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Malnutrition Care during the COVID-19 Pandemic: Considerations for Registered 

Dietitian Nutritionists   

Abstract 

Recent evidence examining adults infected with COVID-19 has indicated a significant impact of 

malnutrition 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 

is critical in treating and preventing further adverse health outcomes from COVID-19 infection. 

This document provides guidance and practice considerations for Registered Dietitian 

Nutritionists (RDNs) 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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Abstract 3 

Recent evidence examining adults infected with COVID-19 has indicated a significant impact of 4 

malnutrition on health outcomes. Individuals who have multiple comorbidities, are older adults, 5 

or who are malnourished are at increased risk of being admitted to the intensive care unit and of 6 

mortality from COVID-19 infections. Hence, nutrition care to identify and address malnutrition 7 

is critical in treating and preventing further adverse health outcomes from COVID-19 infection. 8 

This document provides guidance and practice considerations for Registered Dietitian 9 

Nutritionists (RDNs) providing nutrition care for adults with suspected or confirmed COVID-19 10 

infection in the hospital, outpatient, or homecare settings. In addition, this document discusses 11 

and provides considerations for RDNs working with individuals at risk of malnutrition secondary 12 

to food insecurity during the COVID-19 pandemic.  13 

Introduction 14 

Medical Nutrition Therapy (MNT) plays an important role in the prevention and treatment of 15 

malnutrition. There is significant evidence to demonstrate that protein-energy malnutrition from 16 

inadequate dietary intake can increase risk of infectious diseases.1 Reciprocally, any exposure, 17 

including infectious disease, that impairs immune function and causes malabsorption, increased 18 

catabolism, or decreased nutrient intake can increase risk of malnutrition. Exploratory studies 19 

indicate that patients infected with Coronavirus disease of 2019 (COVID-19) experience  some 20 

or any of the following symptoms: fever, cough, shortness of breath, muscle ache, confusion, 21 

headache, sore throat, chest pain, pneumonia, diarrhea, nausea and vomiting, and loss of taste 22 



and smell, all of which may influence nutrition status, and, ultimately immune function.2,3     The 23 

term malnutrition is most simply defined as imbalanced intake of protein and/or energy over 24 

prolonged periods of time and can occur in bot underweight and overweight.4  The current 25 

document provides guidance that primarily focused on protein-energy malnutrition, which can 26 

result from inadequate intake, increased requirements, impaired absorption, and/or altered 27 

nutrient utilization.5  28 

The purpose of this document is to provide general guidance and practice considerations for 29 

Registered Dietitian Nutritionists (RDNs) providing care to the malnourished adult in the 30 

hospital, outpatient or home care settings during the COVID-19 pandemic, including:  31 

� Screening and assessment for malnutrition in adults with suspected or confirmed 32 

COVID-19 infection; 33 

� MNT for critical illness in the hospital for adults with suspected or confirmed COVID-19 34 

infection; 35 

� MNT for adults with suspected or confirmed COVID-19 infection managing mild to 36 

moderate symptoms at home, including transitioning to home from the hospital; and  37 

� Adults experiencing increased food insecurity secondary to the COVID-19 pandemic.  38 

While there are currently no nutrition guidelines specifically for adults with or at risk for 39 

COVID-19 infection, many existing guidelines on the Evidence Analysis Library and from other 40 

organizations are still applicable and can be used to provide guidance when working with adults 41 

with COVID-19 infection.6 However, some adjustments may be required to meet the increased 42 

metabolic and functional needs caused by the COVID-19 infection and treatments. The 43 

following discussion and guidance are based on best current knowledge and existing guidelines 44 



from the Academy of Nutrition and Dietetics (Academy) and other organizations. This document 45 

is not exhaustive and there is still much to be learned about the effect of nutrition management 46 

on COVID-19 infection and severity.  47 

 48 

I. Screening and assessment of malnutrition in adults with suspected or confirmed COVID-49 

19 infection  50 

It has been well-established that malnutrition is associated with poor health outcomes.7 In the 51 

context of an infection, such as COVID-19, an individual with malnutrition may have sub-52 

optimal immunity, contributing to a longer or more difficult recovery. Nutrition screening aims 53 

to identify patients who are at risk for malnutrition and provide a referral for RDN to deliver 54 

detailed nutrition care based on the nutrition care process,8 including assessment, diagnosis and 55 

intervention by an RDN, in order to treat and prevent further malnutrition and consequent 56 

adverse health outcomes. 57 

 58 

For adults with suspected or confirmed COVID-19 infection, the Malnutrition Screening 59 

Tool (MST) can be used to identify individuals who are at risk of malnutrition regardless of 60 

setting. 61 

 62 

A recent systematic review and corresponding position paper published by the Academy states, 63 

“based upon current evidence, the Malnutrition Screening Tool should be used to screen adults 64 

for malnutrition (undernutrition) regardless of their age, medical history, or setting.”9 65 



The MST appears to still be applicable for adults with COVID-19, as it is a quick and easy-to-66 

use validated tool based on two questions addressing decreased intake due to poor appetite and 67 

recent unintentional weight loss.10  Due to limited resources and staff during the COVID-19 68 

pandemic, some nutrition screening procedures may require flexibility to better meet safety 69 

needs and operational needs of an organization. For example, while nurses or other team 70 

members may have conducted nutrition screening prior to the COVID-19 pandemic, during the 71 

pandemic, these professionals may be needed for emergency patient care and may not be able to 72 

perform malnutrition screening. In these cases, the nutrition team could carry out the screening 73 

process so that patients who are at risk for malnutrition can receive appropriate nutrition 74 

assessment and intervention without delay. Also, special coordination, such as conducting 75 

nutrition screening using patient room telephones, can be considered to minimize staff exposure. 76 

 77 

For adults with suspected or confirmed COVID-19 infection, the RDN should perform a 78 

comprehensive nutrition assessment to identify malnutrition regardless of setting. 79 

 80 

Although there are currently no nutrition guidelines specifically for patients with COVID-19, the 81 

Academy’s assessment recommendations within evidence-based practice guidelines, available on 82 

the Evidence Analysis Library, can be used to guide nutrition assessment for individuals with 83 

suspected or confirmed COVID-19.6  Appendix 1 displays some examples of nutrition 84 

assessment guidance for critically ill individuals in the five domains: food and nutrition-related 85 

history, anthropometric measurements, biochemical data, medical tests and procedures, nutrition-86 

focused physical findings, and client history. Most of these nutrition assessment tools and 87 



procedures are applicable to adults with suspected or confirmed COVID-19 infection. For 88 

instance, the Subjective Global Assessment can still be used to diagnose nutrition status, and it is 89 

important to take medications and IV drips, such as Propofol or Dextrose 5% (D5), into 90 

consideration when assessing patients, so nutrition prescription can be adjusted as needed. In the 91 

context of the COVID-19 pandemic, touching or gentle palpating the patient to determine muscle 92 

and fat store losses may not be possible. In these cases, the RDN can still conduct visual 93 

inspection to note indentions and bony prominences which could indicate somatic losses. For 94 

RDNs working directly with patients infected with COVID-19, personal protective equipment 95 

(PPE) should be used per institution policy while conducting in-person nutrition assessment. 96 

RDNs may also utilize nursing and physician notes to provide evidence of wasting as the disease 97 

progresses. 98 

A comprehensive assessment should result in the RDN determining the nutrition diagnosis. 99 

Examples of potential nutrition diagnoses applicable to adults infected with COVID-19 may 100 

include malnutrition, increased nutrient needs, predicted inadequate energy intake, altered 101 

gastrointestinal function, or inadequate energy intake. Additionally, nutrition assessment can 102 

assist in identifying the key etiology of the diagnosis, which will help the RDN determine the 103 

best intervention for each patient. For example, an RDN might identify a patient’s inability to 104 

reach protein and energy needs orally resulting in the need for supplemental oral or enteral 105 

nutrition (EN). 106 

 107 

II: MNT for adults with malnutrition in the intensi ve care unit (ICU) with suspected or 108 

confirmed COVID-19 infection   109 



Most patients admitted to the ICU with COVID-19 are acutely malnourished.11  Poor appetite is 110 

common with infection, and patients with non-invasive ventilation (NIV) (no endotracheal tube 111 

or tracheostomy tube, such as CPAP or BiPAP, often have inadequate intake of calories and 112 

protein to meet needs.12  Critically ill ICU patients should be provided with small frequent 113 

feedings including high energy and protein foods and oral nutrition supplements.  If protein and 114 

energy needs cannot be met with oral intake, nutrition support should be initiated.   Though EN 115 

is typically the preferred route for nutrition support, airway complications may occur in patients 116 

with NIV, and parenteral nutrition may be therefore considered under these conditions.13  117 

 118 

In individuals with suspected or confirmed COVID-19 infection in the ICU who are not 119 

mechanically vented, RDNs should work with the multi-disciplinary team to ensure 120 

adequate protein and energy intake. When needs cannot be met orally, enteral nutrition is 121 

preferred to parenteral nutrition. If enteral nutri tion is not appropriate or tolerated, 122 

parenteral nutrition must be initiated in a timely manner to treat and prevent further 123 

malnutrition. 124 

 125 

EN Initiation 126 

 127 

In adults with suspected or confirmed COVID-19 infection in the ICU, RDNs should work 128 

with the multi-disciplinary team to ensure nutrition support is initiated within 36 hours of 129 

hospitalization or within 12 hours of intubation. 130 



 131 

Nutrition support should be initiated as soon as possible, ideally within 36 hours of 132 

hospitalization or within 12 hours of intubation.14  In adults in the ICU, requiring nutrition 133 

support, EN should be provided instead of  parenteral nutrition (PN) if the patient is 134 

hemodynamically stable and has a functional gastrointestinal (GI) track.13-15  The RDN should 135 

consider holding EN if: 136 

• Mean Arterial Pressure < 65 mm Hg;14 
137 

• Escalating number and doses of vasopressors;14 
138 

• Rising lactate levels;14 
139 

• Unexplained abdominal pain, nausea, vomiting, diarrhea, abdominal distention;14 140 

or 141 

• Uncontrolled shock, life-threatening hypoxemia, hypercapnia or acidosis.13 
142 

When EN is not feasible or appropriate, PN may be necessary to treat or prevent malnutrition.  143 

PN will require management by a multi-disciplinary care team due to high risk for line sepsis and 144 

metabolic complications, such as refeeding syndrome and hyperglycemia. 145 

 146 

EN Administration  147 

 EN should initially be provided via a nasogastric (NG) tube or orogastric (OG) tube, since 148 

placement of feeding tubes in the small bowel could delay initiation of feeding and could 149 

increase risk of spreading infection due to the need for skilled staff and confirmation of feeding 150 

tube placement.13,14 The height of the bed should ideally be elevated 30 to 45 degrees,15 and the 151 

nasogastric tube size should be a 10-12 french, preferably 12 french to facilitate bolus feeding if 152 



necessary.14,16 Enteral feeding for patients in prone position is not contraindicated. However, if 153 

possible, the height of the bed should be elevated 10-25 degrees.14    154 

If feeding pumps are available, continuous feeding via a feeding pump is recommended.14,17 If 155 

feeding pumps are not available, the next alternative is a gravity feed.  If a gravity feed is not 156 

possible, bolus feedings should be provided.14 Bolus feeds should not be provided to patients 157 

with gastric abnormalities nor should they be provided to patients requiring post pyloric 158 

feedings.16   The RDN should develop the bolus feeding and flushing schedule in accordance 159 

with fluid restrictions, institutional policies, and how frequently the nurse enters the patient’s 160 

room to minimize staff exposure to infection.    161 

 162 

EN Rate and Progression  163 

In adults with suspected or confirmed COVID-19 infection, RDNs should work with the 164 

multi-disciplinary team to develop an individualized nutrition prescription based on 165 

thorough assessment of protein and energy needs to prevent further decline in nutritional 166 

status.  167 

 168 

Indirect calorimetry is typically recommended as best practice for estimating energy expenditure. 169 

However, indirect calorimetry is not recommended during the COVID-19 pandemic because it 170 

requires disconnection from the ventilator circuit and a considerable amount of time, both of 171 

which increase risk for COVID-19 transmission to healthcare providers.13  172 



RDNs should initiate hypocaloric EN feedings and progress to 15-20 kcal/kg actual body weight 173 

(ABW) (use ideal body weight (IBW) if BMI >30 kg/m2), or less than 70% of Penn State 174 

Equation Estimate15 within the first week.13,14  During the second week, EN should be advanced 175 

to 25 kcal/kg ABW; 11-14 kcal/kg ABW if BMI 30-50 kg/m2; and 22-25 kcal/kg IBW if 176 

BMI>50 kg/m.13,17 Practitioners must account for energy intake from drips and medications, such 177 

as Propofol, when determining energy needs from EN. EN should provide 1.2-2.0 gm of protein 178 

per kg ABW in patients with normal weight status, and 1.2-2.0 gm/kg IBW if BMI >30 179 

kg/m.14,17      180 

 181 

EN Formula and Supplementation  182 

In adults with suspected or confirmed COVID-19 infection, RDNs should take overall 183 

nutrition assessment including nutrient needs, fluid status, and interventions to address 184 

fluid status into consideration when selecting the type of EN formula.   185 

 186 

In adults who are critically ill in the ICU, fluid management is impacted by a multitude of 187 

factors, including COVID-19 infection pathology.  For the initial resuscitation of patients with 188 

COVID-19, physicians are frequently restricting fluid volumes.18 To further complicate 189 

assessment of fluid status, approximately 40% of patients who are critically ill with COVID-19 190 

infection are developing acute kidney injury (AKI).19  The exact cause of AKI in these patients is 191 

unknown, however, dehydration starting prior to admission could be a contributing factor.    192 



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

significant amount of energy from drips and medications and, due to high protein needs, RDNs 194 

should select high protein formulas (≥20% protein) during the acute phase of the illness.  RDNs 195 

should evaluate blood urea nitrogen (BUN) and creatinine trends as part of their nutrition 196 

assessment and adjust the EN rate and formula as appropriate, though recommended protein 197 

intake should not go below 1.2 gm/kg to prevent further catabolism.  Immune modulating 198 

formulas are another option because, theoretically, they may alter a patient’s immune response 199 

and clinical outcomes.  Unfortunately, consistent high-quality evidence for immune modulating 200 

formulas are lacking and, therefore, cannot be formally recommended at this time for patients 201 

with COVID-19 infections. 14,15 202 

Some patients may need additional protein and fiber beyond what is provided in the formula.  203 

Once patients are no longer in the acute phase of COVID-19 illness, supplemental protein and 204 

fiber should be considered. To reduce staff exposure, supplemental protein and fiber should be 205 

provided together along with appropriate flushes.14 Some patients recovering from COVID-19 206 

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

 208 

EN Considerations for (NIV) 209 

In patients with NIV, feeding tube placement may be contraindicated due to potential issues such 210 

as air leakage, distention of the stomach, or if the patient is in the prone position.12  Stomach 211 

distention can lead to poor feeding tolerance and impaired diaphragmatic function.  If NG/OG 212 

placement is appropriate, feeding pumps should be prioritized to patients on NIV so they can be 213 



fed continuously.  If a feeding pump is not available, a gravity drip should be considered.  Bolus 214 

feeds should not be used in patients with NIV due to increased risk for aspiration.12   215 

 216 

Monitoring and Evaluation  217 

In adults with suspected or confirmed COVID-19 infection, RDNs should monitor nutrition 218 

support tolerance daily, and work with the multidisciplinary team to promote tolerance. 219 

 220 

Tolerance can be evaluated through a physical examination including abdominal distention, 221 

diarrhea, and laboratory values. Gastric residual volumes (GRV) should not be used as a sole 222 

indicator of EN tolerance. Practitioners should recommend against holding EN when GRV is less 223 

than 500 ml in the absence of other signs of intolerance.14,15,20  To promote EN tolerance, the 224 

RDN should work with the multi-disciplinary team to promote the following initiatives: 225 

● Patients beds should be upright at an angle of 30 - 45 degrees (10-25 degrees if 226 

prone). 227 

● If GRVs between 200-500, consider promotility agents. 228 

● If the abdomen remains distended after the above initiatives, consider aspirating 229 

the stomach and checking GRV; GRV of < 500ml/6hrs is considered acceptable, 230 

repeat after 6 hours if GRV is >500ml.15   231 

● In the event a patient is experiencing diarrhea, soluble fiber supplementation 232 

should be provided.14,15  233 



● If the patient is still not tolerating EN, consider placement of nasojejunal (NJ) 234 

tube.14   235 

● If EN is not feasible, PN should be initiated as soon as possible. 236 

 237 

In addition to physical assessment, laboratory values should be monitored daily. RDNs should 238 

monitor for refeeding syndrome and hyperglycemia especially amongst patients receiving PN.     239 

To monitor for refeeding syndrome, RDNs should monitor sodium and fluid balance and serum 240 

phosphorus, potassium, magnesium and calcium, which may decrease rapidly.21  If refeeding 241 

syndrome is suspected, electrolytes should be immediately replaced intravenously and feeding 242 

rate should be decreased.21     243 

 244 

Post-Intubation 245 

Prolonged ICU stay may exacerbate muscle catabolism, and therefore increase protein needs.13  246 

Furthermore, dysphagia may result from post-intubation trauma, and its presence for a prolonged 247 

period can lead to consequences such as aspiration pneumonia and malnutrition.22 The nutrition 248 

care plan for these patients should incorporate recommendations from the speech-language 249 

pathologist and should accommodate increased nutrient requirements of the patients, food 250 

preferences, and availability of resources.  If severe dysphagia persists and energy and protein 251 

needs cannot be met, the RDN may need to either initiate or resume EN.  If EN is not possible, 252 

PN should be provided until oral or EN can be resumed.13    253 

 254 



III. MNT for malnutrition in adults with suspected or confirmed COVID-19 infection in 255 

outpatient and home care settings, including transitioning to home from the hospital  256 

According to studies from China and case reports in the United States, the majority of all 257 

COVID-19 patients exhibited mild to moderate symptoms and hence, managed their illness at 258 

home.3,23  Common symptoms of COVID-19 can lead to problems with nutrient absorption 259 

and/or overall inadequate dietary intake. Patients recovering from COVID-19 infection who are 260 

discharged from the hospital may still be experiencing COVID-19 symptoms and may be 261 

malnourished and, hence, have increased nutrient needs. Therefore, for individuals managing or 262 

recovering from COVID-19 symptoms in their homes, maintaining adequate nutrient intake and 263 

hydration is critical.       264 

 265 

In adults with suspected or confirmed COVID-19 infection who are managing their illness 266 

at home, it is crucial for RDNs to provide remote MNT in order to help achieve or maintain 267 

optimal nutrition status.  268 

  269 

In adults with suspected or confirmed COVID-19 infection who are managing their illness 270 

at home, RDNs should work with patients and their families to ensure adequate intake of 271 

energy, protein and hydration.  272 

 273 

When counseling patients with suspected or confirmed COVID-19 infections who are in their 274 

homes or in the outpatient setting, RDNs can advise patients and their families of the following: 275 



● Ensure adequate intake of energy and protein by, at minimum, meeting 100% of the 276 

recommended dietary allowance for energy and protein based on age and gender.  These 277 

requirements will likely be increased due to the pathology of COVID-19 infection.   278 

● High-calorie, high-protein meals and snacks can help prevent weight loss and maintain 279 

lean muscle mass. For example, RDNs can advise eating vegetables with cream, butter, 280 

margarine, cheese sauce, olive oil, or salad dressing to increase energy intake and choose 281 

foods high in protein, such as milk, eggs, cheese, meats, fish, poultry, nuts, and beans.24 282 

● Nutrient-dense foods and beverages including oral nutritional supplements are good 283 

methods to increase calorie and protein intake if oral dietary intake is not adequate to 284 

meet needs (e.g., protein powders and meal replacement shakes and bars).24  285 

● For individuals having difficulty coordinating chewing and breathing, beverages might be 286 

a better option to efficiently increase energy intake compared to solid foods. 287 

● Micronutrient supplements can help compensate for inadequate oral intake to address 288 

deficiencies.24 289 

● Manage nausea, vomiting and shortness of breath by offering small, frequent meals and 290 

snacks.25,26  291 

● Focus on providing foods that require little handling, preparation, or effort to eat.  292 

● Ensure adequate intake of fluids to stay hydrated throughout the day and evening. If the 293 

patient is suffering from vomiting and diarrhea, advise consumption of rehydration 294 

drinks. 295 

Additional guidance on managing malnutrition through adequate intake of calories, protein, and 296 

hydration can be found in the Academy’s Nutrition Care Manual, Evidence Analysis Library, 297 

and Malnutrition Quality Improvement Toolkit.6,25,27 Besides nutrition management, RDNs 298 



should consider discussing guidelines for managing safe home care practices including food 299 

safety with patients and their families.28,29 300 

 301 

IV. Additional Nutrition Considerations for Malnutr ition in adults during the COVID-19 302 

Pandemic  303 

Adults with Co-morbidities: 304 

 While there is no clear evidence demonstrating a causal relationship between COVID-19 305 

infection and underlying comorbidities, recent evidence suggests that the majority of severe 306 

symptoms and  complications from COVID-19 infection are reported among older adults and 307 

individuals with underlying comorbidities such as diabetes, chronic kidney disease, 308 

cardiovascular disease, or pulmonary disorders.23 Individuals with these co-morbidities are 309 

already at increased risk of malnutrition, which may contribute to an impaired immune system 310 

and exacerbation of symptoms. It is imperative that individuals with pre-existing conditions such 311 

as chronic kidney disease, cardiovascular disease, hypertension, or pulmonary disorders receive 312 

regular nutrition assessment, and individuals at moderate or high risk of malnutrition receive 313 

effective nutrition interventions by RDNs.  RDNs should ensure that individuals with co-314 

morbidities have adequate oral dietary intake to meet calorie and protein needs, and oral 315 

nutritional supplements may be considered to meet needs if dietary intake is inadequate.  The 316 

COVID-19 pandemic requires that prevention and management of malnutrition become a focus 317 

in patient care.   318 

The Academy has recent guidelines containing recommendations on malnutrition management in 319 

chronic kidney disease, cystic fibrosis, and chronic obstructive pulmonary disease (COPD).6,30,31 320 



These guidelines are still relevant to patients with COVID-19 and these conditions; however, 321 

implementation of these recommendations should include consideration of COVID-19 322 

pathology, PPE standards set by Centers of Diseases Control,29 and institutional guidelines. 323 

 324 

For adults with existing comorbidities and not infected with COVID-19, RDNs should 325 

continue to advise consuming a nutrient-dense eating pattern to meet protein and energy 326 

needs, with oral supplementation when necessary, to prevent and treat malnutrition.  327 

 328 

For adults with existing comorbidities and with suspected or confirmed COVID-19 329 

infection, RDNs should proactively prevent and treat protein-energy wasting by regularly 330 

assessing weight and nutritional status when possible, and advising adequate protein and 331 

energy intake through diet, with supplementation through oral, EN or PN when necessary. 332 

 333 

Micronutrients: 334 

Among patients at risk or with suspected or confirmed COVID-19 infection, there is a paucity of 335 

evidence indicating effects of adding micronutrients through supplementation or intravenously 336 

on risk or severity of COVID infection. Therefore, it is critical for RDNs to rely on their 337 

scientific training and clinical expertise to determine if the patient is deficient in a specific 338 

micronutrient and if treating the respective deficiency is a priority. Existing evidence from 339 

critical illness population can also help inform practice for patients with COVID-19 infections.  340 



 341 

V. Malnutrition and Food insecurity during the COVI D-19 Pandemic 342 

While COVID-19 infection itself may increase risk for malnutrition, food insecurity caused by 343 

the economic crisis and social isolation secondary to the COVID-19 pandemic may also increase 344 

risk for malnutrition.32 In 2018, 37 million individuals in the US were food insecure.32 Adults 345 

with food insecurity are at higher risk of chronic conditions, such as mental health problems and 346 

depression, diabetes, hypertension and sleep problems. Children with food insecurity are at 347 

increased risk for poor health, asthma, obesity, anemia, developmental problems, behavioral 348 

problems and aggression and anxiety.33,34 349 

Currently, there have been no major food shortages reported in the US related to the COVID-19 350 

pandemic.35 However, unemployment rates have soared,36 causing unprecedented demand for 351 

unemployment benefits and several initiatives to reduce the burden of monthly payments for 352 

rent, utilities, or home or student loans. Despite these measures, many individuals are struggling 353 

economically, which may decrease accessibility of fresh and healthy foods. Social isolation 354 

measures implemented to prevent the spread of COVID-19 infection may also increase risk for 355 

food insecurity. For example, in the United States, 29.7 million children37 depend on free lunches 356 

from the National School Breakfast and Lunch Programs, but during the current COVID-19 357 

pandemic, many schools have closed, and clients may be uncertain how to access free meals 358 

being provided by schools. Uncertainty of how to access food assistance programs may increase 359 

the daily financial burden on low-income families to provide healthy meals. In addition, 360 

individuals who are at high risk of severe symptoms and mortality from COVID-19 infection, 361 

including individuals who are elderly, may be wary of shopping at the grocery store or may want 362 

to avoid public transportation to the grocery store. RDNs working in the community, outpatient, 363 



and hospital settings have a crucial responsibility to identify clients’ food access needs and 364 

provide federal, state, and local resources to help address these needs.  365 

 366 

When appropriate, RDNs should screen for food insecurity, provide guidance and 367 

resources for eating healthfully on a budget, and provide resources to improve access to 368 

healthy foods.  369 

 370 

When working with individuals with or at risk of malnutrition due to food insecurity during the 371 

COVID-19 pandemic, RDNs should consider the following:   372 

● It may be advantageous to screen for food insecurity. Validated tools include the 2-item 373 

Hunger Vital Sign tool as well as the United States Department of Agriculture (USDA) 374 

screening tool.38-40 375 

● RDNs can counsel individuals and their families to focus on healthful food choices by 376 

providing thrifty meal options with grocery lists and recipes. RDNs can additionally 377 

encourage families to reduce their grocery bills by brainstorming methods to decrease 378 

food waste.41-44 379 

● If possible, RDNs may be able to consult with clients directly in their homes via 380 

telehealth.  Remote sessions can be an opportunity to reach clients when they are near 381 

their cupboards and refrigerators, which may be an effective method of collaborating on 382 

dietary changes in real time and place. The Academy provides resources to provide 383 



nutrition resources via telehealth during the COVID-19 pandemic.45-48 RDNs should ask 384 

clients which communication methods they prefer. 385 

● RDNs can facilitate connecting individuals with grocery delivery services as well as 386 

neighbors, family, and friends to help those infected with COVID-19 get the food they 387 

need to prevent and treat malnutrition. 388 

 389 

For clients and families at risk for food insecurity, RDNs should discuss options to improve 390 

food access in through federal, state, and local programs. 391 

 392 

Due to the unprecedented economic crisis caused by the COVID-19 pandemic, several federal, 393 

state, and local food assistance programs have developed, enhanced or modified services in order 394 

to meet needs. RDNs should assist in connecting clients with available resources.  395 

• When appropriate, refer clients to a local food bank49 or assist them in navigating 396 

enrollment in federal food assistance programs or Meals on Wheels.50  397 

• The United States Department of Agriculture (USDA) has provided several “flexibilities 398 

and contingencies” for food assistance programs, including the Supplemental Nutrition 399 

Assistance Program (SNAP), the Special Supplemental Nutrition Program for Women 400 

Infants and Children (WIC) and the National School  Lunch and Breakfast Programs, in 401 

order to adapt to increased need for these services along with the reduced capabilities of 402 

delivering these services directly to clients .51  403 



• The USDA’s Food and Nutrition Service responded to the COVID-19 pandemic through 404 

efforts to provide school lunches to eligible children when schools are closed through the 405 

Summer Food Service Program or Seamless Summer Option,52 and RDNs can utilize 406 

these tools to assist connecting families with the school lunch program.53 407 

• The USDA has also provided waivers for WIC requirements to accommodate remote 408 

services; WIC food substitution waivers; and provision of emergency food allotments to 409 

SNAP households.51  410 

 411 

As leaders in nutrition, RDNs should advocate for increased access to healthy foods by 412 

supporting state and federal initiatives for increased and emergency food assistance. 413 

 414 

Increased risk of food insecurity during the COVID-19 pandemic requires proactive, broad-scale 415 

action to help individuals and families improve or maintain nutrition status, thus preventing even 416 

more damage to health from the COVID-19 pandemic. RDNs can affect change on a state and 417 

local level through advocacy through the following venues: 418 

● The Academy’s “Action Center” provides templates for letters to representatives or 419 

senators to communicate support or opposition for bills that impact public health. RDNs 420 

can “Take Action” by visiting this resource and sending a letter of support to their 421 

respective lawmakers to help Americans keep food on the table during the COVID-19 422 

pandemic and to urge  congress to prioritize federal food assistance program funding.54 423 



● Monitor the Academy’s Action Center to increase awareness and advocacy for food 424 

assistance programs as opportunities arise.54  425 

● “Take Action” and monitor opportunities to support food assistance at the Food Research 426 

& Action Center55 and the Alliance to End Hunger.56  427 

● Monitor and utilize advocacy tools provided by the Food Research & Action Center, 428 

including to maximize the role of the WIC program to support health and food security. 57 429 

The COVID-19 pandemic has created an unprecedented need for RDNs to assess and address 430 

food insecurity among clients and their families through innovative and conscientious nutrition 431 

counseling, referral to and participation in food assistance programs, and through taking action to 432 

advocate for greater access to food assistance on state and federal levels.     433 

 434 

VI. Research Needs 435 

In order to inform evidence-based nutrition and dietetics practice for individuals infected with 436 

COVID-19, the Academy is seeking to gather data from RDNs who are currently working with 437 

patients infected with COVID-19 or whose work has been impacted by the pandemic. In order to 438 

inform evidence-based practice, the Academy is seeking to collect patient-level data as well as 439 

data at a systems- or process- level using surveillance surveys. The Academy is requesting RDNs 440 

register in ANDHII (www.ANDHII.org), which is the Academy’s, free, de-identified system for 441 

collecting patient-level data, in order to document nutrition care of patients infected with 442 

COVID-19. For the patient-level data, the Academy does not specify what, when or how much 443 

data RDNs enters into the ANDHII system, but requests practitioners enter data as they have the 444 

time and capacity to do so.  Collection of this type of patient level data is needed in order 445 



elucidate effective interventions to support RDNs in their day-to-day efforts with COVID-19 446 

patients and for future pandemics.  447 

  448 

Conclusion 449 

MNT is an integral aspect of managing malnutrition due to COVID-19 infection. RDNs should 450 

proactively implement appropriate nutrition care plans to assess, prevent and treat malnutrition in 451 

collaboration with a multi-disciplinary team for individuals with or at risk for COVID-19 452 

infection. The guidance provided in this document can assist RDNs in screening, assessing and 453 

intervening to prevent and treat malnutrition in patients infected with COVID-19 who are 454 

hospitalized or in an outpatient or home care setting and for those at risk for food insecurity 455 

secondary to the COVID-19 pandemic.  RDNs should work proactively with multi-disciplinary 456 

teams and advocate for appropriate and timely nutrition support to effectively improve clinical 457 

outcomes and reduce or prevent the adverse consequences of malnutrition in individuals with or 458 

at risk for COVID-19 infection. 459 

 460 

 461 

  462 

463 



Appendix 1: Nutrition Assessment of Critically Ill Adults adapted from Academy’s Critical 464 

Illness guidelines15 465 

CI: Assessment for Critically Ill Patients 

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

Food and Nutrition-Related History: 

● History of nutrient intake (energy intake, meal-snack pattern, macro- and 
micronutrients, etc.) 

● Adequacy of nutrient intake/nutrient delivery 
● Bioactive substances (alcohol intake, soy protein, psyllium, fish oil) 
● Previous and current diet history, diet orders, exclusions and experience, cultural and 

religious preferences 
● Changes in appetite or usual intake (as a result of the disease process, treatment, or 

comorbid conditions) 
● Disease-specific nutrient requirements 
● Food allergies/intolerances 
● Appropriateness of nutrition support therapy for the patient 
● Food and nutrient administration (oral, enteral or parenteral access) 
● Physical activity habits and restrictions  

Anthropometric Measurements: 

● Weight, Height 
● Weight change 
● Body mass index (BMI) 
● Body compartment estimates (fat mass, fat-free mass). 

Biochemical Data, Medical Tests and Procedures: 

● Biochemical indices (glucose, electrolytes, others as warranted by clinical condition) 
● Implications of diagnostic tests and therapeutic procedures (indirect calorimetry 

measurements, radiography for confirmation of feeding tube placement, other 
gastrointestinal (GI) diagnostic tests) 

Nutrition-Focused Physical Findings: 

● Nutrition-focused physical examination that includes, but is not limited to: Fluid 
assessment, functional status, wound status, clinical signs of malnutrition/overnutrition 
and/or nutrient deficiencies 

● Intake and output (I's and O's) including stool and fistula output, wound drainage 
● Existing or potential access sites for delivery of nutrition support therapy 
● Abdominal exam 
● Fluid status (edema, ascites, dehydration) 



● Vital signs.  

Client History:  

● Medical and family history and comorbidities  
● Surgical intervention 
● Effect of clinical status on ingestion, digestion, metabolism and absorption and 

utilization of nutrients 
● Indicators of acute or chronic nutrition support-related complications  
● Medication management 
● Factors that may influence existing or potential access sites for delivery of nutrition 

support therapy.   

Assessment of the above factors is needed to correctly diagnose nutrition problems and plan 
nutrition interventions. Inability to achieve optimal nutrient intake may contribute to poor 
outcomes. 

Rating: Consensus 

Imperative 

CI: Reassessment of Critically Ill Adults 

The Registered Dietitian Nutritionist’s (RDNs) reassessment of critically ill adults should 
include: 

● Changes in nutrient needs 
● A determination of daily actual intake of enteral nutrition (EN), parenteral nutrition 

(PN) and other nutrient sources   
● EN/PN access site  
● Changes in clinical status, weight, biochemical data and intake and output (I's and O's)  
● Changes in nutrition-focused physical assessment findings. 

Rating: Consensus 

Imperative 

 466 

 467 
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 469 

 470 



References: 471 

1. Farhadi S, Ovchinnikov RS. The relationship between nutrition and infectious diseases: A review. 472 

Biomed Biotechnol Res J. 2018;2:168-172. 473 

2. Chen N, Zhou M, Dong X, Jieming Q, Gong Fengyun, Han Y et al. Epidemiological and clinical 474 

characteristics of 99 cases of 2019 novel coronavirus pneumonia in Wuhan, China: a descriptive 475 

study. The Lancet. 2020;395(10223):507-513. 476 

3. Huang C WY, Li X, REn L, Zhao J, Hu Y et al. Clinical features of patietns infected with 2019 novel 477 

coronavirus in Wuhan, China. The Lancet. 2020;395(10223):497-506. 478 

4. Malnutrition Quality Improvement Initiative. Malnutrition Quality Improvement Initiative 479 

Complete Toolkit. .  http://malnutritionquality.org/mqii-toolkit.html. Accessed May 5, 2020. 480 

5. White JV, Guenter P, Jensen G, Malone A, Schofield M. Consensus Statement of the Academy of 481 

Nutrition and Dietetics/American Society for Parenteral and Enteral Nutrition: Characteristics 482 

Recommended for the Identification and Documentation of Adult Malnutrition (Undernutrition). 483 

J Acad Nutr Diet. 2012;112(5):730-738. 484 

6. Academy of Nutrition and Dietetics. Evidence Analysis Library.  https://www.andeal.org/. 485 

Accessed April 20th 2020. 486 

7. World Health Organization. Malnutrition. 2020; https://www.who.int/news-room/fact-487 

sheets/detail/malnutrition. Accessed April 27, 2020. 488 

8. Swan WI, Vivanti A, Hakel-Smith NA, et al. Nutrition Care Process and Model update: Toward 489 

realizing people-centered care and outcomes management. J Acad Nutr Diet. 490 

2017;117(12):2003–2014. 491 

9. Skipper A, Coltman A, Tomesko J, et al. Position of the Academy of Nutrition and Dietetics: 492 

Malnutrition (Undernutrition) Screening Tools for All Adults. J Acad Nutr Diet. 2020;120(4):709-493 

713. 494 

10. Ferguson M, Capra S, Bauer J,Banks M. Development of a valid and reliable malnutrition 495 

screening tool for adult acute hospital patients. Nutrition. 1999;15(6):458-464. 496 

11. Jin YH, Cai L,Cheng ZS, Cheng H, Deng T, Fan YP, Fang C, Huang D, Huang LQ, Huang Q et al. A 497 

rapid advice guideline for the diagnosis and treatment of 2019 novel coronavirus (2019-nCoV) 498 

infected pneumonia (standard version). . Military Med Res. 2020;7(4). 499 

12. BAPEN. Route of Nutrition Support in Patients Requiring NIV & CPAP During the COVID-19 500 

Response. 2020; https://www.bapen.org.uk/pdfs/covid-19/nutrition-in-niv-21-04-20.pdf. 501 

Accessed April 28, 2020. 502 

13. Barazzoni R, Bischoff SC, Breda J, et al. ESPEN expert statements and practical guidance for 503 

nutritional management of individuals with SARS-CoV-2 infection. Clin Nutr. 2020. 504 

14. American Society for Parenteral and Enteral Nutrition. Nutrition Therapy in the Patient with 505 

COVID-19 Disease Requiring ICU Care. 2020; 506 

https://www.nutritioncare.org/uploadedFiles/Documents/Guidelines_and_Clinical_Resources/507 

Nutrition%20Therapy%20COVID-19_SCCM-ASPEN.pdf. Accessed April 22, 2020. 508 

15. Academy of Nutrition and Dietetics. 2012 Critical Illness Evidence-based Nutrition Practice 509 

Guideline. Evidence Analysis Library. Accessed April 22, 2020. 510 

16. BDA Critical Care Specialist Group. BDA Critical Care Specialist Group COVID-19 Best Practice 511 

Guidance: Bolus Enteral Feeding.  https://www.bda.uk.com/uploads/assets/b1018bd5-7b27-512 

4099-a1997d4f6735dc6b/200421-COVID-19-Bolus-Feeding-Guideline-CCSG.pdf. Accessed May 513 

7, 2020. 514 

17. McClave SA, Taylor BE, Martindale RG, et al. Guidelines for the Provision and Assessment of 515 

Nutrition Support Therapy in the Adult Critically Ill Patient: Society of Critical Care Medicine 516 

(SCCM) and American Society for Parenteral and Enteral Nutrition (A.S.P.E.N.). J Parenter Enteral 517 

Nutr. 2016;40(2):159-211. 518 



18. Alhazzani W, Moller MH, Arabi YM, et al. Surviving Sepsis Campaign: Guidelines on the 519 

Management of Critically Ill Adults with Coronavirus Disease 2019 (COVID-19). Crit Care Med. 520 

2020. 521 

19. Cheng Y, Luo R, Wang K, et al. Kidney disease is associated with in-hospital death of patients 522 

with COVID-19. Kidney Int. 2020;97(5):829-838. 523 

20. Australasian Society of Parenteral and Enteral Nutrition (AuSPEN). Nutrition Management for 524 

Critically and Acutely Unwell Hospitalised Patients with COVID-19 in Australia and New Zealand,. 525 

2020; 526 

https://custom.cvent.com/FE8ADE3646EB4896BCEA8239F12DC577/files/93ecb5eadf7244faa98527 

d9848921428a8.pdf. Accessed April 22, 2020. 528 

21. Mehanna HM, Moledina J, Travis J. Refeeding syndrome: what it is, and how to prevent and 529 

treat it. BMJ. 2008;336(7659):1495-1498. 530 

22. Langmore SE, Terpening MS, Schork A, Chen Y, Murray JT, Lopatin D, Loesche WJ. Predictors of 531 

aspiration pneumonia: how important is dysphagia? Dysphagia. 1998;13(2):69-81. 532 

23. Arentz M, Yim E, Klaff L, et al. Characteristics and Outcomes of 21 Critically Ill Patients With 533 

COVID-19 in Washington State. JAMA. 2020. 534 

24. Academy of Nutrition and Dietetics. Adult Nutrition Care Manual. Client resources for 535 

Underweight. High Calorie, High Protein. 536 

25. Academy of Nutrition and Dietetics. Adult Nutrition Care Manual. Chronic Obstructive 537 

Pulmonary Disease. In. 538 

26. Academy of Nutrition and Dietetics. Adult Nutrition Care Manual. Client resources for 539 

Pulmonary. Pulmonary Nutrition Therapy. 540 

27. Academy of Nutrition and Dietetics. Adult Nutrition Care Manual. Malnutrition. In. 541 

28. World Health Organization. Home care for patients with COVID-19 presenting with mild 542 

symptoms and management of their contacts. Interim Guidance. 2020. 543 

29. Center of Disease Control and Prevention. What to Do If You Are Sick. In:2019. 544 

30. Academy of Nutrition and Dietetics, Evidence Analysis Library. Chronic Obstructive Pulmonary 545 

Disease. 546 

31. Academy of Nutrition and Dietetics, Evidence Analysis Library. Cystic Fibrosis. 547 

32. Feeding America. The Impact of the Coronavirus on Food Insecurity. 2020; 548 

https://hungerandhealth.feedingamerica.org/wp-content/uploads/2020/03/Brief_Covid-and-549 

Food-Insecurity-3.30.pdf. Accessed April 25, 2020. 550 

33. Office of Disease Prevention and Health Promotion. Food Insecurity. 2020; 551 

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-552 

health/interventions-resources/food-insecurity. Accessed April 25, 2020. 553 

34. Spoede E CM, Spear B, Becker PJ, Gunnell Bellini S, Hoy K, Piemonte TA, Rozga M. Food 554 

Insecurity and Pediatric Malnutrition Related to Under- and Over-Weight in the United States: 555 

An Evidence Analysis Center Systematic Review. (In Press) J Acad Nutr Diet. 2020. 556 

35. Gundersen C, Ziliak JP. Food Insecurity And Health Outcomes. Health Aff (Millwood). 557 

2015;34(11):1830-1839. 558 

36. U.S. Bureau of Labor Statistics. Effects of COVID-19 Pandemic on Employment and 559 

Unemployment Statistics. 2020; https://www.bls.gov/bls/effects-of-covid-19-pandemic-on-560 

employment-and-unemployment-statistics.htm. Accessed April 25, 2020. 561 

37. United States Department of Agriculture ERS. National School Lunch Program. 2019; 562 

https://www.ers.usda.gov/topics/food-nutrition-assistance/child-nutrition-programs/school-563 

breakfast-program/. Accessed April 25, 2020. 564 

38. Hager ER, Quigg AM, Black MM, et al. Development and validity of a 2-item screen to identify 565 

families at risk for food insecurity. Pediatrics. 2010;126(1):e26-32. 566 



39. United States Department of Agriculture ERS. Survey Tools. 2019; 567 

https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-us/survey-568 

tools/. Accessed 25, 2020. 569 

40. Gattu RK, Paik G, Wang Y, Ray P, Lichenstein R, Black MM. The Hunger Vital Sign Identifies 570 

Household Food Insecurity among Children in Emergency Departments and Primary Care. 571 

Children (Basel). 2019;6(10). 572 

41. United States Department of Agriculture. Healthy Eating on a Budget. Choose MyPlate  573 

https://www.choosemyplate.gov/eathealthy/budget. Accessed April 25, 2020. 574 

42. United States Department of Agriculture. Start Simple with MyPlate: Food Planning During the 575 

Coronavirus Pandemic. 2020; https://www.choosemyplate.gov/coronavirus. Accessed April 25, 576 

2020. 577 

43. Feeding America. Stocking a Healthy Pantry & Fridge. COVID-19 NUTRITION 2020; 578 

https://hungerandhealth.feedingamerica.org/wp-content/uploads/2020/04/COVID-19-579 

Nutrition_-Stocking-a-Healthy-Pantry_FANO.pdf. Accessed April 25, 2020. 580 

44. Feeding America. Tips for Stocking and Eating Fruits and Vegetables. COVID-19 NUTRITION 2020; 581 

https://hungerandhealth.feedingamerica.org/wp-content/uploads/2020/04/COVID-19-582 

Nutrition_-Tips-for-Stocking-and-Eating-Fruits-and-Vegetables_FANO.pdf. Accessed April 25, 583 

2020. 584 

45. Academy of Nutrition and Dietetics. Providing Nutrition Services via Telehealth During the 585 

COVID-19 Pandemic: What RDNs Need to Know.  https://www.eatrightpro.org/coronavirus-586 

resources/front-line-series. Accessed May 7, 2020. 587 

46. Academy of Nutrition and Dietetics. Telehealth Quick Guide for RDNs.  588 

https://www.eatrightpro.org/practice/practice-resources/telehealth#quickGuide. . Accessed 589 

May 7, 2020. 590 

47. Academy of Nutrition and Dietetics  Nutrition Entrepreneurs. TeleHealth: Expanding Options For 591 

Providing Nutrition Care And Education https://www.nedpg.org/courses/telehealth-expanding-592 

options-for-providing-nutrition-care-and-education/. Accessed May 7, 2020. 593 

48. Academy of Nutrition and Dietetics  Nutrition Entrepreneurs. Tackling Telehealth and Licensure 594 

Limitations.  https://drive.google.com/file/d/171BchdzI0djBvun5iIE2qD-5zHYZ5yl9/view. 595 

Accessed May 7, 2020. 596 

49. Feeding America. Find Your Local Food Bank. 2020; https://www.feedingamerica.org/find-your-597 

local-foodbank. Accessed April 25, 2020. 598 

50. United States Department of Agriculture. USDA Nutrition Assistance Programs. National 599 

Agricultural Library  https://www.nal.usda.gov/fnic/usda-nutrition-assistance-programs. 600 

Accessed April 25, 2020. 601 

51. United States Department of Agriculture, Food and Nutrition Services. FNS Response to COVID-602 

19. 2020; https://www.fns.usda.gov/disaster/pandemic/covid-19. Accessed April 25, 2020. 603 

52. United States Department of Agriculture, Food and Nutrition Services. Find Meals for Kids When 604 

Schools are Closed. 2020; https://www.fns.usda.gov/meals4kids. Accessed April 25, 2020. 605 

53. United States Department of Agriculture Food and Nutrition Service. COVID-19 Congregate Meal 606 

Waivers & Q&As on Summer Meal Delivery Using Existing Authority.  607 

https://www.fns.usda.gov/sfsp/covid-19/covid-19-meal-delivery. Accessed May 7, 2020. 608 

54. Academy of Nutrition and Dietetics. Take Action Center. 2020; 609 

https://www.eatrightpro.org/advocacy/take-action/action-center. Accessed April 25, 2020. 610 

55. Food Research and Action Center. COVID-19 Updates. 2020; https://frac.org/covid-19-updates. 611 

Accessed April 25, 2020. 612 

56. Alliance to end hunger. COVID-19 Resources and Needs. 2020; 613 

https://alliancetoendhunger.org/covid-19-resources/. Accessed April 25, 2020. 614 



57. Food Research and Action Center. Maximizing WIC’s Role in Supporting Health, Food Security, 615 

and Safety During the COVID-19 Pandemic: Opportunities for Action.  616 

https://frac.org/research/resource-library/maximizing-wics-role-in-supporting-health-food-617 

security-and-safety-during-the-covid-19-pandemic-opportunities-for-action. Accessed April 25, 618 

2020. 619 

 620 


