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Malnutrition: Initial Assessment and Evaluation

Evidence-Informed Pathway

Off algorithm
EC evaluation and management

Notmalnutrition
Off algorithm
Manage as appropriate for
mptoms, conditions and diagnosi

Outpatient Management
PCP follow up within 72 hours
Consider referral to Dietitian, OT (for
feeding), Speech Therapy (for
swallowing) and Lactation (if
breastfeeding)

Fail Outpatient

[—No

Outpatient evaluation

C

Medically stable?
(NO hypothermia, bradycardia,
hypotension) or dehydration

No

Does the patient
meet 21 malnutrition criteria*?,

Meets HIGHER criteria??

Management?

' |
I Indlusion/Exclusion Criteria |
: . Inclusion criteria: children <24 months of age |
| admitted to the hospital with malnutrition I
K Exclusion criteria: children >24 months of age, |
| children with a known medical disorder which can !
| cause growth delay, previous inpatient admission for :
| malnutrition |
|

Malnutrition criteria (meet one or more):* |
Weight for length z score: -2 or lower |
Deceleration in weight for length/height z score: :
decline of 2 z scores |
. Deceleration of weight for age across two major |
percentile lines and/or decline of 2 z scores |
. Weight gain velocity: less than 50% of the norm for |

expected weight gain |
. Inadequate nutrient intake: 26-50% estimated |
energy/protein need |

! HIGHER risk criteria® I
e Medical Instability |
. Moderate or severe malnutrition with concern for |

refeeding syndrome I
. Moderate or severe dehydration |
. Failed outpatient management |
. Suspected abuse/neglect :
. Concems about parent— child interaction |
o Rskforlossoffolovup ___ _______ |

No
A

Continue to manage as appropriate
in the outpatient setting

Admit

Perform malnutrition specific Admission H&P (use E pic template; include IHELP social history)
Order set: “EB IP Malnutrition Initial Assessment and Evaluation Order Set”

Consult social work with full psychosocial assessment

If concern for child abuse: non-accidental trauma workup, report to child protective services and

Child Protection Team consult
Consult Dietitian

Consult OT with concerns related to: feeding/oral motor skills, positioning, and self-feeding skills
Consult Speech with concerns related to: swallowing and feeding (oral/pharyngeal/signs and
symptoms of esophageal dysphagia) and parent education for safe swallow techniques

Consult Lactation if breastfeeding

Pathologic/Organic

: No

condition requiring intervention ruled
out?

Manage as appropriate for condition or
diagnosis

Yes
|

Mild to Moderate
malnutrition AND psychosocial

I

assessment with no
concems?

. Consider caregiver 24 hour care
demonstration

e Arrange outpatientservices and
notify child protective services as
indicated

Outside of scope:
Individualized management
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Assess for discharge readiness’

Meets discharge criteria?”

Discharge Criteria”

. Patient medically stable with appropriate fluid/
caloric intake and stable/improved weight

e  labs/imaging/ consults recommendations
appropriate for outpatient management

. Caregiver interaction and care appropriate or
concems adequately addressed

. Caregiver demonstrates understanding of nutrition
recommendations and growth expectations and
understands discharge plan/ education

Discharge Home:
PCP follow up within 1-3 days with
appointment scheduled prior to
discharge
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Critical Points of Evidence*

Evidence Supports

e Providers should consider obtaining an upper Gl or endoscopy in children admitted with malnutrition and vomiting. ") —Weak
recommendation, very low quality evidence

Evidence Against

e Providers should not obtain screening labs and imaging in children with malnutrition without specific indication identified on history
and physical exam as it does not change the diagnosis or management in these patients. ¢7) — Strong recommendation, very low
quality evidence

Consensus Recommendations

e A multidisciplinary team should be involved with all pediatric malnutrition admissions. Consult social work with full psychosocial
assessment. If concern for child abuse: complete non-accidental trauma workup, report to child protective services, and consult
Child Protection Team. Consult Dietitian. Consult OT with concerns related to: feeding/oral motor skills, positioning, and self-
feeding skills. Consult Speech with concerns related to: swallowing and feeding (oral/pharyngeal/signs and symptoms of
esophageal dysphagia) and parent education for safe swallow techniques. Consult Lactation if breastfeeding. —Consensus
recommendation

e If a patient with malnutrition is at risk for refeeding syndrome refer to the_Refeeding Syndrome Guideline. —Consensus
recommendation

*NOTE: The references cited represent the entire body of evidence reviewed to make each recommendation.

References

1. Atalay, A., & McCord, M. (2012). Characteristics of failure to thrive in a referral population: Implications for treatment. Clinical
Pediatrics, 51(3), 219-225.

2. Wright, C., Callum, J., Birks, E., & Jarvis, S. (1998). Effect of community based management in failure to thrive: Randomised
Controlled trial. BMJ, 317, 571-574.

3. World Health Organization. (2013) Updates on the management of severe acute malnutrition in infants and children. Accessed from

4. Lerzner, B., Milano, K., MacLean, W., Berall, G., Stuart, S., & Chatoor, I. (2015). A practical approach to classifying and managing
feeding difficulties. Pediatrics, 135(2), 344-353.

5. Berwick, D., Levy, J., & Kleinerman, R. (1982). Failure to thrive: Diagnostic yield of hospitalization. Archives of Disease in
Childhood, 57, 347-351.

6. Larson-Nath, C., & Goday, P. (2016). Failure to thrive: A prospective study in a pediatric gastroenterology clinic. Journal of
Pediatric Gastroenterology and Nutrition, 62(62), 907-913.

7. Sills, R. (1978). Failure to thrive. American Journal of Disease of Children, 132, 967-969.

8. European Society of Paediatric Gastroenterology, Hepatology and Nutrition (ESPGHAN) Committee on Nutrition. Practical approach
to paediatric enteral nutrition: A comment by the ESPGHAN committee on nutrition. Journal of Pediatric Gastroenterology and
Nutrition, 51(1), 110-122.

9. Sydney Children’s Hospital. Refeeding syndrome: Prevention and management. Accessed from
http://www.schn.health.nsw.gov.au/_policies/pdf/2013-7036.pdf.

10. Becker, Patricia J. et al. “Consensus Statement of the Academy of Nutrition and Dietetics/American Society for Parenteral and
Enteral Nutrition: Indicators Recommended for the Identification and Documentation of Pediatric Malnutrition

(Undernutrition).” Journal of the Academy of Nutrition and Dietetics 114.12 (2014): 1988—2000. Web.

© Evidence-Based Outcomes Center 2
Texas Children’s Hospital


https://texaschildrens.sharepoint.com/sites/EvidenceBasedOutcomes/Documents/Forms/AllItems.aspx?id=%2Fsites%2FEvidenceBasedOutcomes%2FDocuments%2FRefeeding%20Syndrome%2FRefeeding%20Guideline%20document%20final%2012%2E2%2E2021%2Epdf&viewid=33cb3649%2D5899%2D4018%2D912c%2D43caaa6e933a&parent=%2Fsites%2FEvidenceBasedOutcomes%2FDocuments%2FRefeeding%20Syndrome
http://www.schn.health.nsw.gov.au/_policies/pdf/2013-7036.pdf

Clinical Standards Preparation

This pathway was adapted from clinical standards at Nationwide
Children’s Hospital as part of the Pediatric Initiative for Clinical
Standards (PICS) Collaborative. Development of this clinical
standard supports the TCH Quality and Patient Safety Program
initiative to promote clinical standards and outcomes that build a
culture of quality and safety within the organization.
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Development Process
This clinical standard was developed using the process outlined in
the EBOC Manual. The literature appraisal documents the
following steps:
1. Review Preparation
- PICO questions established
- Evidence search confirmed with content experts
2. Review of Existing External Guidelines
- World Health Organization, Updates on the Management of
Severe Acute Malnutrition in Infants and Children, 2013; A
Practical Approach to Classifying and Managing Feeding
Difficulties, 2015
3. Literature Review of Relevant Evidence
- Searched: PubMed, Cochrane Library
4. Critically Analyze the Evidence
- 0 meta-analyses, 1 randomized controlled trial, and 4
nonrandomized studies, as applicable
5. Summarize the Evidence
- Materials used in the development of the clinical standard,
literature appraisal, and any order sets are maintained in a
Failure to Thrive evidence-based review manual within EBOC.

Evaluating the Quality of the Evidence
Published clinical guidelines were evaluated for this review using
the AGREE Il criteria. The summary of these guidelines are
included in the literature appraisal. AGREE Il criteria evaluate
Guideline Scope and Purpose, Stakeholder Involvement, Rigor of
Development, Clarity and Presentation, Applicability, and Editorial
Independence using a 4-point Likert scale. The higher the score,
the more comprehensive the guideline.
This clinical standard specifically summarizes the evidence in
support of or against specific interventions and identifies where
evidence is lacking/inconclusive. The following categories describe
how research findings provide support for treatment interventions.
“Evidence Supports” provides evidence to support an
intervention
“Evidence Against” provides evidence against an intervention.
“Evidence Lacking/Inconclusive” indicates there is insufficient
evidence to support or refute an intervention and no conclusion
can be drawn from the evidence.
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The GRADE criteria were utilized to evaluate the body of evidence
used to make practice recommendations. The table below defines
how the quality of the evidence is rated and how a strong versus
weak recommendation is established. The literature appraisal
reflects the critical points of evidence.

Recommendation

Desirable effects clearly outweigh undesirable effects or

STRONG .
vice versa
WEAK Desirable effects closely balanced with undesirable
effects
Quality Type of Evidence
High Consistent evidence from well-performed RCTs or

exceptionally strong evidence from unbiased
observational studies

Moderate Evidence from RCTs with important limitations (e.g.,
inconsistent results, methodological flaws, indirect
evidence, or imprecise results) or unusually strong
evidence from unbiased observational studies

Low Evidence for at least 1 critical outcome from
observational studies, RCTs with serious flaws or
indirect evidence

Very Low Evidence for at least 1 critical outcome from
unsystematic clinical observations or very indirect
evidence

Recommendations
Practice recommendations were directed by the existing evidence
and consensus amongst the content experts. Patient and family
preferences were included when possible. The Content Expert
Team and EBOC team remain aware of the controversies in the
diagnosis/management of failure to thrive in children. When
evidence is lacking, options in care are provided in the clinical
standard and the accompanying order sets (if applicable).

Approval Process
Clinical standards are reviewed and approved by hospital
committees as deemed appropriate for its intended use. Clinical
standards are reviewed as necessary within EBOC at Texas
Children’s Hospital. Content Expert Teams are involved with every
review and update.

Disclaimer
Practice recommendations are based upon the evidence available
at the time the clinical standard was developed. Clinical standards
(guidelines, summaries, or pathways) do not set out the standard
of care and are not intended to be used to dictate a course of care.
Each physician/practitioner must use his or her independent
judgment in the management of any specific patient and is
responsible, in consultation with the patient and/or the patient’s
family, to make the ultimate judgment regarding care.

Version History

Date Action Comments
May 2018 First Iteration
Mar 2023 Reaffirmed with Updated criteria to reflect

revisions z scores. Changed
terminology from “failure
to thrive” to “malnutrition”.




