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CHAPTER 33. SPECIALIZED NUTRITIONAL SUPPORT

33.01 SPECIALIZED NUTRITIONAL SUPPORT POLICY

National professional organizations including ASPE
Parenteral and Enteral Nutrition) and the American
Nutrition recommend a interdisciplinary group to co
specialized nutrition support. A properly function
Team) can produce significant reduction in TPN (Tot
associated complications, improve morbidity and mor
expenses and increase the cost-effectiveness of tre
have important benefits for enteral nutritional sup
non-team management. It is VA (Department of Veter
each VA medical center that provides TPN will have
interdisciplinary NST as described in paragraph 33.
provide TPN will also meet the requirements describ
NST is also recommended for VA medical centers that
nutritional support.

33.02 NST (NUTRITION SUPPORT TEAM)

a. A NST is most often a consulting and support g
physician. One of the objectives of a NST is to ut
technologies to assist the primary physician in the
treatment of patients at nutritional risk while at
least amount of patient risk and cost.

b. Identification and treatment of patients who a
or at nutritional risk is a high priority concern t
shall address. It is essential that appropriate re
staffing are provided to the nutrition support effo

c. In addition to its role in supporting TPN, the
possible, assist in strengthening the facility's ef
screening and assessment and play active roles rela
patients receiving enteral nutritional support, nut
training and quality assurance.

d. The following disciplines are to be represente
registered dietitian; pharmacist; and registered nu
including a social worker and dentist are also enco

33.03 TPN (Total Parenteral Nutrition)
a. TPN (Total Parenteral Nutrition) is defined by
required nutrients by the intravenous route to repl

nutritional status". TPN is a potentially life-sav
of treatment for patients who are unable to receive

33-6

N (the American Society for
Society for Clinical
ordinate provision of
ing NST (Nutrition Support
al Parenteral Nutrition)
tality rates, reduce
atment. Use of a NST can
port as well, compared to
ans Affairs) policy that
a formal, active,
02. VA medical centers that
ed in paragraph 33.03. A
provide only enteral

roup to the primary
ilize the most current
identification and
the same time incurring the

re critically malnourished

hat each VA medical center
sources including necessary
rt.

NST will, to the extent
forts in nutritional
ting to the management of
rition education and

d on the NST: a physician;
rse. Other disciplines
uraged to participate.

ASPEN as "the provision of
enish or maintain

ing or life sustaining form

adequate nutrition via the
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gastrointestinal tract. However, because of its in
severe adverse effects particularly if provided ina
proper precautions. Patients may require prolonged
sustain life. Medical conditions of some of these
sufficiently stable to permit discharge from the me
of TPN at home.

b. A VA medical center that provides TPN will mee

(1) A formal, active NST as described in paragrap
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vasive nature, it can have
ppropriately or without
or even permanent TPN to
patients may be otherwise
dical center and provision

t the criteria as follows:

h 33.02 is functioning.
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(2) Guidelines for providing TPN are developed and followed including
necessary facilities, staff qualifications, protoco I, and staff education, as
follows:

(a) Facilities . A laminar flow hood must be present to ensure pr oper
preparation of TPN solution.

(b) Staff qualifications . Expertise in catheters, pumps, formulas,
solutions, etc., will be represented by one or more disciplines on the NST.
The following are recommended for specific discipli nes and are not mandated
requirements:

1. Physician. The NST physician will be knowledgea ble about nutrition,
malnutrition, metabolism, the digestive system, and the rationale, indications
and methodologies for enteral and parenteral nutrit ional support. Ideally, the
physician will have completed residency training in internal medicine, general
surgery, or another specialty related to nutrition support, received additional
fellowship training in clinical nutrition, be certi fied by one or more
specialty boards recognized by the American Board o f Medical Specialties and/or
the American Board of Nutrition, have participated on an NST previously, and
devote a significant amount of professional time to the practice of specialized
nutritional support.  Personal expertise and clinic al privileges in the
placement of in-dwelling central venous catheters m ay be advantageous.

2 . Pharmacist. The NST pharmacist will be a Regist ered Pharmacist with
either a minimum of 2 years of clinical experience including nutrition care or
6 months of NST experience. The pharmacist will be knowledgeable in using
aseptic  technigue to prepare intravenous admixtures ,  drug/nutrient
interactions, interpretation of lab data, and will assist in developing and
monitoring the patient's nutritional therapy.

3 . Nurse. The NST nurse will be a Registered Nurse with a minimum of 3to 5
years of medical--surgical experience who is knowle dgeable about enteral and
parenteral therapies and who is experienced in the monitoring and care of
patients receiving all types of nutrition support, including infection control
and the care and complications of central venous ca theters. Ideally the nurse
will have a master's degree in nursing and certific ation in Nutrition Support
Nursing.

4 . Dietitian. The NST dietitian will be a clinical Registered Dietitian who
is knowledgeable about nutritional assessment and p atient monitoring to
evaluate therapeutic efficacy and meet one of the f ollowing qualifications:

a. Two vyears clinical experience (having actively p articipated in
nutritional care) plus attendance at conferences, w orkshops, or individual
study concerning nutrition support;

b . Six months experience on an established active N ST; or

33-8
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c . A recent advanced degree in human nutrition and/
clinical experience.

5. Social Worker. The NST social worker will have
social work with a minimum of 1-year clinical medic
The social worker will be knowledgeable of the psyc
including an understanding of the stressors associa

parental nutritional support therapy.
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or physiology and 1-year

a master's degree in
al -- surgical experience.
hosocial aspects of illness
ted with enteral and
The
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social worker will be knowledgeable of VA and commu nity resources required to
support and assist the TPN patient and caregiver at home.

(c) Protocol . A written protocol or manual relating to general policies
concerning TPN must be present at each VA medical ¢ enter using this form of
therapy. This protocol will be formulated with inp ut from a knowledgeable
physician, pharmacist, registered nurse, and clinic al dietitian.  General
sections of this protocol will include:

1 . Indications and contraindications (provisions on living wills and durable
power of attorney for health care, etc., will be ho nored in the assessment
process); Alternate forms of nutritional care, such as enteral nutrition, will
be utilized whenever appropriate.

2 . Metabolic aspects of therapy.

3 . Administration of nutrients.

4 . Central venous catheter insertion techniques.

5 . Compounding of solutions.

6 . Monitoring of patients.

7_. Complications and their preventions.

8 . Nursing guidelines.

9 . Method of terminating therapy.

10 . Quality control data collection.

11 . List of pertinent references.

If home TPN is provided, a section addressing this will be developed which
includes patient education.

(d) TPN Education . NST team training may be provided by the VA Regi onal
NSTT (Nutrition Support Training Team) in cooperati on with the VA RMEC
(Regional Medical Education Center). Other educati on and training may be
provided by didactic courses in parenteral/enteral nutrition and/or team
dynamics sponsored by the VA and attendance at cour ses and meetings of national
professional organizations such as ASPEN and the Am erican Society for Clinical
Nutrition. Opportunities for continuing medical ed ucation to maintain
expertise will be available to NST members at least every 2 to 3 years. One of
the responsibilities of an established NST will be in-service education for
other VA medical center staff, trainees, and studen ts.

33-10
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(83) The VA medical center has administrative cont
TPN, including patient evaluation by the NST and li
TPN only to designated staff members when the NST i
patient.

(4) The NST actively follows every patient receiv

(5) Home TPN will be provided only by VA medical
program and additional professional expertise in ho
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rols over initiation of
miting authority to initiate
s unable to evaluate the
ing TPN.

centers with a hospital TPN
me support. A comprehensive
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psychosocial assessment will be provided. This ass
relationships and support systems, adjustment to TP
environment and need for followup care.

(6) Quality of care indicators are established fo
indications for initiating TPN, outcomes of patient
received TPN and evaluating the care provided by th
documentation of indications for TPN, consultation
of TPN, adherence to TPN protocol, monitoring of co
of efficacy of treatment (e.g., stabilization or in
of decubitus ulcer(s) and improvement in serum albu
into the VA's overall QA (Quality Assurance) Progra

33.04 TUBE/ENTERAL NUTRITION

a. To assist in the provision of safe, optimal nu
VA medical center Nutrition Committee  will
interdisciplinary guidelines for tube/enteral nutri
nutrition protocol. Involvement of the facility's
important aspects of a tube/enteral nutrition proto

(1) Indications and Contraindications.
necessary when spontaneous oral intake is not feasi
though remaining gastrointestinal function is suffi
improvement of nutritional status. Good clinical j
patient's diagnosis, prognosis, and personal wishes
before initiating tube feeding. The ASPEN has outl
tube/enteral nutrition will be considered (Journal
Nutrition, Volume 5, 1987, pages 435-39, Guidelines
Nutrition in the Adult Patient). Provisions of liv
of attorney for health care, etc., will be honored

(2) Selection of Feeding System(s). The overall
containers, administration sets, pumps and feeding
feeding system will depend on cost, convenience and

(3) Selection of Feeding Tubes. The use of tubes
designed for enteral nutrition is encouraged. Soft
nasoenteric tubes appear to enhance patient comfort
tubes although they may be more difficult to insert
more easily, and are more costly. Consideration wi
such soft, fine-bore tubes for those patients in ne
weeks) nasoenteric feeding. Patients
indefinitely (e.g., more than 6 weeks) will
gastrostomies or other forms of enterostomies which
use of nasal feeding tubes. Tube
jejunostomies are also effective modalities which c¢
enteral nutritional support to selected patients.
will maximize patient comfort without compromising
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essment will include family
N, coping ability, home

r monitoring and evaluating
s who are receiving or have
e NST. Examples include

by the NST before initiation
mplications, and assessment
crease in body mass, healing
min). These are integrated
m.

trition to patients, each
comprehensive
tion and a tube/enteral
NST is encouraged. The
col are as follows:

develop

I, tube feeding is
ble or is contraindicated,
cient for maintenance or
udgment requires that the
be taken into account
ined clinical settings where
of Parenteral and Enteral
for the use of Enteral
ing wills and durable power
in the assessment process.

system includes formula
tubes. The choice of
safety.

and catheters specifically
, fine-bore (#8-14 Fr.)
in comparison with harder
, are probably dislodged
Il be given to the use of
ed of long term (e.g., 2
nas oenteric  feeding
idered for feeding
would be preferable to the
needle catheter
an be used to provide
The choice of feeding tubes
safety.
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(4) Medication Administration. Use of soft, fine bore nasoenteric tubes for
the administration of crushed oral dosage forms of medication is discouraged
due to the high incidence of tube obstruction from this practice. If the
feeding tube must be utilized for the delivery of m edication, commercially
available or extemporaneously prepared liquid formu lations will be employed.
When the liquid medication has been administered Vi

33-13
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the feeding tube, the patient will be monitored for
and therapeutic response. In addition, the potenti
the feeding formula and medication (e.g., phenytoin

as the potential for gastrointestinal side effects
administration of hyperosmolar medications via the

(5) Insertion of Feeding Tubes and Verification o
center will determine who will be clinically privil
tubes. A potentially life-threatening complication
is nasopulmonary intubation. Those patients at ris
Consideration of mandatory X-ray confirmation of tu
critically ill or the neurologically impaired patie
react to a misplaced tube is recommended to prevent
into the lung or aspiration. For patients not at r
intubation, other acceptable methods for verificati
be outlined. For all patients, documentation of ve
will be written in the medical record.

(6) Use/Problems with PEGs (Percutaneous Endoscop
number of serious complications (e.g., peritonitis)
following PEG placement. It is, therefore, strongl
collaborative effort be made between the NST and th
placement. Such a coordinated effort prior to, dur
will decrease complications related to:

(a) Inappropriate placement,

(b) Technical aspects,

(c) Immediate post-PEG care, and
(d) Long-term care needs.

For those patients at high risk for aspiration pneu

given to gastroduodenal or gastrointestinal tube pl
endoscope. However, aspiration pneumonia can occur
duodenum or jejunum and precaution against aspirati

it is strongly recommended that post-PEG nursing ca
and implemented.

(7) Formulas. A formulary based on generic produ
nutritions for nutrition products will be establish
nutrient content and appropriate use will be commun
given to the calories per volume to meet the patien
Micro-nutrient content and other components may dif
formulations. Therefore, patients' nutritional sta
formula changes are made. Also, changing formulas
with drugs such as warfarin. Preparation, labeling
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drug tolerance, diarrhea,
al for interaction between
) will be considered as well
associated with the
feeding tube.

f Placement. Each medical

eged to insert feeding
of feeding tube insertion
k need to be identified.
be placement in the elderly,

nt who cannot recognize or
the infusion of feeding

isk for nasopulmonary

on of tube placement need to

rification of tube placement

ic Gastrostomies). A
have been reported
y recommended that a
ose services providing PEG
ing, and after PEG placement

monia, consideration will be
acement via PEG or via
even if the tube is in the
on must be continued. Thus,
re protocols be developed

ct descriptions for
ed and information on the
icated. Attention will be
t's nutritional needs.
fer among commercial
tus will be reviewed when
may result in altered status
, distribution, storage, and
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hang-times procedures need to be determined with th e emphasis on preventing
bacterial contamination.

(8) Administration. Patient tolerance and the cl inical situation will
dictate which delivery method to use. There are 4 methods of delivery:

(a) Bolus,

(b) Intermittent,

33-15
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(c) Continuous (pump controlled drip feeding), and

(d) Cyclical (where patients are fed continuously
then disconnected for 6 to 12 hours).

The bolus and intermittent methods are better in am
intact stomachs and no risk of aspiration. The con

risk of aspiration, dumping and diarrhea. Isotonic

are appropriate for the majority of patients. Cent
feeding regimens assist in assuring that patients r

are not overfed.

(9) Tube-Enteral Feeding Orders. To ensure consi
strong consideration will be given to standardized
specific type of feeding tube, verification of tube
number and volume of feedings or flow rate, checkin
residuals and orders relating to positioning of pat
head of bed, etc.).

(10) Management/Monitoring. It is recommended th
participate in the management of the tube-enterally
Interdisciplinary treatment protocols are essential
management. Patients need to be monitored for resp
for gastrointestinal, metabolic, infectious, and me
Determination of cause and consideration of prevent
to reduce the likelihood of recurrence will be soug
Outcome measures are necessary to determine efficac
stabilization or increase in body mass, healing of
improvement in albumin).

(11) Quality Assurance. The quality and appropri
patients receiving tube-enteral nutrition will be m
documented (e.g., indications for tube feeding, ver
prior to administration of formula, and adherence t

(12) Education and Training. It is recommended t
role in the education and training of staff, traine
nutrition support.

(13) Home Tube-Enteral Feeding Programs. With th
specialized nutrition support will continue in some
stabilization of their medical problem, home tube-e
recognized as a cost-effective alternative to hospi
coordinated approach is essential. This will inclu
criteria for the provision of formulas to patients
or long-term care setting. Each facility will also
prescription, mechanism for monitoring tolerance, s
scheduling appropriate clinic follow-up. Provision
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for 12 to 18 hours and

bulatory patients with
tinuous method decreases the
formulas at full strength
er-wide guidelines for
eceive adequate amounts but

stent and quality care,
orders. Orders will include
placement, calories/cc.,
g and evaluation of
ients (e.g., elevation of

at the NST actively
fed patient.
for consistent high quality
onse to treatment and also
chanical complications.
ive and treatment measures
ht for each complication.
y of treatment, (e.g.,
decubitus ulcer(s),

ateness of care for
onitored, evaluated and
ification of tube placement
o local protocol).

hat the NST take a leading
es, and students in enteral

e growing awareness that

patients  after
nteral nutritional care is
talization. A formalized

de the development of
being discharged to the home
determine duration of
upplying refills and
s will be made to provide
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monitoring of patient nutritional intake, metabolic monitoring, and tolerance
of home tube-enteral feeding.
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