, feeding pumps shouldibetzed to patients on NIV so they can be
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fed continuously. If a feeding pump is not avdiala gravity drip should be considered. Bolus

feeds should not be used in patients with NIV dui¢reased risk for aspiratidh.

Monitoring and Evaluation

In adults with suspected or confirmed COVID-19 infetion, RDNs should monitor nutrition

support tolerance daily, and work with the multidisciplinary team to promote tolerance.

Tolerance can be evaluated through a physical exmn including abdominal distention,
diarrhea, and laboratory values. Gastric residohimes (GRV) should not be used as a sole
indicator of EN tolerance. Practitioners shouldbramend against holding EN when GRYV is less
than 500 ml in the absence of other signs of inamlee™**>?° To promote EN tolerance, the

RDN should work with the multi-disciplinary teampoomote the following initiatives:

e Patients beds should be upright at an angle of48degrees (10-25 degrees if
prone).

e If GRVs between 200-500, consider promotility agent

e |If the abdomen remains distended after the abatiatives, consider aspirating
the stomach and checking GRV; GRV of < 500ml/6krsansidered acceptable,
repeat after 6 hours if GRV is >500Ml.

e Inthe event a patient is experiencing diarrhekde fiber supplementation

should be provided:**
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e If the patient is still not tolerating EN, consig@acement of nasojejunal (NJ)
tube

e If EN is not feasible, PN should be initiated asrsas possible.

In addition to physical assessment, laboratoryeskhould be monitored daily. RDNs should
monitor for refeeding syndrome and hyperglycemjzeemlly amongst patients receiving PN.
To monitor for refeeding syndrome, RDNs should rtammsodium and fluid balance and serum
phosphorus, potassium, magnesium and calcium, whashdecrease rapidfy. If refeeding
syndrome is suspected, electrolytes should be iratedd replaced intravenously and feeding

rate should be decreasgd.

Post-Intubation

Prolonged ICU stay may exacerbate muscle cataboéisththerefore increase protein ne¥ds.
Furthermore, dysphagia may result from post-intobatrauma, and its presence for a prolonged
period can lead to consequences such as aspipat@monia and malnutritidd.The nutrition
care plan for these patients should incorporatermecendations from the speech-language
pathologist and should accommodate increased nuteguirements of the patients, food
preferences, and availability of resources. liesewdysphagia persists and energy and protein
needs cannot be met, the RDN may need to eitht&atenor resume EN. If EN is not possible,

PN should be provided until oral or EN can be resuiti
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[ll. MNT for malnutrition in adults with suspected or confirmed COVID-19 infection in

outpatient and home care settings, including transioning to home from the hospital

According to studies from China and case reporthenUnited States, the majority of all
COVID-19 patients exhibited mild to moderate synmpscand hence, managed their iliness at
home®* Common symptoms of COVID-19 can lead to probleriis nutrient absorption
and/or overall inadequate dietary intake. Patieztsvering from COVID-19 infection who are
discharged from the hospital may still be expelieg€OVID-19 symptoms and may be
malnourished and, hence, have increased nutriexisnd@herefore, for individuals managing or
recovering from COVID-19 symptoms in their homesjymaining adequate nutrient intake and

hydration is critical.

In adults with suspected or confirmed COVID-19 infetion who are managing their illness
at home, it is crucial for RDNs to provide remote MNT in order to help achieve or maintain

optimal nutrition status.

In adults with suspected or confirmed COVID-19 infetion who are managing their illness
at home, RDNs should work with patients and their&milies to ensure adequate intake of

energy, protein and hydration.

When counseling patients with suspected or confir@®VID-19 infections who are in their

homes or in the outpatient setting, RDNs can adwésnts and their families of the following:
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Ensure adequate intake of energy and protein byjramum, meeting 100% of the
recommended dietary allowance for energy and prdiased on age and gender. These
requirements will likely be increased due to ththplgy of COVID-19 infection.
High-calorie, high-protein meals and snacks cap petvent weight loss and maintain
lean muscle mass. For example, RDNs can advisegeatgetables with cream, butter,
margarine, cheese sauce, olive oil, or salad dargs$siincrease energy intake and choose
foods high in protein, such as milk, eggs, cheemsts, fish, poultry, nuts, and bedhs.
Nutrient-dense foods and beverages including ar&ltional supplements are good
methods to increase calorie and protein intakeaf dietary intake is not adequate to
meet needs (e.g., protein powders and meal replteshakes and bars).

For individuals having difficulty coordinating chéwg and breathing, beverages might be
a better option to efficiently increase energyhketaompared to solid foods.

Micronutrient supplements can help compensatenfdequate oral intake to address
deficiencies’*

Manage nausea, vomiting and shortness of breatifféyng small, frequent meals and
snacks>%°

Focus on providing foods that require little hand|ipreparation, or effort to eat.

Ensure adequate intake of fluids to stay hydratenlighout the day and evening. If the
patient is suffering from vomiting and diarrheayiaé consumption of rehydration

drinks.

Additional guidance on managing malnutrition thrbwglequate intake of calories, protein, and
hydration can be found in the Academy’s Nutritioar€ Manual, Evidence Analysis Library,

and Malnutrition Quality Improvement Toolit>’Besides nutrition management, RDNs
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should consider discussing guidelines for managafg home care practices including food

safety with patients and their familig&>®

IV. Additional Nutrition Considerations for Malnutr ition in adults during the COVID-19

Pandemic
Adults with Co-morbidities:

While there is no clear evidence demonstratingusaearelationship between COVID-19
infection and underlying comorbidities, recent evide suggests that the majority of severe
symptoms and complications from COVID-19 infectame reported among older adults and
individuals with underlying comorbidities such aalzktes, chronic kidney disease,
cardiovascular disease, or pulmonary disorffersdividuals with these co-morbidities are
already at increased risk of malnutrition, whichynsantribute to an impaired immune system
and exacerbation of symptoms. It is imperative ihditviduals with pre-existing conditions such
as chronic kidney disease, cardiovascular diségpertension, or pulmonary disorders receive
regular nutrition assessment, and individuals aderate or high risk of malnutrition receive
effective nutrition interventions by RDNs. RDNssiid ensure that individuals with co-
morbidities have adequate oral dietary intake tetroalorie and protein needs, and oral
nutritional supplements may be considered to meetls if dietary intake is inadequate. The
COVID-19 pandemic requires that prevention and rganeent of malnutrition become a focus

in patient care.

The Academy has recent guidelines containing recemdations on malnutrition management in

chronic kidney disease, cystic fibrosis, and chrarfistructive pulmonary disease (COPE}*



321

322

323

324

325

326

327

328

329

330

331

332

333

334

335

336

337

338

339

340

These guidelines are still relevant to patient@OVID-19 and these conditions; however,
implementation of these recommendations shouldidectonsideration of COVID-19

pathology, PPE standards set by Centers of Dis&mesol?° and institutional guidelines.

For adults with existing comorbidities and not infeeted with COVID-19, RDNs should
continue to advise consuming a nutrient-dense eatjrpattern to meet protein and energy

needs, with oral supplementation when necessary, psevent and treat malnutrition.

For adults with existing comorbidities and with supected or confirmed COVID-19
infection, RDNs should proactively prevent and treaprotein-energy wasting by regularly
assessing weight and nutritional status when pos$#) and advising adequate protein and

energy intake through diet, with supplementation tliough oral, EN or PN when necessary.

Micronutrients;

Among patients at risk or with suspected or cordidnCOVID-19 infection, there is a paucity of
evidence indicating effects of adding micronutrgetiirough supplementation or intravenously
on risk or severity of COVID infection. Thereforeis critical for RDNs to rely on their
scientific training and clinical expertise to detéme if the patient is deficient in a specific
micronutrient and if treating the respective defiay is a priority. Existing evidence from

critical illness population can also help infornagtice for patients with COVID-19 infections.
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V. Malnutrition and Food insecurity during the COVI D-19 Pandemic

While COVID-19 infection itself may increase risik fmalnutrition, food insecurity caused by
the economic crisis and social isolation secontlatife COVID-19 pandemic may also increase
risk for malnutrition®? In 2018, 37 million individuals in the US were tbimsecure? Adults

with food insecurity are at higher risk of chroomnditions, such as mental health problems and
depression, diabetes, hypertension and sleep pnsbl€hildren with food insecurity are at
increased risk for poor health, asthma, obesitgyraa, developmental problems, behavioral

problems and aggression and anxi&ty.

Currently, there have been no major food shortaggsrted in the US related to the COVID-19
pandemic® However, unemployment rates have sodfe@using unprecedented demand for
unemployment benefits and several initiatives tuoe the burden of monthly payments for
rent, utilities, or home or student loans. Desflitsse measures, many individuals are struggling
economically, which may decrease accessibilityedh and healthy foods. Social isolation
measures implemented to prevent the spread of C&¥Iinfection may also increase risk for
food insecurity. For example, in the United Sta&8s7 million childred’ depend on free lunches
from the National School Breakfast and Lunch Progrgbut during the current COVID-19
pandemic, many schools have closed, and clientsh@aycertain how to access free meals
being provided by schools. Uncertainty of how toess food assistance programs may increase
the daily financial burden on low-income familiesgrovide healthy meals. In addition,
individuals who are at high risk of severe sympt@nd mortality from COVID-19 infection,
including individuals who are elderly, may be wafyshopping at the grocery store or may want

to avoid public transportation to the grocery st&tBNs working in the community, outpatient,
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and hospital settings have a crucial responsiliitglentify clients’ food access needs and

provide federal, state, and local resources to aétjvess these needs.

When appropriate, RDNs should screen for food insegity, provide guidance and

resources for eating healthfully on a budget, andnpvide resources to improve access to

healthy foods.

When working with individuals with or at risk of hmatrition due to food insecurity during the

COVID-19 pandemic, RDNs should consider the follogvi

It may be advantageous to screen for food insgcidlidated tools include the 2-item
Hunger Vital Sign tool as well as the United Stddepartment of Agriculture (USDA)

screening toof®*°

RDNs can counsel individuals and their familie$acus on healthful food choices by
providing thrifty meal options with grocery listadrecipes. RDNs can additionally
encourage families to reduce their grocery billdbbginstorming methods to decrease

food waste'!

If possible, RDNs may be able to consult with disedlirectly in their homes via
telehealth. Remote sessions can be an opportonigach clients when they are near
their cupboards and refrigerators, which may beféactive method of collaborating on

dietary changes in real time and place. The Academyides resources to provide
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nutrition resources via telehealth during the COM®pandemié¢®>“*® RDNs should ask

clients which communication methods they prefer.

e RDNs can facilitate connecting individuals with geoy delivery services as well as
neighbors, family, and friends to help those irdeovith COVID-19 get the food they

need to prevent and treat malnutrition.

For clients and families at risk for food insecurity, RDNs should discuss options to improve

food access in through federal, state, and local pgrams.

Due to the unprecedented economic crisis causéideb@OVID-19 pandemic, several federal,
state, and local food assistance programs havéapek enhanced or modified services in order

to meet needs. RDNs should assist in connectiegtsliwith available resources.

« When appropriate, refer clients to a local foodkjanor assist them in navigating
enroliment in federal food assistance programs ealslon Wheel%

* The United States Department of Agriculture (USDA} provided several “flexibilities
and contingencies” for food assistance prograntddiing the Supplemental Nutrition
Assistance Program (SNAP), the Special Supplemahuitltion Program for Women
Infants and Children (WIC) and the National Schaoihch and Breakfast Programs, in
order to adapt to increased need for these seraloag with the reduced capabilities of

delivering these services directly to clients .
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» The USDA'’s Food and Nutrition Service respondetheoCOVID-19 pandemic through
efforts to provide school lunches to eligible cheld when schools are closed through the
Summer Food Service Program or Seamless Summesrdptind RDNSs can utilize
these tools to assist connecting families withsttteool lunch prograrnt®

» The USDA has also provided waivers for WIC requieats to accommodate remote
services; WIC food substitution waivers; and prmnsof emergency food allotments to

SNAP householdd:

As leaders in nutrition, RDNs should advocate forricreased access to healthy foods by

supporting state and federal initiatives for incre@ed and emergency food assistance.

Increased risk of food insecurity during the COVIB-pandemic requires proactive, broad-scale
action to help individuals and families improvenaaintain nutrition status, thus preventing even
more damage to health from the COVID-19 pandemi@NR can affect change on a state and

local level through advocacy through the followirenues:

e The Academy’s “Action Center” provides templatesléiters to representatives or
senators to communicate support or oppositionifte that impact public health. RDNs
can “Take Action” by visiting this resource and deg a letter of support to their
respective lawmakers to help Americans keep foothertable during the COVID-19

pandemic and to urge congress to prioritize fddecal assistance program fundirfg.
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e Monitor the Academy’s Action Center to increase @mass and advocacy for food
assistance programs as opportunities afise.

e “Take Action” and monitor opportunities to suppfodd assistance at the Food Research
& Action Center® and the Alliance to End Hunggt.

e Monitor and utilize advocacy tools provided by #eod Research & Action Center,

including to maximize the role of the WIC programnsupport health and food security.

The COVID-19 pandemic has created an unprecedeeted for RDNs to assess and address
food insecurity among clients and their familiesotigh innovative and conscientious nutrition
counseling, referral to and participation in foagiatance programs, and through taking action to

advocate for greater access to food assistancatmand federal levels.

VI. Research Needs

In order to inform evidence-based nutrition andeties practice for individuals infected with
COVID-19, the Academy is seeking to gather datenfRDNs who are currently working with
patients infected with COVID-19 or whose work hagil impacted by the pandemic. In order to
inform evidence-based practice, the Academy isiagek collect patient-level data as well as
data at a systems- or process- level using suawmed surveys. The Academy is requesting RDNs

register in ANDHII (www.ANDHII.org), which is the dademy’s, free, de-identified system for

collecting patient-level data, in order to documeuirition care of patients infected with
COVID-19. For the patient-level data, the Acaderogsinot specify what, when or how much
data RDNs enters into the ANDHII system, but retpipsactitioners enter data as they have the

time and capacity to do so. Collection of thisetyy patient level data is needed in order
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elucidate effective interventions to support RDNgheir day-to-day efforts with COVID-19

patients and for future pandemics.

Conclusion

MNT is an integral aspect of managing malnutritire to COVID-19 infection. RDNs should
proactively implement appropriate nutrition carar to assess, prevent and treat malnutrition in
collaboration with a multi-disciplinary team fordividuals with or at risk for COVID-19

infection. The guidance provided in this document assist RDNs in screening, assessing and
intervening to prevent and treat malnutrition inigyats infected with COVID-19 who are
hospitalized or in an outpatient or home carersgtind for those at risk for food insecurity
secondary to the COVID-19 pandemic. RDNs shouldkwooactively with multi-disciplinary
teams and advocate for appropriate and timelytrarirsupport to effectively improve clinical
outcomes and reduce or prevent the adverse comsmrpief malnutrition in individuals with or

at risk for COVID-19 infection.
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Appendix 1: Nutrition Assessment of Critically Ill Adults adapted from Academy’s Critical

lliness guidelined®

Cl: Assessment for Critically lll Patients

The Registered Dietitian Nutritionist’s (RDNs) ass@ent of critically ill adults should
include, but not be limited to the following:

Food and Nutrition-Related History:

o History of nutrient intake (energy intake, meal-dnpattern, macro- and
micronutrients, etc.)

e Adequacy of nutrient intake/nutrient delivery

e Bioactive substances (alcohol intake, soy protesy|lium, fish oil)

e Previous and current diet history, diet orders]wesions and experience, cultural and
religious preferences

e Changes in appetite or usual intake (as a restitteoflisease process, treatment, or

comorbid conditions)

Disease-specific nutrient requirements

Food allergies/intolerances

Appropriateness of nutrition support therapy fa gatient

Food and nutrient administration (oral, entergbarenteral access)

Physical activity habits and restrictions

Anthropometric Measurements:

Weight, Height

Weight change

Body mass index (BMI)

Body compartment estimates (fat mass, fat-free )nass

Biochemical Data, Medical Tests and Procedures:

e Biochemical indicesglucose electrolytes, others as warranted by clinical dthor)

o Implications of diagnostic tests and therapeutarpdures (indirect calorimetry
measurements, radiography for confirmation of fegdube placement, other
gastrointestinal (Gl) diagnostic tests)

Nutrition-Focused Physical Findings:

o Nutrition-focused physical examination that inclsdeut is not limited to: Fluid
assessment, functional status, wound status, alisigns of malnutrition/overnutritior
and/or nutrient deficiencies

Intake and output (I's and O's) including stool &stilila output, wound drainage
Existing or potential access sites for deliveryofrition support therapy

Abdominal exam

Fluid status (edema, ascites, dehydration)
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o Vital signs.
Client History:

e Medical and family history and comorbidities

e Surgical intervention

o Effect of clinical status on ingestion, digestiomgtabolism and absorption and
utilization of nutrients

o Indicators of acute or chronic nutrition suppotated complications

e Medication management

e Factors that may influence existing or potentiaess sites for delivery of nutrition
support therapy.

Assessment of the above factors is needed to tlyrcBagnose nutrition problems and plan
nutrition interventions. Inability to achieve optimutrient intake may contribute to poor
outcomes.

Rating: Consensus
Imperative
Cl: Reassessment of Critically Il Adults

The Registered Dietitian Nutritionist's (RDNSs) reassment of critically ill adults should
include:

e Changes in nutrient needs

e A determination of daily actual intake of enteratnition (EN), parenteral nutrition
(PN) and other nutrient sources

e« EN/PN access site

e Changes in clinical status, weight, biochemicahdatd intake and output (I's and O

e Changes in nutrition-focused physical assessmedinfys.

Rating: Consensus

Imperative

Ul
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