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Publication Highlights

Publications Related to the Nutrition Care Process

Since the Nutrition Care Process and Model development, the Academy of Nutrition and Dietetics has released several
publications related to the Nutrition Care Process (NCP). The original article published in 2003 described the complete
Nutrition Care Process (1). This article was updated in 2007-2008 by a subcommittee of the Nutrition Care Process
Standardized Language (NCP/SL) Committee chaired by Annalynn Skipper, PhD, RD. Part one of the updated article
was published in the July 2008 issue of the Journal of the American Dietetic Association (2). The second part of the
article was published in August 2008 in the Journal of the American Dietetic Association (3).

The first publication to describe the complete standardized language for the dietetics profession was the International
Dietetics and Nutrition Terminology (IDNT) Reference Manual, Second Edition (4). The Third Edition included ten
new nutrition diagnoses. Four of these are predictive—that is, the food and hutrition professional predicts (based on
observation, experience, or scientific reason) that future intake will be suboptimal or excessive. In addition, nutrition
diagnosis etiologies were grouped into ten categories and the categories were defined (5).

This Fourth Edition describes the NCP and includes the standardized language or terminology for each step in the
NCP. The major changes in this publication are as follows:

* Addition or separation of terms as a result of initial Academy work toward including the concepts from the
Nutrition Care Process and the specific terms into standardized informatics languages and language systems,
such as the Systematized Nomenclature of Medicine International (SNOMED), Logical Observation Identifiers
Names and Codes (LOINC), and United Medical Language System (UMLS).

* Addition of terms and refinements to reference sheets in response to 26 submissions for terminology additions
or modifications by practitioners in the U.S. and intemationally.

* Refinement of the content for improved use for all food and nutrition professionals in the U.S. and internation-
ally, including U.S. and metric measures, addition of directional arrows for lab values to provide information

on the direction of change, generic descriptors and specific examples for reference standards and resources,
addition of vitamin and mineral intake units used outside of the U.S. and Canada, and clarification of specific

words used.

* Revision and addition of content as a result of suggestions by U.S. and international authors of a new NCP
Toolkit for Public Health/Community Nutrition. '

* Addition of the Academy Unique Identifier, a five-digit number following the alpha-numeric term code for all
three NCP Terminologies (e.g., Total energy intake, FH-1.1.1.1, 10005). Further information about the purpose
and use of the Academy Unique Identifier follows.

New in This Publication

Nutrition Assessment

The Nutrition Assessment standardized language is REVISED.

The Academy is continuing to work toward including the concepts from the Nutrition Care Process and the specific
terms into standardized informatics languages and language systems, such as the SNOMED, LOINC, and UMLS.
As a result of the initial work, new terms have been added or terms have been separated within the terminology lists.
Changes to Nutrition Assessment include: '
* Separate terms for documenting intake of the bioactive substances, plant stanol esters (FH-1.4.2.1), plant sterol
esters (FH-1.4.2.2), psyllium (FH-1.4.2.4) and f glucan (FH-1.4.2.5)

* Additional terms for documenting vitamin intake of pantothenic acid (FH-1.6.1.12) and biotin (FH-1.6.1.13)
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* Additional terms for documenting mineral intake of sulfate (FH-1.6.2.9), fluoride (FH-1.6.2.10), copper (FH-
1.6.2.11), iodine (FH-1.6.2.12), selenium (FH-1.6.2.13), manganese (FH-1.6.2.14), chromium (FH-1.6.2.15),
molybdenum (FH-1.6.2.16), boron (FH-1.6.2.17), and cobalt (FH-1.6.2.18)

* Revision of the class Medications and Herbal Supplement Use (FH-3) to include all complementary/alternative

medicine products. This change results in deletion of the term Complementary/alternative medicine (CH-2.2.3).

The two new subclasses are:

© Medications (FH-3.1)

© Complementary/alternative medicine (FH-3.2)
Separate terms fbr Procurement of safe food (FH-6.2.2) and Identification of safe food (FH-6.2.6)
Separate terms Remembers to eat (FH-7.2.7) and Recalls eating (FH-7.2.8)

. Addiﬁohal terms for documenting laboratory findings related to the minerals boron (BD-1.9 4), chromium
(BD-1.9.5), fluoride (BD-1.9.6), manganese (BD-1.9:7), moly_bdenum (BD-1.9.8), and selenium (BD-1.9.9)

Further term additions or changes may result from this ongoing work with the standardized medlcal languages and will
be published in future editions.

Other changes include:

Addition of the Academy Unique Identifier, a five-digit number folloWing the alpha-numeric term code (e.g., Total
energy intake, FH-1.1.1.1, 10005).

¢ The Academy Unique Identifier is an essential element used by information technology (IT) professionals for
data monitoring and iracking in electronic health records (EHRs). Food and nutrition professionals use this
number to request data needed for reports and quality improvement.

‘© The Academy Unique Identifier is associated with a term and never changes. If the term is modified, -
then the original term and unique identifier are retired. The new term is assigned a new unique identi-
fier. -

© The unique identifiers do not have a structure. Although unique identifiers were initially assigned in
 sequential order, there is no order for the identifiers, and they do not have meaning or show relation-
ships between terms. This is in contrast to the IDNT alpha-numeric term codes (e.g., FH-1.1.1.1), which
change as the terminology changes and demonstrate relationships between terms and groups of terms.

* Neither the Academy Unique Identifiers nor the alpha-numeric term codes are recommended in nutrition docu-
mentation. Food and nutrition professionals should document only the terms (e.g., Total energy intake).

Two new terms have been added as part of the Diet history (FH-2.1) including diets followed by the patient/client due
to diagnosed or reported:

¢ Food allergies (FH-2.1.2.5)
¢ Food intolerance (FH-2.1.2.6)

One new term has been added within Enteral and parenteral nutrition administration (FH-2.1.4)
¢ Body position, EN (FH-2.1.4.3)
Clarification that Food and nutrition knowledge (FH-4.1) and Area(s) and levels of knowledge include food ahd

nutrition-related skills. Thus, the terms were retitled Food and nutrition knowledge/skills (FH-4.1) and Area(s) and
levels of knowledge/skills.

Four new terms have been added within the class Physical Activity and Function (FH-7). All of the new terms are part
of a new sub-class, Factors affecting access to physical activity (FH-7.4):

¢ Neighborhood safety (FH-7.4.1)
» Walkability of neighborhood (FH-7.4.2)
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« Proximity to parks/green space (FH-7.4.3)
* Access to physical activity facilities/programs (FH-7.4.4)

Physical disability, mobility and socioeconomic factors affecting physical activity can be documented in the Client
History, specifically, Personal data (CH-1.1) and Social history (CH-3.1). Please see the reference sheet for more spe-
cific information about how these terms are described.

Glucose/endocrine profile (BD-1.5) is clarified to include specific pituitary hormone tests (growth hormone (GH), ad-
renocorticotropic hormone (ACTH), luteinizing hormone (LH) and follicle-stimulating hormone (FSH)) (BD-1.5.10).

Mineral profile (BD-1.9) has additional terms for documenting laboratory findings related to the minerals boron (BD-
1.9.4), chromium (BD-1.9.5), fluoride (BD-1.9.6), manganese (BD-1.9.7), molybdenum (BD-1.9.8), and selenium
(BD-1.9.9).

\

Protein profile (BD-1.11) is revised to include carbohydrate-deficient transfe}rin (BD-1.11.8).
Urine profile (BD-1.12) includes Urine microalbumin as an example of a Urine test (BD-1.12.4).

Nutrition Assessment and Nutrition Monitoring and Evaluation Reference Sheets

Changes to the reference sheets were carefully reviewed by the NCP/SL Committee, members of the Academy’s IDNT
Advisory Panel, members of the IDNT classification workgroup and experts from the international community. This
included review of the Academy’s evidence-based practice guidelines by the Academy’s Evidence-based Practice
Committee.

Content has been refined for improved use by all food and nutrition professionals in the U.S. and internationally. To-
ward that goal are the following changes:

* Inclusion of the following U.S. and metric measures—fluid volume (ounce [oz)/milliliter [mL]), weight
(pound/kilogram [kg]), height (feet and inches/centimeters [cm]), food intake measures (servings/piece, cups/
deciliter [dL}/mL, oz/gram [g]/kg, teaspoon [tsp}/tablespoon [tbsp}/mL), food energy (calories/kilocalories
[kcal)/kilojoules [KJ]).

~ » Maintenance of existing laboratory values in the reference sheets with the addition of arrows to provide infor-
mation on the direction of change. Arrows used with laboratory values are {, which represents above reference
standard, and |, which represents below reference standard.

* Reference standards or resources now contain a generic description, and when available, a specific standard
or resource following in parentheses. Examples are dietary reference intake standard (e.g., Dietary Reference
Intakes [DRIs]), national food guideline (e.g., US Dietary Guidelines, MyPlate) and diet quality index standard
(e.g., Healthy Eating Index).

* Addition of vitamin and mineral intake units used outside of the U.S. and Canada. As an example, the list-
ing for Vitamin A intake included a recommendation to specify the form and amount in ug/day. This will now
reflect a Vitamin A intake recommendation to specify form, pg (micrograms) or RE (retinol equivalents), and
frequency of the intake (e.g., twice per day).

* Clarification of specific words used in the manual. As an example, “nutrition support” is used in the manual
without a definition. Therefore, nutrition support will be followed by a definition in parentheses: nutrition
support (enteral and parenteral nutrition) in the class definition. Enteral and Parenteral Nutrition (ND-2) are
defined as nutrition provided through the gastrointestinal (GI) tract via tube, catheter, or stoma that delivers
nutrients distal to the oral cavity (enteral) or the administration of nutrients intravenously (centrally or periph-
erally) (parenteral).

Most of the changes for improved U.S. and international use impact the Nutrition Assessment/Monitoring and Evalu-
ation reference sheets, but the changes occur throughout the manual and impact Nutrition Diagnosis and Nutrition
Intervention reference sheets as well.
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Other specific changes are noted in the Nutrition Assessment chapter, but highlights include “human milk” as an
approved synonym for “breastmilk,” urin¢ microalbumin as an examples of a urine test, and chyle leak as a medical

diagnosis within Client History.

Nutrition Diagnosis

The Nutrition Diagnosis standardized language is REVISED.

There are several specific changes; however, one change important to the step is approval of the synonym Nutrition
Problem for Nutrition Diagnosis. This synonym was suggested by Public Health/Community Nutrition practitioners.
The NCP/SL Commitee was considering term synonyms as this publication was being prepared. Refer to www.eatright.
org/ncp for a complete list of synonyms.

As a result of the work toward including the specific terms into standardized informatics languages and language
systems, new terms have been added or terms have been separated wnhm the terminology lists. New nutrition

diagnoses include:
* Additional terms for documenting Inadequate vitamin intake of pantothenic acid (NI-5.9.1.12) and
biotin (NI-5.9.1:13)
* Additional terms for documenting Excessive vitamin intake of pantothenic acid (NI-5.9.2.12) and
biotin (NI-5.9.2.13)
« Additional terms for documenting Inadequate mineral intake of sulfate (NI-5.10.1.9), fluoride (NI-5.10.1.10),

copper (NI-5.10.1.11), iodine (NI-5.10.1.12), selenium (NI-5.10.1.13), manganese (NI-5.10.1.14), chromium
(NI-5.10.1.15), molybdenum (NI-5.10.1.16), boron (NI-5.10.1.17), and cobalt (NI-5.10.1.18)

¢ Additional terms for documentiqg Excessive mineral intake of sulfate (NI-5.10.2.9), fluoride (NI-5.10.2.10),
copper (NI-5.10.2.11), iodine (NI-5.10.2.12), selenium (NI-5.10.2.13), manganese (NI-5.10.2.14), chromium
(NI-5.10.2.15), molybdenum (NI-5.10.2.16), boron (NI-5.10.2.17), and cobalt (NI-5.10.2.18)

¢ Separate terms for Overweight/obesity including Overweight, adult or pediatric (NC-3.3.1), Obese, pediatric
(NC-3.3.2), and three classes of obesity in adults, Obese, class I (NC-3.3.3), Obese, class II (NC-3.3.4), Obese,
class III (NC-3.3.5). Obese, class III also has an approved synonym of “morbid obesity.”

* Inability or lack of desire to manage self-care (NB-2.3) was changed to Inability to manage self-care (NB-2.3).
Lack of desire to manage self-care is not a separate nutrition diagnosis, but a possnble etiology, which is already
listed in the nutrition diagnosis. : -

Further term additions or changes may result from this ongoing work with the standardized medical languages and will
be published in future editions. ‘

The nutrition diagnoses in the Energy Balance (NI-1) Class were renumbered (NI-1.1 to NI-1.5) due to unused nutri-
tion diagnoses.

In response to suggestions by food and nutrition professionals, several modifications and terms additions were made:

Suboptimal enteral nutrition (NI-2.3), which is a synonym of Inadequate enteral nutrition (NI-2.3), and Less than op-
timal enteral nutrition (NI-2.5) are two terms that are not clear without reviewing the definitions. Therefore, clanfymg

words from the definition were added:
¢ Less than optimal enteral nutrition (NI-2:5) is relabeled Less than optimal enteral nutrition composition or
modality (NI-2.5).
¢ Less than optimal parenteral nutrition (NI-2.8) is relabeled Less than optimal parenteral nutrition composmon
- or modality (NI-2.8).
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In a previous edition of the IDNT, the nutrition diagnoses noted on the previous page were labeled Inappropriate
enteral nutrition and Inappropriate parenteral nutrition; however, feedback revealed that the word “inappropriate” was
considered too value-laden. This led to a change in the labels from “inappropriate” to “less than optimal.” Three other
nutrition diagnoses that have the “inappropriate” label are also changed in this edition:

» Inappropriate intake of fats (specify) (NI-5.6.3) is relabeled Less than optimal intake of types of fats (NI-5.6.3)

« Inappropriate intake of proteins or amino acids (specify) (NI-5.7.3) is relabeled Less than optimal intake of
types of proteins or amino acids (specify) (NI-5.7.3)

« Inappropriate intake of types of carbohydrate (specify) (NI-5.8.3) is relabeled Less than optimal intake of types
of carbohydrate (specify) (NI-5.8.3)

While not the intent, certain terms, such as, Harmful beliefs and attitudes about food and nutrition-related topics (NB-
1.2) and Undesirable food choices (NB-1.7), can seem judgemental. For that reason, the following changes were made:

« Harmful beliefs/attitudes about food or nutrition-related topics (NB-{.2) is relabeled Unsupported beliefs/
attitudes about food or nutrition-related topics (NB-1.2). It is believed that this term is less value-laden, and
main;ains the intent of the term definition.

« Undesirable food choices (NB-1.7) was not relabeled but it now has a synonym of Suboptimal food choices
(NB-1.7) that may be used.

Two nutrition diagnoses were carefully considered and added:
¢ Suboptimal growth rate (NC-3.5)
-+ Excessive growth rate (NC-3.6)

These diagnoses are available to label nutrition problems related to growth rate. Please refer to the reference sheets for
definitions, etiologies, and signs/symptoms. ' :

Another change is the addition of the Academy Unique Identifier, a five-digit number following the alpha-numeric
term code (e.g., Inadequate oral intake, NI-2.1, 10639).

* The Academy Unique Identifier is an essential element used by information technology (IT) professionals for
data monitoring and tracking in electronic health records (EHRs). Food and nutrition professionals use this
number to request data needed for reports and quality improvement.

© The Academy Unique Identifier is associated with a term and never changes. If the term is modified,
then the original term and unique identifier are retired. The new term is assigned a new unique identi-
fier.

© The unique identifiers do not have a structure. Although unique identifiers were initially assigned in se-
quential order, there is no order for the identifiers, and they do not have meaning or show relationships
between terms. This is in contrast to the IDNT alpha-numeric term codes (e.g., NI-2.1), which change
as the terminology changes and demonstrate relationships between terms and groups of terms.

* Neither the Academy Unique Identifiers nor the alpha-numeric term codes are recommended in nutrition docu-
.mentation. Food and nutrition professionals should document only the terms (e.g., Inadequate oral intake).

Nutrition Diagnosis Reference Sheets

Specific changes are noted in the Nutrition Diagnosis chapter, but highlights include that absence of prior education is
part of the nutrition diagnosis Food and nutrition knowledge deficit (NB-1.1); lack of confidence in ability to change is
an etiology of the nutrition diagnosis Limited adherence to nutrition-related recommendations (NB-1.6); chyle leak is
a client history sign and symptom of both Excessive fat intake (NI-5.6.2) and Less than optimal intake of types of fats
(N1-5.63); lack of recommended adaptive eating devices is a sign/symptom of Self-feeding difficulty (NB-2.6); and
mislabeled or unlabeled foods is a sign/symptom of Intake of unsafe food (NB-3.1).
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Malnutrition (NI-5.2)

The Academy of Nutrition and Dietetics and the American Society for Parenteral and Enteral Nutrition (ASPEN)
continue to work with the U.S. National Center for Health Statistics to revise projected ICD-10 coding terminology

to incorporate an etiology-based approach to malnutrition diagnosis (J Parenter Enteral Nutr. 2010;34[2]:156-159).
Clinical characteristics or indicators of malnutrition determined by this collaboration are included in the nutrition diag-
nosis, Malnutrition (NI-5.2). The Academy's Nutrition Care Manual contains more-specific descriptions of severe and
nonsevere malnutrition. Pediatric malnutrition (ages 1-18) has not been defined as part of the Academy and ASPEN
collaboration. The process of developing characteristics to diagnose pediatric malnutrition is underway. Therefore,
indicators within the nutrition diagnosis were refined based on the documents of the collaboration for adult malnutri-
tion. Future changes are expected, including defined clinical characteristics for pediatric malnutrition, but they are not

available for this publication. For additional information, visit the Academy’s website at: www.eatright.org/coverage.

Breastfeeding Difficulty (NC-1.3)

Practitioners in public health/community nutrition practice worked &xtensively on a new NCP toolkit for this practice
area (6). During this work, authors identified the need to include an etiology and signs/symptoms related to the impact
of other feeding on the ability to sustain infant nutrition through breastfeeding. Please refer to the reference sheet for ‘
the specific changes.

No Nutrition Diagnosis At This Time (NO-1.1)

A new reference sheet was added for clarity, electronic health records, and quality improvement purposes so that food
and nutrition professionals can clearly document when a nutrition assessment indicates that no nutrition problem cur-
rently exists that warrants a nutrition intervention. This concept was described in a previous journal article (3), but a

* term and reference sheet permit clearer understanding and tracking of its use.

Nutrition Intervention

-The Nutrition Intervention standardized language is REVISED. As a result of the work toward including the specific
terms into standardized informatics languages and language systems, new terms have been added and some terms have
been separated within the terminology lists. Changes to Nutrition Intervention include:

« Separation of Modify distribution of, type, or amount of food and nutrients within meals or at specified time
(ND-1.2) to Composition of meals/snacks (ND-1.2) with addition of ten types of diets from the Academy diet
order taxonomy project and Schedule of food/fluids (ND-1.3)

* Addition of six new terms for Enteral nutrition (ND-2.1): composition (ND-2.1.1), concentration (ND-2.12),
-rate (ND-2.1.3), volume (ND-2.1.4), schedule (ND-2.1.5), and route (ND-2.1.6)

* Addition of five new terms for Parenteral nutrition/IV fluids (ND-2.2): composition (ND-2.2.1),
concentration (ND-2.2.2), rate (ND-2.2.3), schedule (ND-2.2 4), and route (ND-2.2.5)

» Addition of terms for documenting vitamin supplement of pantothenic acid (ND-3.2.3.12) and biotin
(ND-323.13) :

* Addition of terms for documenting mineral supplement of sulfate (ND-3.2.4.9), fluoride (ND-3.2.4.10),
copper (ND-3.2.4.11), iodine (ND-3.2.4.12), selenium (ND-3.2.4.13), manganese (ND-3.2.4.14), chromium
(ND-3.2.4.15), molybdenum (ND-3.2.4.16), boron (ND-3.2.4.17), and cobalt (ND-3.2.4.18)

* Separate terms for documenting intake of the followihg bioactive substances: plant stanol esters (ND-3.3.1), '
plant sterol esters (ND-3.3.2), psyllium (ND-3.3.4), B glucan (ND-3.3.5), alcohol (ND-33.7) and caffeine
(ND-33.8) ’ ’

¢ Separation of Prescription medications (ND-6.1) and OTC medications (ND-6.2).

* Revision of Herbal/complementary products, specify to Complementary/alternative medicine (ND-6.3)

¢ Revision of terms for the Coordination of Nutrition Care Domain, namely separation of referral and collaboration.

« Addition to the Nutrition prescription of an alpha-numeric code of (NP-1.1) for tracking and quality improve-
ment purposes.
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Further term additions or changes may result from this ongoing work with the standardized medical languages and will
be published in future editions.

Other changes include:
« Addition to Feeding assistance (ND-4) of Menu selection assistance (ND-4.5)
¢ Addition to Feeding environment (ND-5) of Meal service (ND-5.7) and Meal location (ND-5.8)

Another change is the addition of the Academy Unique Identifier, a five-digit number following the alpha-numeric
term code (e.g., General, healthful diet, ND-1.1, 10489).

» The Academy Unique Identifier is an essential element used by information technology (IT) professionals for
data monitoring and tracking in electronic health records (EHRs). Food and nutrition professionals use this
number to request data needed for reports and quality improvement.

o The Academy Unique Identifier is associated with a term and never changes. If the term is modified,
then the original term and unique identifier are retired. The new term is assigned a new unique identi-
fier.

© The unique identifiers do not have a structure. Although unique identifiers were initially assigned in se-
quential order, there is no order for the identifiers, and they do not have meaning or show relationships
between terms. This is in contrast to the IDNT alpha-numeric term codes (e.g., ND-1.1), which change
as the terminology changes and demonstrate relationships between terms and groups of terms.

¢ Neither the Academy Unique Identifiers nor the alpha-numeric term codes are recommended in nutrition docu-
mentation. Food and nutrition professionals should document only the terms (e.g., General, healthful diet).

Nutrition Intervention Reference Sheets

Specific changes are noted in the Nutrition Intervention chapter, but of significance is the improved alignment between
.the Nutrition Intervention Terminology List and all of the Nutrition Intervention Reference Sheets. In previous editions
,of the IDNT, it was difficult to clearly identify the individual nutrition intervention terms on the reference sheets. Revi-
sions now make the terms and their criteria more clear. Additionally, each nutrition intervention contains the statement
that food and nutrition professionals recommend, implement, or order nutrition interventions and the action(s) may
initiate, modify or discontinue the nutrition intervention(s). Food and nutrition professionals are encouraged to clearly
identify in documentation the nature of the nutrition intervention. :

One additional change is to the reference sheet for the Nutrition Prescription. This sheet was given an alpha-numeric
code of (NP-1.1) for tracking and quality improvement purposes.

Nutrition Monitoring and Evalua_tion Section

The Nutrition Monitoring and Evaluation standardized language is REVISED. Since the Nutrition Assessment and
Nutrition Monitoring and Evaluation terminologies are combined, please refer to the Nutrition Assessment section and
chapter for the details of the changes.

One change to 33 Nutrition Assessment terms is removal of the asterisks (***) and shading in four domains, which
makes these terms available for both Nutrition Assessment and Nutrition Monitoring and Evaluation. The asterisks
(***) or shading on the terminology list mean that the indicator is used only for Nutrition Assessment and is not an
indicator that may change as a result of nutrition intervention. The Committee agreed with practitioner input that all
terms in the four domains of Food/Nutrition-Related History; Anthropometric Measurements; Biochemical Data, Med-
ical Tests and Procedures; and Nutrition-Focused Physical Findings should be available for use and study as Nutrition
Assessment and Nutrition Monitoring and Evaluation terms.
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Materials Not Included inAThis Publication

Several relevant items are available on the Academy’s website (www.eatright.org) in the Nutrition Care Process sec-
tion. These include the Nutrition Assessment Matrix, Nutrition Diagnosis Etiology Matrix, a document that contains
the complete changes to the reference sheets, and case studies.

- Nutrition Assessment Matrix Revision

The Nutrition Assessment Matrix is a resource to cross-reference specific nutrition assessment parameters with associ-
ated nutrition diagnoses. The alpha-numeric codes for locating the nutrition assessment parameters are noted on the -
matrix. This is useful for accurate labeling of the Nutrition Assessment/Monitoring and Evaluation indicators and for

electronic health record documentation.

Nutrition Diagnosis Etiology Matrix

The Third Edition of the IDNT Reference Manual defined the categoxjes of etiologies so that practitionérs and re-
searchers can better understand the etiology concept and intent.

Identifying the etiology leads to the selection of a nutrition intervention aimed at resolving the underlying cause of
the nutrition problem whenever possible. If the intervention cannot be aimed at resolving the underlying cause, as is
the case, for example, in Physiologic-metabolic etiologies, then the nutrition intervention is targeted at minimizing the
signs/symptoms of the nutrition problem.

This resource is available in the online version of the manual and as a supplemental document in the Nutrition Care
Process section of the Academy website.

Other Materials

Details and the rationale for changes to the reference sheets for each step are available on the Academy website in the
Nutrition Care Process section. Each reference sheet that was modified includes a notation on the last page indicat-
ing the publication year in which it was updated, e.g., Updated: 2011 Edition. Editorial changes that do not affect the
content are not included in the document.

Case studies incorporating nutrition assessment standardized language are available on the Academy website in the
Nutrition Care Process section. The Scope of Practice, Standards of Practice in Nutrition Care and Standards of Pro-
fessional Performance, and the Standards of Practice in Nutrition Care Appendix are also available on the Academy
website, www.eatright.org/scope.
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Nutrition Care Process Summary

Introduction

Continually emerging from the Academy of Nutrition and Dietetics’ strategic plan are priority actions that guide
committees, workgroups, and taskforces in creating tools to advance the dietetics profession. In 2002, to achieve the
Academy’s strategic goals of promoting the demand for food and nutrition professionals and to help such professionals
be more competitive in the marketplace, the Academy Quality Management Committee appointed the Nutrition Care
Model Workgroup. This Workgroup developed the Nutrition Care Process and Model, a systematic process describing
how food and nutrition professionals provide care to patients/clients (1).

The Nutrition Care Process (NCP) is designed to iniprove the consistency and quality of individualized care for patients/
clients or groups and the predictability of the patient/client outcomes. It is not intended to standardize nutrition care for
each patient/client, but to establish a standardized process for providing care.

There are four steps in the process:
* Nutrition assessment
* Nutrition diagnosis
* Nutrition intervention

 Nutrition monitoring and evaluation

Three of the NCP steps are very familiar to food and nutrition professionals, and nutrition textbooks skillfully cover
their content— nutrition assessment, nutrition intervention, and nutrition monitoring and evaluation. However, the
Workgroup identified a less well defined aspect of nutrition care: nutrition diagnosis. Further, it recognized that a
standard taxonomy for the second step in the process would greatly enhance the profession’s ability to document, com-
municate, and research the impact of nutrition care. '

As a result, the Academy’s Nutrition Care Process/Standardized Language (NCP/SL) Committee was formed to create

a taxonomy for the profession’s unique nutrition diagnosis language. The language was described during presentations

at the 2005 Food and Nutrition Conference and Exhibition and made available in a publication at that meeting (2). The

nutrition diagnosis language is undergoing study in a number of research projects. Future modifications to the language
will be made based on research results.

The NCP/SL Committee has examined in-depth all four NCP steps and published a standardized language for nutrition
assessment, nutrition diagnosis, nutrition intervention, and nutrition monitoring and evaluation.

Nutrition Care Process Steps

Step 1: Nutrition Assessment

Nutrition assessment is a systematic method for obtaining, verifying, and interpreting data needed to identify nutrition-
related problems, their causes, and their significance. It is an ongoing, nonlinear, dynamic process that involves initial
data collection, but also continual reassessment and analysis of the patient/client’s status compared to specified criteria.
From the nutrition assessment data, the food and nutrition professional is able to determine whether a nutrition diag-
nosis/problem exists. This step, while well known to food and nutrition professionals, will be enhanced by the use of
standardized nutrition assessment language for communicating about patients/clients with similar problems.
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The nutrition assessment terms are identified and grouped into five domains:
« Food/Nutrition-Related History
* Anthropometric Measurements
¢ Biochemical Data, Medical Tests, and Procedures
¢ Nutrition-Focused Physical Findings
* Client History

. Nutrition assessment begins after a patient/client referral or as a result of positive nutrition screening, when it is deter-
mined that the patient/client may benefit from nutrition care. Nutrition assessment leads to the appropriate determina-
tion of whether a nutrition diagnosis/problem exists. If so, the food and nutrition professional correctly diagnoses the
problem and creates a PES (Problem, Etiology, Signs/Symptoms) statement in Step 2 of the NCP. In addition, food and
nutrition professionals develop the plan for continuation of care or convey the need for further information or testing.
If upon the completion of an initial assessment or reassessment it is detegmined that a nutrition problem does not exist
or cannot be modified by further nutrition care, discharge or discontinuation from the episode of nutrition care may be

appropriate (3).

Standardized language facilitates more effective comparison of nutrition assessment findings. To this end, the NCP/SL
Committee has described the standardized language, data collection, and evaluation approach for nutrition assessment.
Many opportunities for research exist in nutrition assessment, which will help determine the most appropriate nutrition
assessment data to use for individuals and populations in various practice settings.

Step 2: Nutrition Diagnosis

Nutrition diagnosis is a critical step between nutrition assessment and nutrition intervention. The purpose of a stan-
dardized nutrition diagnosis language is to describe nutrition problems consistently so that they are clear within and
outside the profession. The standardized language enhances communication and documentation of nutrition care, and it
provides a minimum data set and common data elements for future research.

In simple terms, a food and nutrition professional identifies and labels a specific nutrition diagnosis (problem) that,

in general, he or she is responsible for treating independently (e.g., excessive carbohydrate intake). With nutrition
intervention, the nutrition diagnosis ideally resolves, or at least the signs and symptoms improve. In contrast, a medical
diagnosis describes a disease or pathology of organs or body systems (e.g., diabetes). In some instances, such as the
nutrition diagnosis Swallowing difficulty (NC-1.1), food and nutrition professionals are labeling or diagnosing the
functional problem that has a nutritional consequence. Food and nutrition professionals do not identify medical diag-
noses; they diagnose phenomena in the nutrition domain.

Academy’s NCP/SL Committee developed a framework that outlines three domains within which the nutrition
diagnoses/problems fall: '

¢ Intake

* Clinical

¢ Behavioral-Environmental

Reference sheets were developed to describe each nutrition diagnosis and incorporate expert input and research feedback.

No nutrition diagnosis at this time (NO-1.1) may be documented if the assessment indicates that no nutrition problem
currently exists that warrants a nutrition intervention.

This step in the Nutrition Care Process results in the documentation of the nutrition diagnosis (PES) statement. This

statement is composed of three distinct components: the problem (P), the etiology (E) and the signs and symptoms (S).
The PES statement is derived from the clustering and synthesis of information gathered during nutrition assessment.
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Essential to the understanding of the nutrition problem is the identification of the etiology, or cause or contributing
risk factor, of the problem. The Committee has defined the categories of etiologies so practitioners and researchers can
better understand the etiology concept and intent, which leads to the most likely nutrition intervention. The Nutrition
Diagnosis Etiology Matrix is available on the Academy’s website and in the online IDNT Reference Manual.

Step 3: Nutrition Intervention

Nutrition intervention is the third step in the Nutrition Care Process. Nutrition interventions are specific actions used
to remedy a nutrition diagnosis/problem, and can be used with individuals, groups, or the community at large. These
nutrition interventions are intended to change a nutrition-related behavior, environmental condition, or aspect of nu-
tritional health. A food and nutrition professional collaborates, whenever possible, with the patient/client(s) and other
health care providers during the nutrition intervention.

Nutrition intervention consists of two interrelated components —planning and implementation. Planning involves pri-
oritizing the nutrition diagnoses; conferring with the patient and others; consulting practice guides and policies; jointly
establishing goals; and defining the nutrition prescription and identifying specific nutrition intervention(s). Implement-
ing the nutrition intervention is the action phase, which includes carrying out and communicating the plan of care, con-
tinuing the data collection, and revising the nutrition intervention, as warranted, based on the patient/client response.
This step cannot be completed unless both components are in place to support the nutrition intervention.

The nutrition intervention is almost always aimed at the etiology (E) of the nutrition diagnosis/problem identified in
the PES statement. In very specific instances, the nutrition intervention is directed at reducing/eliminating the effects
of the signs and symptoms (S). Generally, the signs and symptoms form the basis for the next step in the Nutrition
Care Process: nutrition monitoring and evaluation (Step 4).

Four domains of nutrition intervention have been identified:
* Food and/or Nutrient Delivery ‘
¢ Nutrition Education
¢ Nutrition Counseling
» Coordination of Nutrition Care

The terminology is defined and reference sheets for each specific nutrition intervention are available for use. It is
believed that the information necessary for medical record documentation, billing, and the description of the nutrition
interventions for research are included in the terminology. -

A food and nutrition professional will note that while some interventions are closely related (e.g., education and
counseling), the terms are intentionally separated to distinguish between them. Additionally, specific descriptors of

a nutrition intervention encounter (i.e., interactions, visits, contacts, sessions) are provided to assist a food and nutri-
tion professional with the details of his or her encounters with the patient/client(s). Examples of descriptors include
encounters with individuals or groups, face-to-face or electronically conducted encounters, and the degree to which the
food and nutrition professional is responsible for the patient/client care.

Step 4: Nutrition Monitoring and Evaluation

The purpose of nutrition monitoring and evaluation is to quantify progress made by the patient/client in meeting nutri-
tion care goals. During the monitoring and evaluation process, nutrition care outcomes —the desired results of nutrition
care—have been defined, and specific indicators that can be measured and compared to established criteria have been
identified. Nutrition monitoring and evaluation tracks patient/client outcomes relevant to the nutrition diagnosis and
intervention plans and goals.

Selection of appropriate nutrition care indicators is determined by the nutrition diagnosis and its etiology, the signs
or symptoms, and the nutrition intervention used. The medical diagnosis and health care outcome goals and quality
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management goals for nutrition also influence the nutrition care indicators that are chosen. Other factors, such as prac-
tice setting, patient/client population, and disease state and/or severity, affect indicator selection.

The nutrition monitoring and evaluation terms are combined with the nutrition assessment terms and organized in four
domains:

¢ Food/Nutrition-Related History

¢ Anthropometric Measurements

* Biochemical Data, Medical Tests, and Procedures
e Nutrition-Focused Physical Findings

There are no nutrition care outcomes associated with the Client History domain; items from this domain are used for
nutrition assessment only and do not change as a result of nutrition intervention.

During this step, food and nutrition professionals monitor the patient{client progress by determining whether the nutri-
tion intervention is being implemented and by providing evidence that the nutrition intervention is or is not changing
the patient/client behavior or nutritional/health status. Food and nutrition professionals measure outcomes by selecting
the appropriate nutrition care indicator(s) and comparing the findings with nutrition prescription/intervention goals,
and/or reference standards. The use of standardized indicators and criteria increases the validity and reliability of the
outcome data and facilitates electronic charting, coding, and outcomes measurement.

Nutrition Care Process and Medical Nutrition Therapy

- Food and nutrition professionals may question the difference between medical nutrition therapy (MNT) and nutrition
interventions. MNT is not synonymous with the NCP, but it is one specific type of nutrition care (1). The Academy’s
definition of terms list (www.catright.org/scope as of 7/2010) further defines MNT as an evidence-based application
of the Nutrition Care Process that is focused on prevention, delay or management of diseases and conditions, and
involves an in-depth assessment, periodic reassessment, and intervention.

Implementation of the Nutrition Care Process and Future Directions

Publications and Resources

Food and nutrition professionals are implementing the Nutrition Care Process. This new International Dietetics and
Nutrition Terminology (IDNT) Reference Manual provides extensive detail and explanation about the complete standard-
_ ized language for dietetics.

Toolkits are available to support Nutrition Care Process implementation and continuing education. For more informa-
tion, please see the Bibliography and Resources section of this manual or the Academy website (www.eatright.org) in
the Nutrition Care Process section.

Toolkits are also available from the Academy for the online Evidence-Based Nutrition Practice Guidelines, which are
based on evidence analyses. They contain sample forms and examples incorporating standardized language terms in
the Nutrition Care Process steps. These are available for purchase from the Academy at the Store tab of the Academy

- Evidence Analysis Library (www.andevidencelibrary.com). Food and nutrition professionals may also find useful the
extensive resources, including patient/client case studies, a performance improvement case, audit tools and download-
able presentations, provided on the Academy website in the Nutrition Care Process section.

Members have completed numerous presentations and newsletter articles for national, state, and Dietetic Practice
Group audiences. The Academy also facilitates the Peer Network for the Nutrition Care Process (PNNCP), a network
of food and nutrition professionals who have led the way in implementing the Nutrition Care Process in their facilities
and communities. A contact list for members of the PNNCP is available on the Academy’s website.
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Billing for Nutrition Encounters

As appropriate to the situation and payer, registered dietitians (RDs) may bill for services they provide during en-
counters with patients/clients, including but not limited to medical nutrition therapy (MNT) (defined at www.eatright.
org/scope > Definition of terms). Many third-party payers, such as the Centers for Medicare and Medicaid Services,
require use of the MNT Current Procedural Terminology (CPT) codes on claims submitted for MNT services provnded

by RDs.

MNT CPT Code Descriptors

97802 Medical nutrition therapy; initial assessment and intervention, individual, face-to-face
with the patient, each 15 minutes

97803 Reassessment and intervention, individual, face-to-face with the patient, each 15 minutes

'| 97804 Group (2 or more individual[s]), each 30 minutes

.. | CPT codes, descriptions, and material only are copyright 2012 American Medical Association. All nghts Reserved.
| CPT is a registered trademark of the American Medical Association.

Compared with other CPT codes, the MNT CPT codes best describe services that food and nutrition professionals and
RDs provide to patients/clients receiving medical nutrition therapy for a particular chronic disease or condition. The
MNT CPT codes are time-based codes— 15-minute and 30-minute increments of time for individual or group MNT,
respectively. RDs typically report multiple units of the MNT CPT code on claims for initial, follow-up, and group
MNT visits. The total number of units of the MNT code reported for one encounter is determined by the time spent
interacting (face-to-face) with the patient/client. In addition, RDs normally provide MNT and other nutrition services
over several encounters with the patient/client, based on nutrition practice guidelines, patient/client needs, interests and
medical necessity. Multiple visits are needed to help the patient/client achieve goals, desnred behavior changes, and/or

expected outcomes. ,

RDs may use other CPT codes when providing nutrition education and training and other nutrition and nutrition-related
services. Check payer policies to determine covered services and codes that can be used on claims. For additional de-
-‘tailed coding, coverage, and Medicare MNT resources, refer to the Academy website (www.eatright.org) in the Coding,
Coverage, and Compliance or Medicare MNT sections.

International Information Sharing

".4 In 2005, the American Dietetic Association (ADA; now the Academy) Foundation funded an ADA-hosted meeting
to expand the dialogue with other international dietetic associations about the ADA’s standardized nutrition diagnosis

language and similar efforts by other associations. The meeting also initiated a dialogue among the foremost medical

informatics organizations and the international nutrition and dietetics community. As a result of this dialogue:

. » The ADA hosted an international meeting in September 2010 for international dietetic associations and groups
to share efforts and questions on implementation of the NCP and the IDNT or other standardized processes and
languages. Representatives present included members of the International Confederation of Dietetic Associa-
tions, American Overseas Dietetic Association, British Dietetic Association, Dietetic Association of Australia,
Dietitians of Canada, Hungarian Dietetic Association, Israel Dietetic Association, Associacao Brasileira de
Nutricao - ASBRAN (Brazil), Kenya Bureau of Standards (KEBS), Malaysia Dietetic Association, Turkish ’
Dietetic Association, Dutch Dietetic Association, Swedish Association of Clinical Dietitians, and a representa-
tive from Mexico.

* International Confederation of Dietetics Associations received updates on Nutrition Care Process (NCP) and
International Dietetics and Nutrition Terminology (IDNT) activities and distributed information to international
dietetic associations about translation and publication rights for the IDNT and recruitment of international
expert reviewers for the Fourth Edition of IDNT.

A presentation regarding the NCP was presented at the XV International Congress of Dietetics on September
8-11,2008 in Yokohama, Japan.
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* The Dietitians Association of Australia has initiated a research study evaluating the face validity of the nutrition
diagnoses.

* The Dutch Dietetic Association (Nederlandse Vereniging van Diétisten) has requested permission to use the
nutrition diagnoses in their health care databases.

 The Japanese Dietetic Association and the South Korean Dietetic Association have agreements to translate the
IDNT Reference Manual.

¢ Dietitians of Canada has published a summary paper in English and French describing the NCP. Work is under-
way for a French translation of the IDNT in 2012.

* The Association of Clinical Dietitians in Sweden made the NCP a focus of their 2011 annual meeting with a
debut of a Swedish translation of the IDNT and terms and definitions.

* The Association of Dietitians of Israel is exploring the potential adoption of both the NCP and IDNT in the
national health system. Two presentations and a workshop have already taken place.

)
Indeed, as the world moves fully into electronic health care records, health informatics, and common databases, the
international community of nutrition and food and nutrition professionals has the opportunity to work in partnership
with the medical informatics organizations to ensure that data elements critical to capturing nutrition care are included
in databases and collected in a consistent way.

Summary

From conception of the Nutrition Care Process in 2002 through its implementation now, the NCP/SL Committee
‘continues to update the Academy’s House of Delegates, the Board of Directors, and members through reports, articles,
case studies, presentations, publications, and the Academy website.

However, to see the strategic goals of an increased demand for food and nutrition professionals who are more competi-
tive in the marketplace come to fruition, practitioners need to take a historic step by implementing the Nutrition Care

Process today.
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The IDNT and Electronic Health Records

The Academy continues to work toward including the concepts from the Nutrition Care Process (NCP) and the specific
terms from the International Dietetics and Nutrition Terminology (IDNT) in electronic health records (EHRs) in two
important ways: '

¢ Development of messaging standards for electronic health records

* Incorporation of IDNT into standardized informatics languages and language systems

Resources from the Academy can help develop and maintain use of the NCP and IDNT in electronic health records.

Standardized Medical Languages

" The Academy is workmg with Health Level Seven Intemational (www.hl7,org) Electronic Health Record Workgroup

to develop a specific Electronic Nutrition Care Process Record System (ENCPRS)-Functional Profile that identifies
the important features and functions of dietetics and nutrition practice that should be contained in an EHR system. The
ENCPRS-Functional Profile was created to align with the HL7 International EHR System Functional Model (EHR-S
FM) that provides a standard description and common understanding of functions for health care settings. To date,
HL7 has developed or is developing profiles for areas such as child health, emergency care, long-term care, behavioral
‘health, and vital statistic reporting. The ENCPRS-Functional Profile was successfully balloted at HL7 in January 2011
and it is now officially designated a Draft Standard for Trial Use (DSTU) and, as such, is in a testing phase with plans
for balloting at HL7 as a Normative Standard in January 2013.

Concurrently, work is underway to include the IDNT in standardized informatics languages, specifically, the System-
atized Nomenclature of Medicine International (SNOMED, www.nlm.nih.gov/research/umls/Snomed/snomed_main
“html) and Logical Observation Identifiers Names and Codes (LOINC, http:/loinc.org). Inclusion of the IDNT within
SNOMED and LOINC is beneficial for promoting the use of a standardized dietetics and nutrition practice language
throughout the U.S. and internationally, leading to improved standardization of nutrition care and outcomes reporting.
It is anticipated that this work will be ongoing for several years, as the transition to an electronic health record system
becomes commonplace. Thus far, the feedback from these informatics groups has supported a universal need to docu-
ment nutrition services.

Languages such as SNOMED and LOINC strive to include only one concept in each term and do not offer general,
“other” terms for additional items to be documented. Therefore, in some cases, concepts such as modified diets
required separation (e.g., a list of categories of modified diets) into specific terms. Other similar examples within nutri-
tion assessment and nutrition intervention exist. Examples of terms being added are the new terms for biotin and pan-
tothenic acid to all three terminologies so food and nutrition professionals can assess, diagnose and provide nutrition
interventions related to these vitamins. Previously, the IDNT contained an “other” category where one could document
biotin and pantothenic acid, but the work with these other languages requires specific listing of each term, no matter
how rare the concept. Not all terms will be used by every food and nutrition professional, but the IDNT does list all
terms for the profession. -

Nutrition Care Process Content Use in Electronic Health Records
or Software

The Academy Electronic Health Record Toolkit is a reference tool for use by food and nutrition professionals as they
and their institutions work to integrate the NCP and IDNT into EHRs. This collection of resources provides tailored
assistance depending upon a practitioner’s responsibility or point in the process of conversion from paper to EHRs.
Included is a tool for several practitioners in one or more facilities to note the terms they use most, as well as training
examples and sample forms for documenting workflow requirements and data elements required for system configura-
tion. This specialized resource is available as an online subscription in the Academy Evidence Analysis berary (EAL)
Store at: www.andevidencelibrary.com/store.cfm?category=8.
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Licensing

Using the Nutrition Care Process standardized language that is published in the International Dietetics and Nutrition
Terminology (IDNT) Reference Manual in an EHR requires permission, also called an internal license, from the Acad-
emy. The standardized language (IDNT) is protected by copyright. As the terms are embedded in EHRs, the unique
dietetics-related practice information may not be altered or infringed upon. Further, a permission agreement ensures
that the Academy is aware of the organizations using the langnage and can provide each organization with timely and
accurate updates as the language evolves. An external license is required if a software developer would like to include
the IDNT in a product for sale or distribution. The Academy does not require a license to use the IDNT in paper medi-

cal records.

When Is Licensing Required?

Depending on whether you have an in-house (homegrown/built) or contracted EHR, you may or may not need an agree-
ment with the Academy. If your organization has a contract with an EHR company that has licensed the IDNT from the
Academy, you can access the IDNT through that relationship. Since the list of companies that are licensing the terms is
ever-changing and some companies consider this proprietary information, please e-mail ncpslpermissions@eatright.org
to inquire whether your contract EHR company has a license for the IDNT terms. If you have an in-house EHR or your
contract EHR company does not license the terms, your organization will need an internal license. External licenses

are also required for products that will use the IDNT and be sold or distributed. More information is available on NCP
Content Use on the Academy’s website at www.eatright.org/ncp.

What Does the Acbdemy Provide to an Organization That Licenses the IDNT?

The Academy provides the following:
* An Excel file that includes the IDNT with 15-character abbreviations for each term and descriptor.
o IT professionals use this data to incorporate the terminology into the computer programming or software.
© The 15-character abbreviations for each term help clinicians more quickly find the term they need for
their documentation.
* The Excel file also includes the Academy Unique Identifier, a five-digit number.

© The Academy Unique Identifier is used by IT professionals for data monitoring and tracking in elec-
tronic health records (EHRs). Food and nutrition professionals use this number to request data needed
for reports and quality improvement.

© Neither the Academy Unique Identifiers nor the alpha-numeric term codes are recommended in nu-
trition documentation. Food and nutrition professionals should only document the terms (e.g., Total
energy intake).

e The International Dietetics and Nutrition Terminology (IDNT) Reference Manual. The number of manuals
depends on the number of facilities included in an internal license or size of an external or distribution license.

¢ Automatic Excel file updates and new IDNT Reference Manuals as revisions to the IDNT occur.

For more information regarding the cost of a license and for an application, please see the Academy website,
www.eatright.org/ncp, or e-mail ncpslpermissions@eatright.org.
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SNAPshot |
NCP Step 1: Nutrition Assessment

What is the purpose of nutrition assessment? The purpose is to obtain, verify, and interpret data needed to identify
nutrition-related problems, their causes, and significance. It is an ongoing, nonlinear, dynamic process that involves initial data col-
Jection, but also continual reassessment and analysis of the patient/client’s status compared to specified criteria. This contrasts with
nutrition monitoring and evaluation data where food and nutrition professionals use similar, or even the same, data to determine
changes in patient/client* behavior or nutritional status and the efficacy of nutrition intervention.

How does a food and nutrition professional determine where to obtain nutrition assessment data? It depends on
the practice setting. For individuals, data can come directly from the patient/client through interview, observation and measure-
ments, a medical record, and the referring health care provider. For population groups, data from surveys, administrative data sets,
and epidemiological or research studies are used. A nutrition assessment matrix that links nutrition assessment parameters with
nutrition diagnoses is available to assist practitioners in identifying nutrition diagnoses.

How are Nutrition Assessment data organized? In five categories:

Food/Nutrition- Biochemical Data, Client History
Related History Medical Tests, and
Procedures

Food and nutrient . Lab data (e.g., electro- Personal history,
intake, food and nutrient Iytes, glucose) and tests medical/health/family
administration, medica- (e.g., gastric emptying history, treatments and
tion/herbal supplement time, resting metabolic complementaryl/alterna-
use, knowledge/beliefs, ‘ rate) tive medicine use, and

food and supplies social history

availability, physical
activity, nutrition :
quality of life .

What is done with the nutrition assessment data? Nutrition assessment data (indicators) are compared to criteria, relevant
norms and standards, for interpretation and decision making. These may be national, institutional, or regulatory norms and stan-
dards. Nutrition assessment findings are documented in nutrition diagnosis statements and nutrition intervention goal setting.

v

Is there a standardized language or taxonomy for nutrition assessment? Yes. A standard taxonomy for nutrition assess-
ment supports a consistent approach to the NCP and enhances communication and research. The terms for nutrition assessment and
nutrition monitoring and evaluation are combined, because the data points are the same or related; however, the data purpose and use
are distinct in these two steps. -

Are food and nutrition professionals limited to the nutrition assessment data included in the matrix and used
in the nutrition diagnoses? Nutrition assessment data listed in the nutrition diagnoses reference sheets are undergoing study and
research to confirm (validate) which data are most relevant to specific nutrition diagnoses. However, proposals for additions or revi-
sions can be submitted using the Procedure for Nutrition Controlled Vocabulary/Terminology Maintenance/Review available from
the Academy.

*Patient/client refers to individuals, groups, populations, famify members, and/or caregivers.

17 ' - 4th Edition

b
o
[«
£
A
v
o7}
n
n

<




T A AT o 3

-t



Nutrition Care Process Step 1:
Nutrition Assessment

Introduction

Nutrition assessment is the first of four steps in the Nutrition Care Process (1). At its simplest, it is a systematic method
for obtaining, verifying, and interpreting data needed to identify nutrition-related problems, their causes, and signifi-
cance. While the types of data collected during nutrition assessment may vary among nutrition settings, the process and
intention are the same. When possible, the assessment data are compared to reliable norms and standards for evaluation.
Further, nutrition assessment initiates data collection, which is continued throughout the Nutrition Care Process and
forms the foundation for nutrition reassessment and re-analysis of data in nutrition monitoring and evaluation.

‘What Is New in This Edition Related to Nutrition Assessment?. .

This edition includes revisions to the standardized language for nutrition assessment and monitoring and evaluation.
As a result of work to align the IDNT with existing standardized medical languages, there are several changes. All
changes to the terminology and reference sheets were carefully reviewed by the NCP/SL Committee, members of the
Academy’s IDNT Advisory Panel, members of the IDNT classification workgroup and experts from the international
community. This included review of the Academy's evidence-based practice guidelines by the Academy’s Evidence-
based Practice Committee.
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Chahges Affecting All Domains

Overall, there are modifications that affect each domain in Nutrition Assessment:

An Academy Unique Identifier, a five-digit number following the alpha-numeric term code is added to the Nutrition
Assessment/Nutrition Monitoring and Evaluation (NA/ME) terminology list (e.g., Total energy intake, FH-1.1.1.1,
10005).
¢ The Academy Unique Identifier is an essential element used by information technology (IT) profcssionals for
data monitoring and tracking in electronic health records (EHRs). Food and nutrition professionals use this
number to request data needed for reports and quality improvement.
© The Academy Unique Identifier is associated with a term and never changes. If the term is modified,
then the original term and unique identifier are retired. The new term is assigned a new unique identi-
fier.
© The unique identifiers do not have a structure. Although unique identifiers were initially assigned in
sequential order, there is no order for the identifiers, and they do not have meaning or show relation-
ships between terms. This is in contrast to the IDNT alpha-numeric term codes (e.g., FH-1.1.1.1), which
change as the terminology changes and demonstrate relationships between terms and groups of terms.

¢ Neither the Academy Unique Identifiers nor the alpha-numeric term codes are recommended in nutrition docu- |
mentation. Food and nutrition professionals should document only the terms (e.g., Total energy intake).

Of interest to practitioners is refinement of the Nutrition Assessment and Monitoring and Evaluation terminology
content for improved use for all food and nutrition professionals in the U.S. and internationally. Toward that goal are
the following changes.
¢ Inclusion of the following U.S. and metric measures— fluid volume (ounce [oz}/milliliter[mL]), weight (pound/
kilogram [kg]), height (feet and inches/centimeters [cm]), food intake measures (servings/piece, cups/deciliter
[dL}/mL, oz/gram [g)/kg, teaspoon [tsp]/tablespoon [tbsp]/mL), food energy (calories/kilocalories [kcal)/kilo-
joules (kI)).
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+ Maintenance of existing laboratory values in the reference sheets with the addition of arrows to provide infor-
mation on the direction of change. Arrows used with laboratory values are 1, which represents above reference
standard, and |, which represents below reference standard.

* Reference standards or resources shall contain a generic description, and when available, a specific standard or
resource following in parentheses. Examples are dietary reference intake standard (e.g., Dietary Reference In-
takes (DRlIs)), national food guideline (e.g., U.S. Dietary Guidelines, MyPlate) and diet quality index standard
(e.g., Healthy Eating Index).

» Addition of vitamin and mineral intake units used outside of the U.S. and Canada. As an example, the list-
ing for Vitamin A intake included a recommendation to specify the form and amount in pg/day. This will now
reflect a Vitamin A intake recommendation to specify form, pg (micrograms) or RE (retinol equivalents), and
frequency of the intake (e.g., twice per day).

* Clarification of specific words used in the manual. As an example, “nutrition support” is used in the manual
without a definition. Therefore, nutrition support will be followed by a definition in parentheses: nutrition
support (enteral and parenteral nutrition) in the class definitibn. Enteral and Parenteral Nutrition (ND-2) are
defined as nutrition provided through the gastrointestinal (GI) tract via tube, catheter, or stoma that delivers
nutrients distal to the oral cavity (enteral) or the administration of nutrients intravenously (centrally or periph-
erally) (parenteral). '

Most of the changes for improved U.S. and international use impact the Nutrition Assessment/Monitoring and Evalu-
ation reference sheets, but the changes occur throughout the manual and impact Nutrition Diagnosis and Nutrition
Intervention as well.

Food/Nutrition-Related History Domain

The Academy continues work toward including the concepts from the Nutrition Care Process and the specific terms
into standardized informatics languages and language systems, such as the Systematized Nomenclature of Medicine
International (SNOMED), Logical Observation Identifiers Names and Codes (LOINC), and United Medical Language
System (UMLS). As a result of the work, new terms have been added and some terms have been separated within the -

. terminology lists. Changes to Nutrition Assessment include:

* Separate terms for documenting intake of the bioactive substances, plant stanol esters (FH-1.4.2.1), plant sterol
esters (FH-1.4.2.2), psyllium (FH-1.4.2.4) and §§ glucan (FH-1.4.2.5)

* Additional terms for documenting vitamin intake of pantothenic acid (FH-1.6.1.12) and biotin (FH-1.6.1.13)

* Additional terms for documenting mineral intake of sulfate (FH-1.6.2.9), fluoride (FH-1.6.2.10), copper (FH-
1.6.2.11), iodine (FH-1.6.2.12), selenium (FH-1.6.2.13), manganese (FH-1.6.2.14), chromium (FH-1.6.2.15),
molybdenum (FH-1.6.2.16), boron (FH-1.6.2.17), and cobalt (FH-1.6.2.18)

*. Revision of the class Medications and Herbal Supplement Use (FH-3) to include all complementary/alternative
medicine products. This change resulted in deletion of the term Complementary/alternative medicine (CH-
2.2.3). The two new subclasses are:

© Medications (FH-3.1)

© Complementary/alternative medicine (FH-3.2)
¢ Separate terms for Procurement of safe food (FH-6.2.2) and Identification of safe food (FH-6.2.6)
* Separate terms Remembers to eat (FH-7.2.7) and Recalls eating (FH-7.2.8)
 Additional terms, as a result of this work, are in Biochemical Data, Medical Tests and Procedures.

Other changes include:
* In Breastmilk/infant formula intake (FH-1.2.3), “human milk” is an approved synonym for “breastmilk.”
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Two new terms have been added as part of the Diet History (FH-2.1) to cover diets followed by the patient/client due
to diagnosed or reported:

« Food allergies (FH-2.1.2.5)
« Food intolerance (FH-2.1.2.6)

One new term has been added within Enteral and parenteral nutrition administration (FH-2.1.4)
 Body position, EN (FH-2.1.4.3)

Food and nutrition knowledge (FH-4.1) and Area(s) and levels of knowledge includes food and nutrition-related skills.
Thus, the terms were retitled Food and Nutrition Knowledge/Skills (FH-4.1) and Area(s) and levels of knowledge/

skills.
Four new terms within the class Physical Activity and Function (FH-7). All of the new terms are part of a new sub-
class, Factors affecting access to physical activity (FH-7.4):

» Neighborhood safety (FH-7.4.1)

« Walkability of neighborhood (FH-7.4.2)

* Proximity to parks/green space (FH-7.4.3)

 Access to physical activity facilities/programs (FH-7.4.4)
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Physical disability, mobility and socioeconomic factors affecting physical activity can be documented in the Client
History, specifically, Personal data (CH-1.1) and Social history (CH-3.1). Please see the reference sheet for more spe-
cific information on how these terms are described.

Shading/*** was removed from all terms in Food and Nutrient Administration (FH-2), Behavior (FH-5) and Physical
Activity and Function (FH-7) so that all of the indicators in Food/Nutrition-Related History Domain can be used and
studied for both Nutrition Assessment and Nutrition Monitoring and Evaluation.

The Academy is continuing to work toward including the concepts from the Nutrition Care Process and the specific
terms into standardized informatics languages and language systems, such as the Systematized Nomenclature of
Medicine International (SNOMED), Logical Observation Identifiers Names and Codes (LOINC), and United Medical
Language System (UMLS). As a result of the work, new terms have been added or terms have been separated within
the terminology lists. Changes to Nutrition Assessment include:

* Separate terms for documenting intake of the bioactive substances, plant stanol esters (FH-1.4.2.1), plant sterol
esters (FH-1.4.2.2), psyllium (FH-1.4.2 4) and B glucan (FH-1.4.2.5)

* Additional terms for documenting vitamin intake of pantothenic acid (FH-1.6.1.12) and biotin (FH-1.6.1.13)

» Additional terms for documenting mineral intake of sulfate (F'I~I~1 6.2.9), fluoride (FH-1.6.2.10), copper (FH-
1.6.2.11), iodine (FH-1.6.2.12), selenium (FH-1.6.2.13), manganese (FH-1.6.2.14), chromium (FH-1.6.2.15),
molybdenum (FH-1.6.2.16), boron (FH-1.6.2.17), and cobalt (FH-1.6.2.18)

¢ Revision of the class Medications and Herbal Supplement Use (FH-3) to include all complementary/alternative
medicine products. This change results in deletion of the term Complementaxy/altemanve medicine (CH-2.2.3).
The two new subclasses are:

© Medications (FH-3.1)

0 Complementary/alternative medicine (FH- 3.2)
e Separate terms for Procurement of safe food (FH-6.2.2) and Identification of safe food (FH-6.2.6)
* Separate terms for Remembers to eat (FH-7.2.7) and Recalls eating (FH-7.2.8)

» Additional tcrms for documenting laboratory findings related to the minerals boron (BD-1.9.4), chromium
(BD-19.5), fluoride (BD-1.9.6), manganese (BD-1.9.7), molybdenum (BD-1.9.8), and selenium (BD-1.9.9)
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Other changes include:

Addition of the Academy Unique Identifier, a five-digit number following the alpha—mimeric term code (e.g., Total
energy intake, FH-1.1.1.1, 10005).

o The Academy Unique Identifier is an essential element used by information technology (IT) professionals for
data monitoring and tracking in electronic health records (EHRs). Food and nutrition professionals use this
number to request data needed for reports and quality improvement.

o The Academy Unique Identifier is associated with a term and never changes. If the term is modified,
then the original term and unique identifier are retired. The new term is assigned a new unique identi-
fier. v

o The unique identifiers do not have a structure. Although unique identifiers were initially assigned in
sequential order, there is no order for the identifiers, and they do not have meaning or show relation-
ships between terms. This is in contrast to the IDNT alpha-numeric term codes (e.g., FH-1.1.1.1), which
change as the terminology changes and demonstrate rejationships between terms and groups of terms.

* Neither the Academy Unique Identifiers nor the alpha-numeric term codes are recommended in nutrition docu-
" mentation. Food and nutrition professionals should document only the terms (e.g., Total energy intake).

Anthropometric Measurements Domain

There are no changes to the Anthropometric Measurements Domain.
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_ Biochemical Data, Medical Tests, and Procedures Domain

¢ Glucose/endocrine profile (BD-1.5) is clarified to include specific Pituitary hormone tests (growth hormone
(GH), adrenocorticotropic hormone (ACTH), luteinizing hormone (LH) and follicle-stimulating hormone
(FSH)) (BD-1.5.10). ,

* Mineral profile (BD-1.9) has additional terms for documenting laboratory findings related to the minerals boron
(BD-1.9.4), chromium (BD-1.9.5), fluoride (BD-1.9.6), manganese (BD-1.9.7), molybdenum (BD-1.9.8), and
selenium (BD-1.9.9). '

* Protein profile (BD-1.11) is revised to include Carbohydrate deficient transferrin (BD-1.11.8).

* Urine profile (BD-1.12) includes Urine microalbumin as an example of a Urine test (BD-1.12.4).

Shading/*** was removed from all terms in Acid-base balance profile (BD-1.1), Gastrointestinal profile (BD-1.4), In-
flammatory profile (BD-1.6), Metabolic rate profile (BD-1.8) and Protein profile (BD-1.11), so that all of the indicators
in Biochemical Data, Medical Tests and Procedures Domain can be used and studied for both Nutrition Assessment
and Nutrition Monitoring and Evaluation.

~Nutrition Focused Physical Findings Domain

Shading/*** was removed from all terms in Body language (PD-1.1.2), so that all of the indicators in Nutrition-Fo-
cused Physical Findings Domain can be used and studied for both Nutrition Assessment and Nutrition Monitoring and
Evaluation.

Client History Domain (Nutrition Assessment Only)

Shading/*** was not removed from the Client History Domain because it is believed that these indicators do not
change as a result of nutrition intervention. Therefore, terms in this domain are used only for Nutrition Assessment.
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Comparative Standards

o Terms for documenting Estimated vitamin needs of pantothenic acid (CS-4.1.12) and biotin (CS-4.1.13) were
added. ‘

» Terms for documenting Estimated mineral needs of sulfate (CS-4.2.9), fluoride (CS-4.2.10), copper (CS-
4.2.11), iodine (CS-4.2.12), selenium (CS-4.2.13), manganese (CS-4.2.14), chromium (CS-4.2.15), molyb-
denum (CS-4.2.16), boron (CS-4.2.17), and cobalt (CS-4.2.18) were also added for consistency with terms in
Nutrition Assessment and Monitoring and Evaluation.

Nutrition Assessment Matrix

The Nutrition Assessment Matrix is a tool that provides a resource to cross-reference specific nutrition assessment pa-
rameters with the nutrition diagnoses with which they are associated. With the completion of the nutrition assessment
and monitoring evaluation terms, the alpha-numeric codes for locating the nutrition assessment parameters are noted
on the matrix. This is useful for accurate labeling of the nutrition assessment/monitoring and evaluation indicators and
for electronic health record documentation. -

Nutrition Care Process and Nutrition Assessment

Step 1, nutrition assessment, of the Nutrition Care Process forms the foundation for progressing through the other three
steps in the process. It is a systematic method for obtaining, verifying, and interpreting data needed to identify nutrition-
related problems, their causes, and significance. Nutrition assessment is an ongoing, nonlinear, dynamic process that
involves initial data collection as well as also-continual reassessment and analysis of the patient/client’s status compared
to specified criteria. '

Several data sources frequently contribute to a nutrition assessment, such as information gained from the referring
health care provider or agency, patient/client interview, medical record, patient/client rounds, community-based sur-
veys, administrative data, and epidemiological studies. Data sources may vary among nutrition settings.

Strong critical thinking skills are essential for selection, collection, and interpretation of data relevant to patients/cli-
ents. Each patient/client presents a unique mix of factors, that impact the nutrition assessment approach. The nature of
the individual or group and the practice setting/environment guide the appropriate selection of validated and reliable
tools to use in data collection.

23 ' 4th Edition
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Results of a Nutrition Assessment

Nutrition assessment leads to the appropriate initial determination that a nutrition diagnosis/problem exists. Nutrition
reassessment leads to reverification that a nutrition diagnosis/problem exists. If a nutrition diagnosis can be made, the
food and nutrition professional labels the problem and creates a PES (Problem, Etiology, Signs/Symptoms) statement in
Step 2 of the NCP. ' '

Upon completion of an initial or reassessment, it is also possible that a nutrition problem may not be identified; further
information or testing may be necessary to make a determination; or the problem may not be modifiable by further
nutrition care and discharge or discontinuation from this episode of nutrition care may be appropriate. If the assess- -
ment indicates that no nutrition problem currently exists that warrants a nutrition intervention, practitioners may use
the term “No nutrition diagnosis at this time (NO-1.1)” (2).

As noted earlier, screening and referral are the typical entrance points into the Nutrition Care Process. A screening tool
may provide some evidence of an emerging nutrition problem; however, thorough review of the patient/client assess-
ment data may yield no nutrition problem. The same may be true of a Yeferral. Other medical professionals or system
protocols may prbmpt a referral of a patient/client to a food and nutrition professional, but a nutrition problem is not
always present. At that point, it is incumbent on the professional to document the approach recommended, such as
whether additional information/testing is needed or if discharge from nutrition care is appropriate.

Relationships

Nutrition ====p Nutrition Nutrition Nutrition
Assessment Diagnosis Intervention Monitoring &
' Evaluation
Problem Etiology Signs & Symptoms

Food and nutrition professionals use the data collected in the nutrition assessment to identify and label the patient/client’s
nutrition diagnosis using standard nutrition diagnosis terminology. Each nutrition diagnosis has a reference sheet that in-
cludes its definition, possible etiology/causes, and common signs or symptoms identified in the nutrition assessment step.

Relationships
Nutrition Nutrition Nutrition Nutrition
Assessment Diagnosis - Intervention Monitoring &
Evaluation
Problem Etiology Signs & Symptoms
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In addition, through nutrition reassessment, food and nutrition professionals perform nutrition monitoring and evalua-
tion to determine whether the nutrition intervention strategy is working to resolve the nutrition diagnosis, its etiology,

and/or signs and symptoms.

Nutrition Assessment Domains

In the development of the standardized nutrition diagnosis language, the following five domains of nutrition assess-
ment data were identified— Food/Nutrition-Related History; Biochemical Data, Medical Tests, and Procedures;
Anthropomeétric Measurements; Nutrition-Focused Physical Findings; and Client History. Because the nutrition assess-
ment forms the basis for identifying a nutrition diagnosis, these terms are reflected on each nutrition diagnosis refer-
ence sheet and the signs/symptoms are grouped by category of nutrition assessment data.

Following are some examples of data collected within each assessment domain; however, these examples are not all- '
inclusive: \
Food/Nutrition-Related History consists of Food and Nutrient Intake, Food and Nutrient Administra-
tion, Medication and Complimentary/Alternative Medicine Use, Knowledge/Beliefs/Attitudes, Be-
havior, Factors Affecting Access to Food and Food/Nutrition-Related Supplies, Physical Activity and
Function, and Nutrition-Related Patient/Client-Centered Measures.

Food and Nutrient Intake includes factors such as composition and adequacy of food and
nutrient intake, and meal and snack patterns.

- Food and Nutrient Administration includes current and previous diets and/or food modifica-
tions, eating environment, and enteral and parenteral nutrition administration.

Medication and Complimentary/Alternative Medicine Use includes prescription and over-
the-counter medications, including herbal preparations and complementary/alternative medicine
products used.

Knowledge/Beliefs/Attitudes includes understanding of nutrition-related concepts and convic-
tion of the truth and feelings/emotions toward some nutrition-related statement or phenomenon,
along with readiness to change nutrition-related behaviors.

Behavior includes patient/client activities and actions which influence achievement of nutrition-
related goals.

"Factors Affecting Access to Food and Food/Nutrition-Related Supplies includes factors that
_ affect intake and availability of a sufficient quantity of safe, healthful food and water as well as
food/nutrition-related supplies.

Physical Activity and Function includes physical activity, and cognitive and physical ability to
engage in specific tasks, e.g., breastfeeding and self-feeding.

Nutrition-Related Patient/Client-Centered Measures consists of patient/client’s perception of
his or her nutrition intervention and its impact on life.

Anthropometric Measurements include height, weight, body mass index (BMI), growth pattern indi-
ces/percentile ranks, and weight history.

Biochemical Data, Medical Tests, and Procedures include laboratory data, (¢.g., electrolytes, glucose,
and lipid panel) and tests (e.g., gastric emptying time, resting metabolic rate).

25 4th Edition
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Nutrition-Focused Physical Findings include findings from an evaluation of body systems, muscle
and subcutaneous fat wasting, oral health, suck/swallow/breathe ability, appetite, and affect.

Clienf History consists of current and past information related to personal, medical, family, and social
history.
Personal History includes general patient/client information such as age, gender, race/ethnicity,
language, education, and role in family.

Patient/Client/Family Medical/Health History includes patient/client or family disease states,
conditions, and illnesses that may have a nutritional impact.

Social History includes items such as socioeconomic status, housing situation, medical care
support, and involvement in social groups.

In addition to this reference, additional resources for nutrition assessment include ADA Pocket Guide to Nutrition
Assessment (3), and ADA Pocket Guide to Pediatric Nutrition Assessmnent (4).

In regard to the Biochemical, Medical Tests, and Procedures category of nutrition assessment, the nutrition diagnoses
contain normal test levels and ranges only for guidance. Nutrition interventions should be individualized based on
many factors, and laboratory values alone are not diagnostic. The clinical judgment of an appropriately educated, expe-
rienced individual is the basis for nutrition diagnosis.

Nutrition Assessment Components: Review, Cluster, and Identify

_ In the first step of the Nutrition Care Process, food and nutrition professionals do the following three things—

¢ Review data collected for factors that affect nutritional and health status.

¢ Cluster individual data elements to identify a nutrition diagnosis as described in the nutrition diagnosis
reference sheets.

¢ Identify standards by which data will be compared.

Review

Nutrition assessment indicators are clearly defined markers that can be observed and measured. Selected nutrition as-
sessment data should be relevant to the patient/client’s nutrition diagnosis, its etiology, and signs/symptoms. The data
may also be relevant to the patient/client disease state, quality management goals for nutrition, and nutrition care and
health care outcome goals. :

Practitioners use nutrition asséssment data to identify and provide evidence about a nutrition-related problem or diag-
nosis. Specific data elements or indicators may also be used by practitioners to monitor and evaluate progress made
toward desired nutrition care outcomes, where the nutrition care outcome indicators provide information about the type
and magnitude of progress made, when the nutrition problem is resolved, and what aspects of nutrition intervention are
or are not working. ' :

Cluster

Organized assessment data are clustered for comparison with the defining characteristics of suspected diagnoses as~
listed in the diagnosis reference sheets. One data element of the nutrition assessment may lead food and nutrition
professionals toward a particular nutrition diagnosis, but it is the clustering of data that results in identification of the
correct nutrition diagnosis at that point in time. .
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Many food and nutrition professionals cluster data without consciously deciding to do so. For example, food and nutri-
tion professionals evaluate laboratory or food intake differently depending upon the age or medical condition of the
patient/client. Daily intake of 1-2 pieces of fruit (i.e., bananas, oranges) by a 9-year-old child on dialysis is interpreted
differently than the same intake by a healthy 22-year-old college student.

To maintain consistency in the organization of the nutrition assessment terminology, practitioners may find it challeng-
ing at times to locate specific pieces of information to accomplish the clustering.

Example: Food preferences, likes and dislikes, was moved, in a previous edition, from the Food Intake
(FH-1.2.2) reference sheet to the Beliefs and Attitudes (FH-4.2) reference sheet.

The Food intake (FH-1.2.2) reference sheet defines how practitioners describe intake in amounts, types, pattern, and/
or quality (for example, 1-2 pieces of fruit/day). Beliefs and Attitudes gives insight into why the patient/client has a
particular belief or attitude toward food and nutrition, and food preferences may be one factor to explain why a patient/
client consumes bananas and oranges. \

“Term number (e.g., NI-1.2) used for information. The Academy does not recommend _u‘sing codes in documentation.

Identify

When available, national, institutional, and/or regulatory standards are essential for nutrition assessment data compari-
son. For assessment data related to the intake of specific nutrients, comparative standards are available in this resource
to guide accurate documentation of a patient/client’s nutrition recommendation and for comparison of the patient/cli-
ent’s estimates of intake or estimates of usual intake of one or more nutrients. Food and nutrition professionals must
identify the most appropriate reference standard or goal based on, at a minimum, the following:

* Practice setting (e.g., inpatient or outpatient, long-term care, public health/community)
o Age of the patient/client (e.g., pediatrics, geriatrics)
» Disease/injury state and severity (e.g., renal disease, diabetes, critical illness)

For example, HgbA 1c is a valid measure of glucose status during a 60- to 90-day period. Therefore, it may be useful in
assessing a patient/client’s glucose status prior to a hospital admission, but it is not relevant data for assessing an inten-
sive care patient/client with an acute elevation of blood glucose. This example illustrates the importance of appropnate
nutrition assessment data selection and interpretation.

Each situation will be different depending on the practice setting, population, and disease state and severity. Additional
factors, such as regulations, care standards, and quality management goals, may also influence indicator selection

and evaluation. Identification of the incorrect assessment data or misinterpretation of the data element may lead to an
incorrect nutrition diagnosis. Moreover, the appropriate standards or criteria should be noted in the food and nutrition
professional’s policies and procedures or other documents for use in patient/client records, quality or performance
improvement, or in formal research projects.
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Nutrition Care Indicators

Nutrition care indicators are clearly defined markers that can be observed and measured. As noted previously, indicators
gathered during nutrition assessment are clustered to identify and label a patient/client’s nutrition diagnosis and its etiol-
ogy and signs/symptoms. The indicators selected may also be used in the future to evaluate changes in the patient/client’s
nutrition diagnosis, disease state, quality management goals for nutrition, and health care outcome goals. -

Nutrition care indicators include:

» Food and nutrient intake; medication use; growth and body composition; food and nutrition-related knowledge,
attitudes and behaviors; food access; and functional capabilities such as physical activity

¢ Anthropometric data, such as growth pattern and weight history

Laboratory values, such as HgbA Ic, hematocrit, or serum cholesterol

* Physical findings that are observed or obtained through interview or the medical record
* Personal and family medical history and social factors

Nutrition assessment reference sheets, which are combined with nutrition monitoring and evaluation reference sheets,
define the nutrition care indicators that may be appropriate for assessment and monitoring and evaluation within a

variety of practice settings.
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Nutrition Care Indicator —m———) - What will be measured

Assessment of Nutrition Indicators

Food and nutrition professionals make judgments comparing the actual value of the measured indicator to a science-
based criteria or individualized goal.

Nutrition Care Criteria s What it is compared against

Criteria _

Two criteria are sqggested for nutrition assessment. The same two criteria are used for monitoring and evaluation:
*. Nutrition prescription or goal (e.g., a behavior has a goal not a nutrition prescription)
* Reference standard (e.g., national, institutional, and/or regulatory standards)

The nutrition prescription is the patient/client’s individualized recommended dietary intake of energy and/or selected
foods or nutrients based on current reference standards or dietary guidelines and the patient/client’s health condition
and nutrition diagnosis. For example, a patient of normal body weight has a serum low density lipoprotein (LDL) cho-
lesterol of 150 mg/dL. His nutrition prescription is less than 30% calories/kcal/kJ from fat with less than 10% calories/
kcal/kJ from saturated fat.

For biochemical measures such as LDL cholesterol, the criteria that may be used is the reference standard established
by the U.S. National Heart Lung and Blood Institute of serum LDL <100 mg/dL..
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Reference standards, as noted previously, are national, institutional, and/or x‘egulatory standards. Food and nutrition
professionals are familiar with reference standards for laboratory measures. Examples of other reference standards

include:

« National standards for populations or patient/client groups or disease conditions: dietary reference intake stan-
dards (e.g., Dietary Reference Intakes (DRIs)) or other reference intakes, national food guidelines (e.g., U.S.
Dietary Guidelines) or guidelines for specific treatment or disease condition such as those developed by the
American Society of Parenteral and Enteral Nutrition, the European Society of Parenteral and Enteral Nutrition
(ESPEN) and/or the U. S. National Kidney Foundation as examples.

» Institutional standards: e.g., established guidelines specifying how to evaluate weight change in geriatric pa-
tients/clients.

o Regu]afory standards: laws with nutrition care guidelines for a certain population, such as long-term'care, or
accreditation and certification standards such as those developed by the Joint Commission.

Food and nutrition professionals select the most appropriate reference standard or goal based on the patient/client
condition and patient care setting. Further, food and nutrition professionals are responsible for understanding any
defining parameters or limitations for reference standards used. The DRIs, for example, have very specific parameters
for interpretation of estimated intake. '

Assessment of Nutrient Intake

Food and nutrition professionals must keep in mind that nutrient intake assessments are estimations. To begin with,”
data collection for nutrient intake is imprecise since it relies generally on patient/client estimations and reports of
intake. Enteral and/or parenteral nutrition intake can be more precisely measured if it is the sole source of nutrition and
accurate records of enteral and/or parenteral nutrition delivery are available.

Once the data are collected, food and nutrition professionals compare the estimated nutrient intake to a patient/client
goal or a reference standard. Historically, dietary reference intake standards, (e.g., DRIs) have been used for compari-
son of intake in a variety of populations since other specific reference standards are not always available. Practitioners
must keep in mind that if using the DRIs, there are the following interpretation parameters:

¢ For evaluation of nutn’tioﬁal_status, nutrient intake data should be combined with biochemical, clinical, anthro-
pometric, medical diagnosis, and clinical data.

* The DRIs are established for healthy individuals..It is not clear how the DRIs should be interpreted in patients/
clients with an illness, injury, disease, or other medical condition.

+ Estimations consistent with inadequate intake do not necessarily mean there is a nutrient deficiency.
The notation from the U.S. Institute of Medicine (IOM) advises combining intake data with clinical, biochemical, and

other supporting information to complete a valid assessment of nutritional status. While it is acknowledged that inad-
equate intake is not synonymous with nutritional status, there may be an implied expectation that an inadequate intake
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over a period of time will lead to a change in nutritional status. The difficulty encountered is in the ability to accurately
predict the consequences of intake due to a myriad of factors such as scientific uncertainty about “nutrient require-
ments,” individual differences, and inaccurate intake assessments.

« If a synonym for the term “inadequate” is helpful or needed, an approved alternate is the word “suboptimal.” .
Thus, a food and nutrition professional could use either the nutrition diagnosis label “Suboptimal Protein In-
take” or “Inadequate Protein Intake.”

» The following note is part of the definition for the ten nutrition assessment and monitoring and evaluation ref-
erence sheets related to nutrient intake and the eleven nutrition diagnoses with “Inadequate” in the label.
Note: Whenever possible, nutrient intake data should be considered in combination with clinical, biochemical, anthropometric
information, medical diagnosis, clinical status, andlor other factors as well as diet to provide a valid assessment of nutritional

status based on a totality of the evidence. (Institute of Medicine. Dietary Reference Intakes: Applications in Dietary Assessment.
Washington, DC: National Academies Press; 2000.)

Bioactive substances do not have established DRIs. They are not considered essential nutrients because inadequate
intakes do not result in biochemical or clinical symptoms of deﬁcigrfcy. However, naturally occurring food components
with potential risk or benefit to health are reviewed by the Food and Nutrition Board of the Institute of Medicine and,
if sufficient data exist, reference intakes are established. Further, the nutrition assessment and nutrition monitoring and
evaluation reference sheets note that the criteria for evaluation of intake must be the patient/client goal or nutrition
prescription since there are no established minimum requirements or Tolerable Upper Intake Levels. The patient/
client goal or nutrition prescription would be based on an individual goal or research, for example, the Academy Disor-
ders of Lipid Metabolism Evidence-Based Guideline. This guideline considers the evidence supporting intake of plant
stanol/sterol esters in the presence of lipid disorders. It is available in the Academy Evidence Analysis Library (www
.andevidencelibrary.com). Therefore, the note added to the definition of Suboptimal bioactive substance intake is:

Note: Bioactive substances are not part of the Dietary Reference Intakes, and therefore there are no established minimum require-

ments or Tolerable Upper Intake Levels: However, RDs can assess wheth timated intakes are adequate or excessive using the
patient/client goal or nutrition prescription for comparison.

|

It is important to reiterate that food and nutrition professionals are given two criteria for use when assessing intake —
the nutrition prescription/goal and the reference standards (e.g., national, institutional, and/or regulatory standards).
Practitioners are not limited to using the DRI as the criteria for comparison of nutrient intake data. In certain popula-
tions where other appropriate scientific information has emerged and reference standards are available, such as in renal
disease, it may be appropriate to use an alternate reference standard instead of the DRIs. ’

Practitioners from countries that do not use the Institute of Medicine’s Dietary Reference Intakes (DRIs) should refer
to their own established dietary reference standards and guidance provided in this manual regarding Other Reference
Intakes Interpretation.

Nutrition Assessment and Nutrition Monitoring and Evaluation
Reference Sheets

In the manual are the combined Nutrition Assessment and Nutrition Monitoring and Evaluation reference sheets.

Similarities Between Nutrition Assessment and Nutrition Monitoring and Evaluation

Food and nutrition professionals familiar with the standardized language for nutrition monitoring and evaluation will
find that the data described for nutrition assessment are quite familiar. In defining the nutrition monitoring and evalu-
ation taxonomy, it was clear that there is substantial overlap between nutrition assessment and nutrition monitoring
and evaluation terminology. Many data points assessed are used, through nutrition reassessment, in monitoring and
evaluation. :

Therefore, the domains, classes, terms, and reference sheets were combined for Nutrition Assessment and Nutrition
Monitoring and Evaluation. The approach for collecting both types of data is the same. Practitioners first collect and
record data and then interpret the data relative to some criteria, a goal or nutrition prescription, or national, institu-
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tional, and/or regulatory standards. Further, food and nutrition professionals assess and reassess data during monitoring

and evaluation.

Some practitioners may believe that during an episode of nutrition care, the process from nutrition assessment to nutri-
tion monitoring and evaluation is strictly linear; however, this is not always the case. Food and nutrition professionals
assess and reassess the patient/client during an episode of care to determine whether there are changes to the nutrition
diagnosis, emergence of a new nutrition diagnosis, and progress because of nutrition intervention.

It is important to reiterate that while the data may be the same or related in these two steps, the purpose and use are
distinct. The nutrition assessment data are needed to identify whether a nutrition-related problem exists and to estab-
lish a plan for continuation for care. The monitoring and evaluation data are necessary for evaluating the outcomes of

nutrition interventions.

Differences Between Nutrition Assessment and Nutrition Monitoring and Evaluation
. Y

Nutrition assessment includes a broader set of data elements or indicators since certain types of data may be assessed
but may not be monitored to evaluate whether the nutrition intervention affected the patient/client outcome. On the
reference sheets, indicators used only for nutrition assessment, those in the Client History Domain, have *** after the
indicator. In some reference sheets for the Food/Nutrition-Related History, Anthropometric Measurements, Biochemi-
cal Data, Medical Tests and Procedures, and Nutrition-Focused Physical Findings Domains there are no indicators with
*** because all of the indicators are used for both nutrition assessment and nutrition monitoring and evaluation.

One example of an indicator used only for nutrition assessment is physical disability. Practitioners include physical
disability in a nutrition assessment if it is relevant to the patient/client’s nutrition diagnosis and/or nutrition interven-
tion. However, the practitioner cannot change the physical disability through nutrition intervention; therefore, physical
disability is not included in nutrition monitoring and evaluation as an indicator of the impact of nutrition care. Another
example of an assessment indicator not used in monitoring and evaluation is medical history data, since nutrition
intervention does not influence the presence or absence of a medical diagnosis (or diagnoses). Although Client History
Domain indicators are not used for nutrition monitoring and evaluation, they may be reassessed for their presence and
impact on nutrition care.

Nutrition Assessment and Nutrition Monitoring and Evaluation Reference Sheet Content

The combined reference sheets contain eight distinct components:
* Definition of the nutrition assessment and nutrition monitoring and evaluation term
¢ The nutrition assessment and nutrition monitoring and evaluation indicators
* Measurement method or data sources recommended.
¢ The nutrition interventions with which the nutrition assessment and nutrition monitoring and evaluation data are
associated ' ' ‘
* The nutrition diagnoses with which the nutrition assessment and nutrition monitoring and evaluation data are used
¢ The criteria for evaluation
* The patient/client nutrition assessment and nutrition monitoring and evaluation documentation example
* References |
Following is a more complete description of the eight coxilponents of the combined nutrition assessment and nutrition
monitoring and evaluation reference sheet:
The definition defines the specific parameters of the term.

The indicators identify the data elements that are evaluated to (a) determine the defining characteristics
of the patient/client and (b) measure change based on nutrition intervention. Food and nutrition profes-
sionals may or may not use all of the indicators associated with a term. Indicators used only for
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nutrition assessment (i.e., Client History indicators) have *** after the indicator. In the remaining Nutri-
tion Assessment domains, no indicators have *** because all of the indicators are used for both nutrition

assessment and nutrition monitoring and evaluation.

The measurement method or data sources identify some of the resources that food and nutrition pro-
fessionals use to obtain nutrition assessment and nutrition monitoring and evaluation data.

The typical nutrition interventions with which the nutrition care outcomes are associated are listed.
The typical nutrition diagnoses associated with the term and indicators are listed.

Two criteria are identified for comparison of the indicators: (a) goal/nutrition prescription, or (b)
reference standard.

The patient/client example includes sample nutrition assessment and nutrition monitoring and evalu-
ation documentation. It describes only one of the indicators. As described earlier, depending on (a) the
practice setting (e.g., inpatient or outpatient, long-term care, commumty) (b) the patient/client (e.g.,

- pediatrics, geriatrics), and (c) disease state and severity, one of multiple indicators may be followed at a
time.
References list citations for published measurement techniques and reference standards for common
patient/client populations and settings. Food and nutrition professionals are not limited to the references
offered and are encouraged to use others pertinent to their patient/client and practice setting needs.
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Once measurement techniqlics and criteria as well as any other pertinent parameters are identified, they should be
noted in the food and nutrition professional’s policies and procedures or other documents for use in patient/client
" records, quality or performance improvement, or in formal research projects.
Individual Patient/Client Example
Nutrition assessment and/or monitoring and evaluation term: Nutritional anemia profile

Nutrition care indicator: Serum ferritin

Criteria: Based on a reference standard: The patient/client’s seram ferritin is 8 ng/mL wlnch is below
(above, below, within) the expected limit for adult females.

Nutrition assessmenit and monitoring and evaluation documentation:

.. .. . Patient/client’s serum ferritin is 8 ng/mL, which is below the
Initial nutrition assessment with .. - . .
\ . expected limit for adult females. Will monitor change in
patient/client .. . L
_ serum ferritin at the next appointment.
Reassessment after nutrition Goal/reference standard achieved as patient/client’s serum
intervention ferritin is 10.9 ng/mL, within normal limits.
Group Example

Nutrition assessment and/or momtonng and evaluation term: Nutritional anemia profile
" Nutrition care indicator: Hemoglobin

Criteria: Based on a reference standard: 20% or fewer of low-income women w1ll have a hemoglobm
level <'11.0 g/dL during the third trimester of pregnancy (5).

Nutrition assessment and monitoring and evaluation documentation:

Initial nutrition assessment with . - | 44% of low-income women have a hemoglobin level of
population < 110 g/dL during the third trimester of pregnancy. Monitor
change in prevalence of low hemoglobin levels among low-
income women.
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Reassessment after nutrition Prevalence of anemia among low-income pregnant women is
intervention . 29%. Significant progress made toward the goal, 20% or less,
for prevalence of anemia.

These reference sheets will assist food and nutrition professionals working in a variety of settings, with individuals and
groups, when assessing and monitoring and evaluating nutrition care indicators.

Nutrition Assessment: Documentation

Documentation is recommended throughout the Nutrition Care Process and supports all of the steps. Quality documen-
tation of the nutrition assessment step should be relevant, accurate, and timely. Inclusion of the following information
would further describe quality nutrition assessment documentation:

¢ Date and time

\

 Pertinent data collected and comparison with standards such as estimated nutrient intake; dietary reference
intakes; patient/client perceptions, values, and motivation related to presenting problems; patient/client’s level
of understanding, food-related behaviors, and other nutrition care indicators for future nutrition monitoring and
evaluation

 Reason for discharge/discontinuation if appropriate

Nutrition Assessment: Data Sources and Tools
To complete a patient/client’s nutrition aswssﬁeﬁt, the following tools may be useful:
* Screening or referral form
* Patient/client interview
¢ Medical or health records
* Consultation with other caregivers including family members

¢ Community based surveys and focus groups

Statistical reports, administrative data, and epidemiological studies

These tools can be used when patients are seen individually or in groups, or when the encounter is conducted by phone
or via computer. Pooled data may be monitored and evaluated using tracking forms and computer software programs.

Summary

Nutrition assessment is the first step in the Nutrition Care Process; however, it is used throughout each cycle of the Nu-
trition Care Process and is not an isolated event. Food and nutrition professionals recognize that nutrition assessment is
a dynamic process that develops throughout the Nutrition Care Process. For example, a food and nutrition professional
may be in the middle of the nutrition education intervention when the client provides a new piece of information that
may cause a modification of the nutrition diagnosis, the PES statement, or even the nutrition intervention.

Future research will continue to shed light on the appropriate data to collect and their application in nutrition assess-
ment with a patient/client. Moreover, as the profession utilizes nutrition assessment within the other steps of the Nutri-
tion Care Process, the most valid and reliable assessment.data to use in nutrition diagnosis, nutrition intervention, and
nutrition monitoring and evaluation will also become evident.

References »
1. Writing Group of the Nutrition Care Process/Standardized Language Committee. Nutrition Care Process and Model part I: The 2008
update. J Am Diet Assoc. 2008;108:1113-1117.

2. Wiriting Group of the Nutrition Care Process/Standardized Language Committee. Nutrition Care Process part II: Using the International
Dietetics and Nutrition Terminology to document the nutrition care process. J Am Diet Assoc. 2008;108:1287-1293.

3. Chamey P, Malone A, eds. ADA Pocket Guide to Nutrition Assessment. 2nd ed. Chicago, IL: Amexican Dietetic Association; 2009.
4. Leonberg BL. ADA Pocket Guide to Pediatric Nutrition Assessment. Chicago, IL: American Dictetic Association; 2008.
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SNAPshot
NCP Step 2: Nutrition Diagnosis

What is the purpose of a nutrition diagnosis? The purpose is to identify and describe a specific nutrition problem that can
be resolved or improved through treatment/nutrition intervention by a food and nutrition professional. A nutrition diagnosis (e.g.,
inconsistent carbohydrate intake) is different from a medical diagnosis (e.g., diabetes).

How does a food and nutrition professional determine a nutrition diagnosis? Food and nutrition professionals use the

data collected in the nutrition assessment to identify and label the patient/client’s* nutrition diagnosis using standard nutrition diag-
nostic terminology. Each nutrition diagnosis has a reference sheet that includes its definition, possible etiology/causes, and common
signs or symptoms identified in the nutrition assessment step. :

How are the Nutrition Diagnoses organized? In three categories:
Clinical )
Nutrition problems that relate to medical
or physical conditions

How is the Nutrition Diagnosis documented? Food and nutrition professionals write a PES statement to describe the problem,
its root cause, and the assessment data that provide evidence for the nutrition diagnosis. The format for the PES statement is “Nutrition
problem label related to ____asevidencedby ____”

(P) Problem or Nutrition ~ (E) Etiology (S) Signs/Symptoms
Diagnosis Label Cause/Contributing Risk Factors Data used to determine that the
Describes alterations in the patient/ | | jnked to the nutrition diagnosis label by patient/client has the nurition
client’s nutritional status. the words “related to.” diagnosis specified.
Linked to the etiology by the words “as
evidenced by.”

No nutrition diagnosis at this time (NO-1.1) may be documented if the assessment indicates that no nutrition problem currently
exists that warrants a nutrition intervention. :

‘What are the guidelines for selecting the nutrition diagnoesis and writing a clear PES statement? The most impor-
tant and urgent problem to be addressed is selected. When specifying the nutrition diagnosis and writing the PES statement, food and
nutrition professionals ask themselves a series of questions that help clarify the nutrition diagnosis. (See the critical thinking box.)

Are food and nutrition professionals limited to the nutrition diagnosis terms? Nutrition diagnosis terms and definitions
were developed with extensive input and should fit most situations; however, food and nutrition professionals can submit proposals

for additions or revisions using the Procedure for Nutrition Controlled Vocabulary/Terminology Maintenance/Review available from
the Academy.

*Patient/client refers to individuals, groups, populations, family members, andlor caregivers.
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Nutrition Care Process Step 2:
Nutrition Diagnosis

Introduction

The Academy has identified and defined nutrition diagnoses*/problems used in the profession of dietetics. A nutri-

tion diagnosis identifies and labels a nutrition problem that a food and nutrition professional is responsible for treating
independently. The standardized language of nutrition diagnoses/problems is an integral component in the Nutrition
Care Process (NCP). In fact, several other professions, including medicine, nursing, physical therapy, and occupational
therapy, utilize care processes with defined terms for making diagnoses specific to their professional scope of practice.

ﬁf a synonym for “nutrition diagnosis” is helpful or needed, an approved alternate is “nutrition problem.” : ]

The Academy’s Nutrition Care Process/Standardized Language (NCP/SL) Committee developed a conceptual frame-
work for the standardized nutrition language and identified the nutrition diagnoses/problems. The framework outlines
the domains within which the nutrition diagnoses/problems fall and the flow of the Nutrition Care Process in relation
to the continuum of health, disease, and disability.

The methodology for developing sets of nutrition diagnosis terms included systematically and simultaneously collect--

" ing data from multiple sources. Data were collected from a select group of Academy-recognized leaders and award
winners prior to starting the project. A 12-member task force developed the terms with input from groups of com-
munity, ambulatory, acute care, and long-term care practitioners and obtained feedback from experts concerning the
research supporting the terms and definitions. '

The methodology for continued development and refinement of these terms has been identified. As with the ongoing
updating of medical procedure codes, (e.g., the American Medical Association Current Procedural Terminology [CPT]
codes), these terms will also be published on an ongoing basis. The terms are being studied in a number of research
projects to assess their validity. Based on the results of content validation studies by Charney (1) and E.B. Enrione
(unpublished correspondence with the Committee; 2006), the Committee recommended changes to the nutrition
diagnoses, and these were published in the IDNT Reference Manual, First Edition (2). Further changes are anticipated
as results of additional studies become available. The nutrition diagnosis terms are being incorporated into several
research studies that explore use in ambulatory or inpatient settings or by specific types of practice, e.g., nutrition sup-
- port and oncology.

As research is completed, findings will be incorporated into future versions of these terms. Future iterations and
changes to the nutrition diagnoses/problems and the reference sheets are expected as this standard language evolves. In
addition, practitioners can submit suggested changes. The process for practitioners to submit suggested revisions to the
nutrition diagnoses is available on the Academy website in the Nutrition Care Process section.

The Academy is working toward including the concepts from the Nutrition Care Process and these specific terms

in standards for electronic health records and incorporation into standardized informatics languages and language
systems, such as the Systematized Nomenclature of Medicine International (SNOMED), Logical Observation Identi-
fiers Names and Codes (LOINC), and Unified Medical Language System (UMLS). The Academy is in dialogue with
these groups to include the NCP terminology, where appropriate, in these languages. Thus far, the feedback from the
database and informatics groups has been quite positive, and they support a need for documenting the unique nature of
nutrition services.

What Is New in This Edition Related to Nutrition Diagnosis?

This edition includes revisions to the standardized language for nutrition diagnosis. Additional nutrition diagnoses and
changes to the reference sheets were carefully reviewed by the NCP/SL Committee, members of the Academy’s IDNT
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Advisory Panel, members of the IDNT classification workgroup, and experts from the international community. This
included review of the Academ’s evidence-based practice guidelines by the Academy’s Evidence-based Practice Com-
mittee and review of the nutrition diagnosis Malnutrition (NI-5.2) by the Academy’s Malnutrition Workgroup.

Nutrition Diagnoses

This edition includes revisions to the standardized language for nutrition diagnosis. Additional nutrition diagnoses
and changes to the reference sheets were carefully reviewed by the NCP/SL Committee, members of the Academy’s
IDNT Advisory Panel, members of the IDNT classification workgroup, and experts from the international community.
This included review of the Academy’s evidence-based practice guidelines by the Academy’s Evidence-based Practice
Committee and review of the nutrition diagnosis Malnutrition (NI-5.2) by the Academy’s Malnutrition Workgroup.

As a result of the work toward including the specific terms into standardized informatics languages and language sys-
tems, new terms have been added or terms have been separated within the terminology lists. New Nutrition Diagnoses
include:

¢ Additional terms for documenting Inadequate vitamin intake of pantothenic acid (NI-5.9.1.12) and biotin
(NI-5.9.1.13).

¢ Additional terms for documentmg Excessive vitamin intake of pantothenic acid (NI-5.9.2.12) and biotin
(NI-5.9.2.13).

¢ Additional terms for documenting Inadequate mineral intake of sulfate (NI-5.10.1 9), fluoride (N1-5.10.1.10),
copper (NI-5.10.1.11), iodine (NI-5.10.1.12), selenium (NI-5.10.1.13), manganese (NI-5.10.1.14), ciromium
(NI-5.10.1.15), molybdenum (NI-5.10.1.16), boron (NI-5.10.1.17), and cobalt (NI-5.10.1.18).

* Additional terms for documenting Excessive mineral intake of sulfate (NI-5.10.2.9), fluoride (NI-5.10.2.10),
copper (NI-5.10.2.11), iodine (NI-5.10.2.12), selenium (NI-5.10.2.13), manganese (NI-5.10.2.14), chromium
(NI-5.10.2.15), molybdenum (NI-5.10.2.16), boron (NI-5.10.2.17), and cobalt (NI-5.10.2.18).

* Separate terms for Overweight/Obesity including Overweight, adult or pediatric (NC-3.3.1), Obese, pediatric
(NC-3.3.2), and three classes for documenting obesity in adults, Obese, Class I (NC-3.3.3), Obese, Class I '
(NC-3.3.4), Obese, Class III (NC-3.3.5). Obese, Class III also has an approved synonym of “morbid obesity.”

* Inability or lack of desire to manage self-care (NB-2.3) was changed to Inability to manage self-care (NB-2.3).
Lack of desire to manage self-care is not a separate nutrition diagnosis, but a possible etiology, which is already
listed in the nutrition diagnosis.

The Nutrition Diagnoses in the Energy Balance (NI-1) Class weére renurhbered (NI-1.1 to NI-1.5) due to unused nutri-
tion diagnoses.

In response to suggestions by food and nutrition professionals, several modifications and terms additions were made:

Suboptimal enteral nutrition (NI-2.3), which is a synonym of Inadequate enteral nutrition (NI-2.3), and Less than op-
timal enteral nutrition (NI-2.5) are two terms that are not clear without reviewing the definitions. Therefore, clarifying
words from the definition were added:

¢ Less than optimal enteral nutrition (NI-2.5) is relabeled Less than optimal enteral nutrition composition or
modality (NI-2.5)

* Less than optimal parenteral nutrition (NI-2.8) is relabeled Less than optimal parenteral nutrition composmon ’
or modahty (NI-2.8)
In a previous edition of the IDNT, the nutrition diagnoses above were labeled Inappropriate enteral nutrition and Inap-
propriateparenteral nutrition; however, feedback revealed that the word “inappropriate” was considered too value-lad-
en. This led to a change in the label from “inappropriate™ to “less than optimal.” Three other nutrition diagnoses that
have the “inappropriate” label arc also changed in this edition:

* Inappropriate intake of fats (specxfy) (NI-5.6.3) is relabeled Less than optimal intake of types of fats (NI-5.6.3)
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« Inappropriate intake of proteins or amino acids (specify) (NI-5.7 3) is relabeled Less than optimal intake of
types of proteins or amino acids (specify) (NI-5.7.3)

« Inappropriate intake of types of carbohydrate (specify) (NI-5.8.3) is relabeled Less than optimal intake of types
of carbohydrate (specify) (NI-5.8.3)

While not the intent, certain terms, such as Harmful beliefs and attitudes about food and nutrition-related topics (NB-
1.2) and Undesirable food choices (NB-1.7) can seem judgemental. For that reason, the following changes were made:

« Harmful beliefs/attitudes about food or nutrition-related topics (NB-1.2) is relabeled Unsupported beliefs/
attitudes about food or nutrition-related topics (NB-1.2). It is believed that this term is less value-laden, and
maintains the intent of the term definition. '

« Undesirable food choices (NB-1.7) was not relabeled but it now has a synonym of Suboptimal food choices
(NB-1.7) that may be used.

Two nutrition diagnoses were carefully considered and added:
« Suboptimal growth rate (NC-3.5)
» Excessive growth rate (NC-3.6)

These diagnoses are available to label nutrition problems related to growth rate. Please refer to the reference sheets for
definitions, etiologies and signs/symptoms.

Another change is the addition of the Academy Urique Identifier, a five-digit number following the alpha-numeric
term code (e.g., Inadequate oral intake, NI-2.1, 10639).

» The Academy Unique Identifier is an essential element used by information technology (IT) professionals for
data monitoring and tracking in electronic health records (EHRs). Food and nutrition professionals use this
number to request data needed for reports and quality improvement.

© The Academy Unique Identifier is associated with a term and never changes. If the term is modified,
then the original term and unique identifier are retired. The new term is assigned a new unique identi-
fier.

© The unique identifiers do not have a structure. Although unique identifiers were initially assigned in se-
quential order, there is no order for the identifiers, and they do not have meaning or show relationships
between terms. This is in contrast to the IDNT alpha-numeric term codes (e.g., NI-2.1), which change
as the terminology changes and demonstrate relationships between terms and groups of terms.

* Neither the Academy Unique Identifiers nor the alpha-numeric term codes are recommended in nutrition docu-
mentation. Food and nutrition professionals should document only the terms (e.g., Inadequate oral intake).

Approved synonyms for Nutrition Diagnoses are noted on each Reference Sheet. As the publication went to press,
additional synonyms were under consideration by experts in the U.S. and internationally. A complete list of synonyms
will be available on the web page: www.eatright.org/ncp, see IDNT Reference Manual Related References or the On-
line IDNT Reference Manual.

Nutrition Diagnosis Reference Sheet Modifications

Specific changes to the reference sheets within nutrition diagnosis are generally described here and listed by domain.
A more detailed document describing the exact wording changes is available on the Academy wehsite (www eatright
.org) in the Nutrition Care Process section. '
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There are numerous revisions to existing nutrition diagnosis reference sheets, and a few are important to describe.
These include:

The Nutrition Diagnosis Reference Sheet content has been refined for improved use for all food and nutrition profes-
sionals in the U.S. and internationally. Toward that goal are the following changes:

* Inclusion of the following U.S. and metric measures--fluid volume (ounce [oz]/milliliter[mL]), weight (pound/
kilogram [kg]), height (feet and inches/centimeters [cm]), food intake measures (servings/piece, cups/deciliter
[dL}/mL, oz/gram [g]/kg, teaspoon [tsp])/tablespoon [tbsp]/mL) food energy (calones/lulocalones [kcal]/kilo-
joules [KJ]).

¢ Maintenance of existing laboratory values in the reference sheets with the addition of arrows to provide infor-
mation on the direction of change. Arrows used with laboratory values are 1, which represents above reference
standard, and |, which represents below reference standard.

* Reference standards or resources shall contain a generic desgription, and when available, a specific standard
or resource following in parentheses. Examples are dietary reference intake standard (e.g., Dietary Reference
Intakes), national food guideline (e.g., U.S. Dietary Guidelines, MyPlate) and diet quality index standard (e.g.,
Healthy Eating Index).

* Addition of vitamin and mineral intake units used outside of the U.S. and Canada. As an example, the list-
ing for Vitamin A intake included a recommendation to specify the form and amount in Hugl/day. This will now
reflect a Vitamin A intake recommendation to specify form, pg (micrograms) or RE (retinol equivalents), and
frequency of the intake (e.g., twice per day).

* Clarification of specific words used in the manual. As an example, “nutrition support” is used in the manual
without a definition. Therefore, nutrition support will be followed by a definition in parentheses: nutrition
support (enteral and parenteral nutrition) in the class definition. Enteral and Parenteral Nutrition (ND-2) are
defined as nutrition provided through the gastrointestinal (GI) tract via tube, catheter, or stoma that delivers
nutrients distal to the oral cavity (enteral) or the administration of nutrients intravenously (centrally or periph-
erally) (parenteral).

NI-5.2 Mal_nutrition

The Academy of Nutrition and Dietetics and the American Society for Parenteral and Enteral Nutrition (ASPEN)
continue to work with the U.S. National Center for Health Statistics to revise projected ICD-10 coding terminology

to incorporate an etiology-based approach to malnutrition diagnosis (J Parenter Enteral Nutr. 2010;34[2]:156-159).
Clinical characteristics or indicators of malnutrition determined by this collaboration are included in the nutrition diag-
nosis Malnutrition (NI-5.2). The Academy’s Nutrition Care Manual contains more-specific descriptions of severe and
nonsevere malnutrition. Pediatric malnutrition (ages 1-18) has not been defined as part of the Academy and ASPEN
collaboration. The process of developing characteristics to diagnose pediatric malnutrition is underway. Therefore, in-
dicators within the nutrition diagnosis were refined based on the documents of the collaboration for adult malnutrition.
Future changes are expected, including defined clinical characteristics for pediatric malnutrition, but they are not avail-
able for this publication. For additional information, visit the Academy’s Web page at: www.eatright.org/coverage.

Breastfeeding Difficulty (NC-1.3)

Practitioners in public health/community nutrition practice worked extensively on a new NCP toolkit for this practice
area. During this work, authors identified the need to include an etiology and signs/symptoms related to the i 1mpact of
ather feeding on the ability to sustain infant nutrmon through breastfeeding.

No Nutrition Diagnosis At This Time (NO-1.1)

A new reference sheet was added for clarity, electronic health records, and quality improvement purposes so that food
and nutrition professionals can clearly document when a nutrition assessment indicates that no nutrition problem cur-
rently exists that warrants a nutrition intervention. This concept was included in a previous journal article (3), but a
term and reference sheet permit clearer understanding and tracking of its use.
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Intake Domain

« Inadequate fluid intake (NI-3.1) includes new signs/symptoms of urine-specific gravity and hyperglycemia in
diabetic patient/client(s), tachycardia and normal or hypotensive blood pressure, fever, increased respirations,
flattened neck veins, and increased insensible losses, as well as new client history diagnoses associated with the
nutrition diagnosis.

» Excessive fluid intake (NI-3.2) received clarification for the sign/symptom plasma osmolality and added the
sign/symptom of urine-specific gravity.

» Malnutrition (NI-5.2) indicators or clinical characteristics of adult malnutrition were refined based on the work-
ing documents of an Academy/ASPEN collaboration. For additional information visit the Academy’s Web page
at: www.eatright.org/coverage.

» Inadequate fat intake (NI-5.6.1) includes signs/symptoms related to knowledge and cultural/religious beliefs
consistent with etiologies already present.

« Excessive fat intake (NI-5.6.2) includes signs/symptoms related to knowledge and beliefs/attitudes consistent
with the etiologies already present. The etnology of physiological causes decreasing total fat needs or recom-
mendations was added.

¢ Less-than-optimal intake of types of fats (NI-5.6.3) includes a new etiology of physiological causes altering
fatty acid needs or recommendations and signs/symptoms related to knowledge and beliefs/attitudes consistent
with the etiologies already present.

» Inadequate protein intake (NI-5.7.1) includes a sign/symptom related to knowledge consistent with an etiology
already present.

» Excessive protein intake (NI-5.7.2) includes signs/symptoms related to knowledge and beliefs/attitudes consis-
tent with the etiologies already present.

* Inadequate carbohydrate intake (NI-5.8.1) includes a sign/symptom related to knowledge consistent with an
etiology already present.

* Excessive carbohydrate intake (NI-5.8.2) includes a sign/symptom related to knowledge consistent with an
etiology already present.

¢ Less-than-optimal intake of types of carbohydrates (specxfy) (NI-5.8.3) includes a sign/symptom related to
cultural/religious beliefs consistent with an etiology already present.

* Inconsistent carbohydrate intake (NI-5.8.4) includes signs/symptoms related to knowledge and cultural/reli-
gious beliefs consistent with etiologies already present.

* Inadequate fiber intake (NI-5.8.5) includes a sign/symptom related to knowledge consistent with an etiology
already present.

* Excessive fiber intake (NI-5.8.6) includes s:gns/symptoms related to knowledge and beliefs/attitudes consistent
with the etiologies already present.
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Clinical Domain

* Breastfeeding difficulty (NC-1.3) includes signs/symptoms for mother and infant related to mtmductlon of
feeding via bottle or other route that may affect breastfeeding. :

* Impaired nutrient utilization (NC-2.1) provides a clarification of the pmntary hormones included as signs/
symptoms. .

* Unintcnded weight loss (NC-3.2) now includes a pediatric weight sign/symptom.

* Unintended weight gain (NC-3 4) includes clarification of weight sign/symptoms for pediatrics and adults.
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Behavioral/Environmental Domain

« Food- and nutrition-related knowledge deficit (NB-1.1) has a revised definition with removal of the examples and
clarification that No prior education is included in this nutrition diagnosis.

« Unsupported beliefs/attitudes about food or nutrition-related topics (NB-I .2) includes a sign/symptom of Intake of
nonfood items consistent with the etiology of pica and the sign/symptom related to intake of complementary and
alternative medicine products and dietary supplements that may be harmful to health. :

* Self-monitoring deficit (NB-1.4) includes signs/symptoms related to knowledge, cultural/religious beliefs and
social support consistent with etiologies already present.

¢ Limited adherence to nutrition-related recommendations (NB-1.6) contains a new etiology of Lack of confidence
in ability to change along with signs/symptoms of this etiology.

* o Undesirable food choices (NB-1.7) has a revised definition that provides a generic description of U.S.-based
resources and reference standards cited. ’ .

« Inability or lack of desire to manage self-care (NB-2.3) was ri'etitled Inability to manage self-care (NB-2.3) as lack
of desire was determined to be an existing etiology rather than a separate nutrition diagnosis.

* Self-feeding difficulty (NB-2.6) includes Absence of recommended adaptive eating devices as a new
sign/symptom.

* Intake of unsafe food (NB-3.1) includes mislabeled or unlabeled foods and knowledge related signs/symptoms.

* Limited access to food and/or water (NB-3.2) has a revised definition that provides a generic description of
U.S -based resources and reference standards cited.

Nutrition Care Process and Nutrition Diagnosis

Nutrition diagnosis is a critical step between nutrition assessment and nutrition intervention. The nutrition diagnosis
is the identification and labeling of the specific nutrition problem that food and nutrition professnonals are responsible

for treating independently.

Naming the nutrition diagnosis and identifying the etiology, and signs and symptoms provide a way to document the

- link between nutrition assessment and nutrition intervention and set realistic and measurable expected outcomes for

each patient/client. Identifying the nutrition diagnosis also assists practitioners in establishing priorities when planning
an individual patient/client’s nutrition intervention.

e: The ' crms’ patient(s)/client(s) are used in association with }_he NCP» however the. proccss is also

In simple terms, a food and nutrition professional identifies and labels a specific nutrition diagnosis (problem) that,

in general, he or she is responsible for treating independently (e.g., excessive carbohydrate intake). With nutrition
intervention, the nutrition diagnosis ideally resolves. In contrast, a medical diagnosis describes a disease or pathology
of organs or body systems (e.g., diabetes). In some instances, such as the nutrition diagnosis Swallowing Difficulty
(NC-1.1), food and nutrition professionals label or diagnose the functional problem that has a nutritional consequence.
Food and nutrition professionals do not identify medical diagnoses; they diagnosc phcnomena in the nutrition domain.
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Categories of Nutrition Diagnosis Terminology

The nutrition diagnoses/problems have been given labels that are clustered into three domains: Intake, Clinical, and
Behavioral-Environmental. Each domain represents unique characteristics that contribute to nutritional health. Within
each domain are classes and, in some cases, subclasses of nutrition diagnoses. No nutrition diagnosis at this time (NO-
1.1) may be documented if the assessment indicates that no nutrition problem currently exists that warrants a nutrition

mterventxon

A definition of each follows:

The Intake domain lists actual problems related to intake of energy, nutrients, fluids, or bioactive sub-
stances through oral diet or nutrition support (enteral or parenteral nutrition).

Class: Energy Balance (1)— Actual or estimated intake of energy (kcal).

Class: Oral or Nutrition Support Intake (2)— Actual or estimated food and beverage intake from
oral diet or nutrition support compared with patient/client’s goal.

Class: Fluid Intake (3)— Actual or estimated fluid intake compared with patient/client’s goal.

Class: Bioactive Substances Intake (4)— Actual or estimated intake of bioactive substances,
including single or multiple functional food components, ingredients, dietary supplements, and
alcohol.

Class: Nutrient Intake (5)— Actual or estimated intake of specific nutrient groups or single
nutrients as compared with desired levels.

Subclass: Fat and cholesterol (5.6)
Subclass: Protein (5.7)

Subclass: Carbohydrate and fiber (5.8)
Subclass: Vitamin (5.9)

Subclass: Mineral (5.10)

Subclass: Multi-nutrient (5.11)

The Clinical domain includes nutritional findings/problems identified as related to medical or physical
conditions.
Class: Functional (1)—Change in physical or mechanical functioning that interferes with or
prevents desired nutritional consequences. _
Class: Biochemical (2)—Change in the capacity to metabolize nutrients asa result of medica-
tions, surgery, or as indicated by altered laboratory test values. :

Class: Weight (3)—Chronic weight or changed weight status when compared with usual or
desired bady weight. '
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The Behavioral-Environmental domain includes identified nutritional findings/problems that relate to
knowledge; attitudes/beliefs; physical environment; access to food, water, or nutrition-related supplies;
and food safety.

Class: Knowledge and Beliefs (1)— Actual knowledge and beliefs as reported, observed, or
documented.

Class: Physical Activity and Function (2)— Actual physical activity, self-care, and quality-of-
life problems as reported, observed, or documented.

Class: Food Safety and Access (3)—Actual problems with food safety or access to food, water,
or nutrition-related supplies.

Examples of nutrition diagnoses and their definitions include the following:
INTAKE DOMAIN ° Energy Balance

Inadequate* Energy Intake (NI-12) Energy intake that is less than energy expenditure, established reference stan-
dards, or recommendations based on physiological needs.

Note: May not be an appropriate nutrition diagnosis when the goal is weight loss, during end-of-life
care, upon initiation of ENIPN, or acute stressed state (e.g., surgery, organ failure).
Whenever possible, nutrient intake data should be considered in combination with clinical,
biochemical, anthropometric information, medical diagnosis, clinical status, and/or other
Jactors as well as diet 1o provide a valid assessment of nutritional status based on a totality
of the evidence. (Institute of Medicine. Dietary Reference Intakes: Applications in Dietary
Assessment. Washington, DC: National Academies Press; 2000.)

Term number (e.g., NI-1.2) used for information. The Academy does not recommend using codes in documentation.

CLINICAL DOMAIN « Functional
Swallowing difficulty (NC-1.1) Impaired movement of food and liquid from the mouth to the stomach.

BEHAVIORAL-ENVIRONMENTAL DOMAIN - Knowledge and Beliefs

Not ready for diet/lifestyle change Lack of perceived value of nutrition-related behavior change compared- to
(NB-1.3) costs (consequences or effort required to make changes); conflict with personal
value system; preceding event, condition or cause to behavior change.

Term number (e.g., NI-1.2) used for information. The Academy does not recommend using codes in documentation.

The Nutrition Diagnosis Statement (or PES)

The nutrition diagnosis or nutrition problem is summarized into a structured sentence named the nutrition diagnosis
statement. This statement, also called a PES statement is composed of three distinct components: the problem (P), the
etiology (E), and the signs and symptoms (S). The practitioner obtains the etiology and the signs and symptoms during
the nutrition assessment phase of the Nutritiori Care Process. The nutrition diagnosis is derived from the synthesis of
nutrition assessment data, and the wording is obtained from the nutrition diagnosis reference sheets. If the assessment
indicates that no nutrition problem currently exists that warrants a nutrition intervention, practitioners may use the
term No nutrition diagnosis at this time (NO-1.1) (3).

The generic format for the nutrition dlagn051s statement is problem (P) related 10 etiology (E) as evidenced by signs

and symptoms (S).
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Where:

The Problem or Nutrition Diag-
nosis Label describes alterations
in the patient/client’s nutritional

The Signs/Symptoms (Defining
Characteristics) consist of objec-
tive (signs) and/or subjective

status that food and nutrition (symptoms) data used to determine
professionals are responsible for whether the patient/client has the -
treating independently. A nutri- nutrition diagnosis specified. It is

linked to the etiology by the words
as evidenced by. The clear identi-
fication of quantifiable data in the
signs and symptoms will serve as
the basis for monitoring and evalu-
ating nutrition outcomes.

tion diagnosis allows the food and
nutrition professional to identify
realistic and measurable outcomes,
formulate nutrition interventions,
and monitor and evaluate change.

Usually free text in EHRs, but
Select from terms on pages can also use some terms from
pages 235-362 as-long as they are

235-362.
' quantified.

A well-written nutrition diagnostic (PES) statement is:
* Simple, clear, and concise
¢ Specific to the patient/client or group
¢ Related to a single patient/client nutrition-related problem
* Accurately related to an etiology

* Based on reliable and accurate nutrition assessment data

Specific questions that food and nutrition professionals should use in evaluating the PES they have developed include
the following: : :
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The following are examples of nutrition diagnosis statements (PES):

Nutrition Diagnosis

or Problem Etiology : Signs and/or Symptoms
Excessive Fat Intake limited access to serum cholesterol level of 230 mg/dL -
healthful options— and 10 meals per week of hamburgers/
frequent consumption .| sandwiches and fries
of high-fat fast-food '
| meals 2
Excessive Energy unchanged dietary 0% :, ol ; 5 Ib weight gain during last 3 weeks’
Intake intake and restricted Bk 21 due to consumption of 500 kcal/day
mobility while frac- se i | more than estimated needs
Inadequate* Oral lack of GI access s evidenice: & nothing by mouth (NPO) diet order |
Intake i | for 7 days and absence of consistent
: T 9| bowel sounds
Disordered Eating ' unsupported belief  Fus e — reported use of laxatives after meals
Pattern about food and S S 1 and statements that calories are not
nutrition piifc i fui ] absorbed when laxatives are used
Swallowing poststroke . L0 results of swallowing tests and re-
Difficulty complications | ports of choking during mealtimes J

or “Inadequate Oral Intake.”

nutrition professional could use either the nutrition diagnosis label “Suboptimal Oral I

The Etiology of the Nutrition Diagnosis

Essential to the understanding of the nutrition problem is the identification of the etiology or cause or contributing risk .
factor of the problem. The NCP/SL Committee defined the categories of etiologies so practitioners and researchers can

 better understand the etiology concept and intent. The relationship between the nutrition diagnosis etiology and the
nutrition intervention is shown below. o

Identifying the etiology leads to the selection of a nutrition intervention aimed at resolving the underlying cause of the .
nutrition problem whenever possible. If the intervention cannot be aimed at resolving the underlying cause, as is the
case in Physiologic-Metabolic Etiologies, then the nutrition intervention is targeted at minimizing the signs/symptoms
of the nutrition problem.

1~
oY)
Q
>
o
2.
wn

Following are the etiology categories and their definitions. Etiologies are grouped by the type of cause or contributing
risk factor. In two specific instances, Access and Behavior etiologies, these alone may be the cause or contributing risk
factor of the nutrition diagnosis or the practitioner may determine a more specific root cause, e.g., Belief-Attitudes of
the problem.
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Etiology Category

Definition

Beliefs—Attitudes Etiologies

Cause or contributing risk factors related to the conviction of the truth of some
nutrition-related statement or phenomenon; feelings or emotions toward that
truth or phenomenon and activities.

Cultural Etiologies Cause or contributing risk factors related to the patient/client’s values, social
norms, customs, religious beliefs and/or political systems.
Knowledge Etiologies Cause or contributing risk factors impacting the level of understanding about

food, nutrition and health, or nutrition-related information and guidelines.

Physical Function Etiologies

Cause or contributing risk factors related to physical ability to engage in specific
tasks, may be cognitive in nature.

Physiologic-Metabolic Etiologies

Cause or contributing risk factors related to medical/health status that may have
a nutritional impact (excludes psychological etiologies—see separate category).

 Psychological Etiologies

Cause or contributing risk factors relatecdito a diagnosed or suspected mental
health/psychological problem (Diagnostic and Statistical Manual of Mental
Disorders, DSM) '

Social-Personal Etiologies

Cause or contributing risk factors associated with the patient/client’s personal
and/or social history.

- Treatment Etiologies

Cause or contributing risk factors related to medical or surgical treatment or
other therapies and management or care.

 Access Etiologies
i .
|

| Beliefs-Attitudes, Cultural, Knowledge, Physical Function, Psychological,

Cause or contributing risk factors that affect intake and the availability of safe,
healthful food, water, and food/nutrition-related supplies. A more specific root
cause of Access Etiologies may not be known but may eventually reveal

Social-Personal, or Treatment Etiologies.

Behavior Etiologies -

Cause or contributing risk factors related to actions which influence achieve-
ment of nutrition-related goals. A more specific root cause of Behavior Etiolo-
gies may not be known but may eventually reveal Beliefs-Attitudes, Cultural,
Knowledge, Physical Function, Psychological, Social-Personal, or Treatment
Etiologies.

The Nutrition Diagnosis Etiology Matrix is a resource that identifies the etiology category to which each etiology in
~ the nutrition diagnoses belong. This resource is available in the online version of the IDNT Reference Manual and as a
supplemental document on the Academy website (www.eatright.org) in the Nutrition Care Process section.

Nutrition Diagnosis Reference Sheets

A reference sheet is available for each nutrition diagnosis. Reference sheets contain four distinct components: the
nutrition diagnosis label, the definition of the nutrition diagnosis label, examples of common etiologies, and signs/
symptoms. Following is a description of the four components of the reference sheet. '

The problem or nutrition diagnosis label describes alterations in the patient/client’s nutritional status
that food and nutrition professionals are responsible for treating independently. Nutrition diagnosis dif-
fers from medical diagnosis in that a nutrition diagnosis changes as the patient/client response changes.
The medical diagnosis does not change as long as the disease or condition exists. A nutrition diagnosis
allows the food and nutrition profcssional (o identify realistic and measurable outcomes, formulate
nutrition interventions, and monitor and evaluate change.

The definition of the nutrition diagnosis label briefly describes the nutrition diagnosis label to
differentiate a discrete problem area.

The etiology (cause/contributing risk factors) includes those factors contributing to the existence or
maintenance of pathophysiological, psychosocial, situational, developmental, cultural, and/or environ-
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mental problems. It is linked to the nutrition diagnosis label by the words related to.

The signs/symptoms (defining characteristics) consist of subjective and/or objective data used to deter-
mine whether the patient/client has the nutrition diagnosis specified. It is linked to the etiology by the
words as evidenced by.

The signs and symptoms are gathered in Step 1 of the Nutrition Care Process, nutrition assessment.
There are five categories of nutrition assessment data used to cluster the information on the nutrition
diagnosis reference sheet: Food/Nutrition-Related History; Biochemical Data, Medical Tests, and
Procedures; Anthropometric Measurements; Nutrition-Focused Physical Findings; and Client History.
Within each nutrition assessment category, potential indicators associated with the specific nutrition
diagnosis are listed on the reference sheet.

Example
Swallowing Difficulty (NC-1.1)
Nutrition Assessment Category Potential Indicator of this Nutrition Diagnosis
Nutrition-Focused Physical Finding |+ Evidence of dehydration, e.g., dry mucous membranes, poor
skin turgor

The nutrition diagnosis indicators assist practitioners with consistently and correctly identifying the nutrition diagnoses.

Summary
Nutrition diagnosis is the critical link between nutrition assessment and nutrition intervention in the Nutrition Care
Process. Nutrition interventions can then be clearly targeted to address either the etiology (E) or signs and symptoms
(S) of the specific nutrition diagnosis/problem identified. Using a standardized terminology for identifying the nutri-

" tion diagnosis/problem makes one aspect of the critical thinking of food and nutrition professionals visible to other
professionals and provides a clear method of communicating among food and nutrition professionals. Implementation
of a standard language throughout the profession, with tools to assist practitioners, is making this language a success.
Ongoing study and evaluation is critical as the standardized language is utilized by the profession.

References
1. Charney PJ. Reliability of Nutrition Diagnostic Codes and Their Defining Characteristics. [dissertation]. University of Medlcme and -
Dentistry of New Jersey; 2006.
2. American Dietetic Association. International Dietetics and Nutrition Terminology (IDNT) Reference Manual, 1st Ed. Chicago, IL:
American Dietetic Association; 2008.
3. Writing Group of the Nutrition Care Process/Standzardized Langnage Committee. Nutrition Care Process part TT: Using the Intemational
-Dietetics and Nutrition Terminology to document the Nutrition Care Process. J Am Diet Assoc. 2008;108:1287-1293.



SNAPshot
NCP Step 3: Nutrition Intervention

What is the purpose of a nutrition intervention? The purpose is to resolve or improve the identified nutrition problem by
planning and implementing appropriate nutrition interventions that are tailored to the patient/client’s* needs.

How does a food and nutrition professional determine a nutrition intervention? The selection of nutrition interven-
tions is driven by the nutrition diagnosis and its etiology. Nutrition intervention strategies are purposefully selected to change nutri-
tional intake, nutrition-related knowledge or behavior, environmental conditions, or access to supportive care and services. Nutrition
intervention goals provide the basis for monitoring progress and measuring outcomes. ’

How are the nutrition intervention strategies organized? In four categories:

Food and/or Nutritian 2rin Eoordiy
Nutrient Delivery : cation Counseling éﬁ@ﬁ’\fb
Individualized approach for o DEESS I3 iNSITC A supportive process, i
food/nutrient provision. ( characterized by a collab-
: orative counselor-patient

relationship, to establish
Jfood, nutrition and physical
activity priorities, goals, and
individualized action plans
that acknowledge and foster
responsibility for self-care
to treat an existing condition
and promote health

What does nutrition intervention involve? Nutrition intervention entails two distinct and interrelated components—planning
and implementing. Planning the nutrition intervention involves (a) prioritizing nutrition diagnoses, (b) consulting the Academy's
Evidence-Based Nutrition Practice Guidelines and other practice guidelines, (c) determining patient-focused expected outcomes for
each nutrition diagnosis, (d) conferring with patient/client/caregivers, (€) defining a nutrition intervention plan and strategies, (f)
defining time and frequency of care, and (g) identifying resources needed. Implementation is the action phase and involves (a) com-
munication of the nutrition care plan and (b) carrying out the plan.

Are food and nutrition professionals limited to the defined nutrition intervention terms? Nutrition intervention
terminology includes commonly used strategies and emphasizes the application of evidence-based strategies matched to appropri-
ate circumstances. Evaluation of the nutrition intervention terminology is ongoing and will guide future modifications. Food and
nutrition professionals can propose additions or revisions using the Procedure for Nutrition Controlled Vocabulary/Terminology
Maintenance/Review available from the Academy. ‘
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*Patient/client refers to individuals, groups, populations, family members, andlor caregivers.
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Nutrition Care Process Step 3:
Nutrition Intervention

Introduction

Nutrition intervention is the third step in the Nutrition Care Process, preceded by nutrition assessment and nutrition
diagnosis. Nutrition intervention is defined as purposefully planned actions intended to-positively change a nutrition-
related behavior, environmental condition, or aspect of health status for an individual (and his or her family or caregiv-
ers), target group, or the community at large. A food and nutrition professional works in conjunction with the patient/
client(s) and other health care providers, programs, or agencies during the nutrition intervention phase.

‘While nutrition intervention is one step in the Nutrition Care Process, it consists of two interrelated components—
planning and implementation. Planning involves prioritizing the nutrition diagnoses, conferring with the patient/client
- and others, reviewing practice guides and policies, and setting goals and defining the specific nutrition intervention
strategy. Implementation of the nutrition intervention is the action phase that includes carrying out and communicating
the plan of care, continuing data collection, and revising the nutrition intervention strategy, as warranted, based on the

patient/client response.

When drafting the specific nutrition intervention terms, the Nutrition Care Process/Standardized Language (NCP/SL)
Committee strived to include information necessary for medical record documentation, billing, and research. These
terms intentionally distinguish between two distinct nutrition interventions: nutrition education and nutrition counsel-
ing. However, the patient/client care plan can include more than one nutrition intervention that may be implemented
simultaneously during the actual interaction with the patient/client.

The nutrition intervention terminology is organized into four domains: Food and/or Nutrient Delivery, Nutrition Edu-
cation, Nutrition Counseling, and Coordination of Nutrition Care. Each domain defines classes of nutrition interven-
tions. Reference sheets for each term define the nutrition intervention, list typical details of the nutrition intervention,
and illustrate the potential connection to the nutrition diagnoses.

The nature of a single nutrition intervention encounter with a patient/client can be described in many ways. It could
include face-to-face contact with the patient/client or an encounter via e-mail or telephone. The encounter may involve
an individual or group and may be described in varying increments of contact time. Throughout the course of nutrition
care, the food and nutrition professional and patient/client might engage in several encounters (e.g., interactions, visits,
contacts) aimed at helping the patient/client implement the nutrition intervention(s). Nutrition interventions in the
Food and/or Nutrient Delivery domain and Coordination of Nutrition Care domain may occur without direct patient/
client contact (e.g., change in enteral formula).

At all levels of practice, food and nutrition professionals are competent in providing many types of nutrition interven-
tions. However, food and nutrition professionals’ roles and responsibilities vary with experience, education, training,
practice setting, employer expectations, and local standards of care. Responsible food and nutrition professionals
ensure that they are competent to practice by participating in continuing education activities and obtaining necessary
education, training, and credentials related to their area of practice. The Scope of Practice documents (available at
www.eatright.org/scope) provide guidance to the food and nutrition professional in identifying activities within the
Scope of Practice as well as demonstrated competencies that enhance individual Scope of Practice. The Academy/
Commission on Dietetic Registration Code of Ethics assists the practitioner with understanding the responsibilities to
the public, clients, and the profession. Several Academy Dietetic Practice Groups for food and nutrition professionals
also have documents that help identify appropriate roles and responsibilities.
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Individualized nutrition interventions based on a patient/client’s needs identified through nutrition assessment and
nutrition diagnosis are the product of this step of the Nutrition Care Process. Using a standardized terminology for
describing the nutrition interventions extends the ability of the food and nutrition professional to document, communi-
cate, and research the impact of nutrition care on health and disease.

What Is New in This Edition Related to Nutrition Intervention?

This edition includes revisions to the standardized language for nutrition intervention. Of significance is the improved
alignment between the Nutrition Intervention Terminology List and all of the Nutrition Intervention Reference Sheets.
In previous editions of the IDNT, it was difficult to clearly identify the individual nutrition intervention terms on the
reference sheets. Revisions now make the terms and their criteria more clear. Additionally, each nutrition intervention
contains the statement that food and nutrition professionals recommend, implement, or order nutrition interventions
and the action(s) may initiate, modify or discontinue the nutrition intervention(s). Food and nutrition professionals are
encouraged to clearly identify in documentation the nature of the nut{ition intervention.

-Additionally, as a result of the work toward including the specific terms into standardized informatics languages and

language systems, new terms have been added or terms have been separated within the terminology lists. Changes to
Nutrition Intervention include:

* Separation of Modify distribution of, type, or amount of food and nutrients within meals or at specified time
(ND-1.2) to Composition of meals/snacks (ND-1.2) with addition of ten types of diets from the Academy diet
order taxonomy project and Schedule of food/fluids (ND-1.3).

« Addition of six new terms for Enteral nutrition (ND-2.1): composition (ND-2.1.1), concentration (ND-2.1.2), -
rate (ND-2.1.3), volume (ND-2.1.4), schedule (ND-2.1.5), and route (ND-2.1.6).

* Addition of five new terms for Parenteral nutrition/IV fluids (ND-2.2): composition (ND-2.2.1), concentration
(ND-2.2.2), rate (ND-2.2.3), schedule (ND-2.2 4), and route (ND-2.2.5).

* Addition of terms for documenting vitamin supplement of pantothenic acid (ND-3.2.3.12) and biotin
(ND-3.2.3.13)

* Addition of terms for documenting mineral supplement of sulfate (ND-3.2.4.9), fluoride (ND-3.2.4.10),
copper (ND-3.2.4.11), iodine (ND-3.2.4.12), selenium (ND-3.2.4.13), manganese (ND-3.2.4.14), chromium
(ND-3.2.4.15), molybdenum (ND-3.2.4.16), boron (ND-3.2.4.17), cobalt (ND-3.2.4.18)

* Separate terms for documenting intake of the bioactive substances plant stanol esters (ND-3.3.1), plant sterol
esters (ND-3.3.2), psyllium (ND-3.3.4), B glucan (ND-3.3.5), alcohol (ND-3.3.7) and caffeine (ND-3.3.8)

* Separation of Prescription medications (ND-6.1) and OTC medications (ND-6.2).

* Revision of Herbal/complementary products, specify to Complementary/alternative medicine (ND-6.3).

* Revision of terms for the Coordination of Nutrition Care Domain, namely, separation of referral and collabora-
tion. :

Other changes include: A
* Addition of Menu selection assistance (ND-4.5) to Feeding assistance (ND-4)
* Addition of Meal service (ND-5.7) and Meal location (ND-5.8) to Feeding environment (ND-5)

* Addition to the Nutrition Prescription reference sheet of an alpha-numeric code of (NP-1.1) for tracking and
quality improvement purposes. The Committee reviewed and removed the word “individualized” from the :
definition of nutrition prescription after authors of the Public Health/Community Nutrition NCP Toolkit raised
a concern that this word made it appear that a nutrition prescription only applied to individuals. As a reminder,
although patient/client is used throughout the NCP and IDNT, the term patient/client applies to individuals,
_groups, populations, family members, and/or caregivers.

* Addition of the Academy Unique Identifier, a five-digit number following the alpha-numeric term code (e g "
General, healthful diet, ND-1.1 10489).
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o The Academy Unique Identifier is an essential element used by information technology (IT) professionals for
data monitoring and tracking in electronic health records (EHRs). Food and nutrition professionals use this
number to request data needed for reports and quality improvement.

o The Academy Unique Identifier is associated with a term and never changes. If the term is modified,
then the original term and unique identifier are retired. The new term is assigned a new unique identi-

fier.

o The unique identifiers do not have a structure. Although unique identifiers were initially assigned in se-
quential order, there is no order for the identifiers, and they do not have meaning or show relationships
between terms. This is in contrast to the IDNT alpha-numeric term codes (e.g., ND-1.1), which change
as the terminology changes and demonstrate relationships between terms and groups of terms.

» Neither the Academy Unique Identifiers nor the alpha-numeric term codes are recommended in nutrition docu-
mentation. Food and nutrition professionals should document only the terms (e.g., General, healthful diet).

y

Nutrition Intervention Reference Sheet Modiﬁcations

Specific changes to the reference sheets within nutrition intervention are generally described here. A more detailed
document describing the exact wording changes is available on the Academy website (www.eatright.org) in the Nutri-

tion Care Process section.

Food and/or Nutrient Delivery Domain

¢ Meals and snacks (ND-1) has a revised definition to indicate that meals are eating episodes that may include a
variety of foods, such as grains and/or starches, meat and/or meat alternatives, fruits and vegetables, and milk
or milk products. The definition of a snack is unchanged. The terms have been changed and categories of diets

were added.
«- Enteral nutrition (ND-2.1) terms were revised to separate the specific concepts within this intervention.

e Parenteral nutrition/IV fluids (ND-2.2) terms were revised to separate the specific concepts within this
intervention. .

» Medical food supplements (ND-3.1) clarifies that “commercial beverages and foods” refers to prepackaged -
products whereas “modified beverages and foods” refers to beverages and foods that are prepared.

» Feeding assistance (ND-4) terms were revised to separate the specific concepts within this intervention.
» Feeding environment (ND-5) terms were revised to separate the specific concepts within this intervention.

* Nutrition-related medication management (ND-6) terms were revised to separate prescription, OTC and
complementatary/alternative medicine products.

Nutrition Education Domain

¢ The Nutrition Education (E) domain definition was revised to clanfy that food, nutrition and physical activity
are included in tlns nutrition intervention. :

Nutrition Counseling Domain

¢ The Nutrition Counseling (C) domain definition was revised to clarify that food, nutrition and physical activity
are included in this nutrition intervention.

Nutrition Intervention Components

Planning and implementation are the two components of nutrition intervention. These components are interrelated,
and the food and nutrition professional will make decisions about the nutrition intervention when both planning and

implementation are feasible.
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Planning the Nutrition Intervention

As a food and nutrition professional plans the nutrition intervention, he or she prioritizes the nutrition diagnoses based
on the severity of the problem, safety, patient/client need, the likelihood that the nutrition intervention will impact the

problem, and the patient/client perception of importance.

To determine which nutrition diagnosis can be positively affected, a food and nutrition professional needs to examine
the relationship between each aspect of the nutrition diagnosis and the nutrition intervention. It has been previously
established that the nutrition diagnosis states the problem, etiology, and the signs and symptoms based on data from
the nutrition assessment.

The nutrition intervention is directed whenever possible at the etiology or cause of the problem identified in the PES
(i.e., problem, etiology, and signs/symptoms) statement. In some cases, it is not possible to direct the nutrition inter-
vention at the etiology because the etiology cannot be changed by a food and nutrition professional. For example, if
Excessive energy intake (NI-1.5) is caused by depression, the nutrition intervention aims to reduce the impact of the
signs and symptoms of the problem, e.g., weight gain due to energy intake more than estimated needs.

The IDNT Reference Manual defines the categories of etiologies so that practitioners and researchers can better under-

stand the etiology concept and intent. Identifying the etiology leads to the selection of a nutrition intervention that aims
to resolve the underlying cause of the nutrition p-Hblem whenever possible. Please refer to the Nutrition Diagno: s
chapter for more information.

Follow-up monitoring of the signs and symptoms is used to determine the impact of the nutrition intervention on the
etiology of the problem. :

To choose the most appropriate nutrition intervention, the food and nutrition professional uses evidence-based guide-
lines, institutional policies and procedures, care maps, and other resources for recommended nutrition interventions to
reach medical nutrition therapy goals, desired behavior changes, and/or expected outcomes. The Academy’s Evidence-
Based Nutrition Practice Guidelines provide evidence-based recommendations for nutrition interventions. Food and
nutrition professionals should carefully examine resources to determine whether the recommendations are evidence-

based.

Nutrition Prescription (NP-1.1)

An essential part of planning the nutrition intervention is the nutrition prescription. The nutrition prescription concisely
states the patient/client’s recommended dietary intake of energy and/or selected foods or nutrients based on current
reference standards and dietary guidelines and the patient/client’s health condition and nutrition diagnosis. It is deter-
mined using the assessment data; the nutrition diagnosis (PES) statement; current evidence, policies and procedures;

- and patient/client values and preferences. The nutrition prescription either drives the nutrition intervention selection or

is the context within which the nutrition intervention should be implemented. With the nutrition prescription defined,
the food and nutrition professional identifies the specific nutrition intervention strategies and establishes the patient/
client-focused goals to be accomplished. A reference sheet defining a nutrition prescription and its components is
included with the nutrition intervention reference sheets.
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Goal Setting

Goal setting establishes patient/client goals that are clear, measurable, achievable, and time-defined. It is most de-
sirable to set goals jointly with the patient/client; however, this is not always possible, such as in the case of some
patients/clients receiving enteral or parenteral nutrition. In goal setting, the individuals responsible for the associated
actions to achieve the goals are clearly identified.

These steps are essential because it is impossible to assess the impact of the nutrition intervention without quantifying
or qualifying the goals so that they can be measured. If the goals are not achievable, even the most appropriate nutri-
tion intervention could be judged as unsuccessful. Additionally, the time for achieving the individual goals should be
delineated into short-term (next visit) and long-term goals (over the course of the nutrition intervention).

Goal-setting documentation should identify the parties responsible for establishing the goals and the associated ac-
tions—such as joint development with patient/client and/or family or provide‘r-directed (e.g., patient/client unable to
participate in interaction and family/other not available). )

Planning Summary

« Prioritize the nutrition diagnoses, based on problem severity, safety, patient/client need, likelihood that the
nutrition intervention will impact the problem, and patient/client perception of importance.

¢ Consult the Academy’s Evidence-Based Nutrition Practice Guidelines and other evidence-based practice
guidelines/policies. _

« Confer with patient/client and other caregivers, or refer to policies throughdut the planning step.

* Detail the nutrition prescription and identify the specific nutrition intervention strategies.

* Determine patient/client-focused goals/expected outcomes.

* Define time and frequency of care.

Implementing the Nutrition Intervention

Implementation is the action portion of the nutrition.intervention, in which food and nutrition professionals carry out
and communicate the plan of care to all relevant parties, continue the data collection that was initiated with the nutri-
tion assessment, and revise the nutrition intervention based on the patient/client response.

Once a food and nutrition professional has verified that the nutrition intervention is occurring, the data collected will
also provide evidence of the response(s) and potentially lead to revision of the nutrition intervention.

Implementation Summary

¢ Action phase:
o Communicate the plan of care.
o Carry out the plan.
o Continue data collection.

o Other aspects: '
o Individualize the nutrition intervention.
o Collaborate with other colleagues.
o Follow-up and verify that nutrition intervention is occurring.
o Adjust intervention strategies, if needed, as response occurs.
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Nutrition Intervention Terms

The NCP/SL Committee identified four domains of nutrition interventions— Food and/or Nutrient Delivery, Nutri-
tion Education, Nutrition Counseling, and Coordination of Nutrition Care—and defined classes within them. These
domains and classes are intended to be used by all food and nutrition professionals in all nutrition intervention settings
(e.g., community, public health, home care, long-term care, private practice, and pediatric and adult acute care). Cur-
rently, the nutrition intervention terms are being tested for usability and validity in clinical settings. The specific nutri-
tion intervention domains and classes are as follows:

Food and/or Nutrient Delivery (ND) refers to an individualized approach for food/nutrient provision.

Meal and Snacks (ND-1)—meals are regular eating episodes that may include a variety of foods
consisting of grains and/or starches, meat and/or meat alternatives, fruits and vegetables, and
~ milk or milk products. A snack is food served between regular meals. '

Enteral and Parenteral Nutrition (ND 2 )——nutnnon provided through the gastrointestinal (GI)
tract via tube, catheter, or stoma that delivers nutrients distal to the oral cavity (enteral) or the
administration of nutrients intravenously (centrally or peripherally) (parenteral).

Enteral nutrition (ND-2.1)—nutrition provided through the GI tract via tube catheter, or
stoma that delivers nutrients distal to the oral cavity.

Parenteral nutrition/IV fluids (ND-2.2)—intravenous administration of nutrients and fluids.
Delivery may be central (delivered into a large-diameter veii, usually the superior vena
cava adjacent to the right atrium) or peripheral (delivered into a peripheral vein, usually of
the hand or forearm).

Supplements (ND-3)—foods or nutrients that are not intended as a sole (only) item or a meal or
diet, but that are intended to provide additional nutrients.

Medical food supplement (ND-3.1)—commercial or prepared foods or’beverages intended
to supplement the nutrient intake in energy, protein, carbohydrate, fiber, and/or fat, which
may also contribute to vitamin and mineral intake.

Vitamin and mineral supplement (ND-3 2)—a product that is intended to supplement vita-

min or mineral intake.

Bioactive substance management (ND-3.3)—addition or change in provision of bioactive

substances (e.g., plant stanol and sterol esters, psyllium, food additives, other bioactive

~ substances).

Feeding Assistance (ND-4)—accommodation or assistance designed to restore the patient/cli-
ent’s ability to eat independently, support adequate nutrient intake, and reduce the incidence of
unplanned weight loss and dehydration.

Feeding Environment (ND-5)—adjustment of the physical environment, temperature, conve-
nience, and attractiveness of the location where food is served that impacts food consumption.

Nutrition-Related Medication Management (ND-6 )—modiﬁcation of a drug or nutrition-related

Numtlon Educatlon (E) is a formal process to mstruct or train a patxent/chent in a skill or to impart
knowledge to help patients/clients voluntarily manage or modify food, nutrition and physical activity
choices and behavior to maintain or improve health.

Nutrition Education-Content (E-1)—instruction or training intended to lead to nutrition-related
knowledge. _

Nutrition Education-Application (E-2)—instruction or training intended to lead to nutrition-
related result interpretation and/or skills. '
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Nutrition Counseling (C) is a supportive process, characterized by a collaborative relationship
between the counselor and the patient/client to establish food, nutrition and physical activity priori-
ties, goals, and action plans that acknowledge and foster responsibility for self-care to treat an existing
condition and promote health.

Theoretical Basis/Approach (C-1)—the theories or models used to design and implement an
intervention. Theories and theoretical models consist of principles, constructs, and variables,
which offer systematic explanations of the human behavior change process. Behavior change
theories and models provide a research-based rational for designing and tailoring nutrition
interventions to achieve the desired effect. A theoretical framework for curriculum and treat-
ment protocols, it guides determination of (a) what information patients/clients need at differ-
ent points in the behavior change process, (b) what tools and strategies may be best applied to
facilitate behavior change, and (c) outcome measures to assess effectiveness in interventions or
components of interventions.

Strategies (C-2)— An evidence-based method or plan of actio;i designed to achieve a particular
goal. Application of behavior change theories in nutrition practice has provided practitioners
with a collection of evidence-based strategies to promote behavior change. Some strategies tar-
get change in motivation and intention to change, and others target behavior change. Food and
nutrition professionals selectively apply strategies based on patient/client goals and objectives,
as well as their personal counseling philosophy and skill.

Food and nutrition professionals engaging in nutrition counseling are asked to indicate for each encoun-
ter both the theoretical basis or approach they are using (multiple approaches may be used) as well as
* the strategy or strategies they are using within a particular encounter.

Coordination of Nutrition Care (RC) is consultation with, referral to, or coordination of nutrition
+ care with other health care providers, institutions, or agencies that can assist in treating or managing
nutrition-related problems. '

Collaboration and Referral of Care During Nutrition Care (RC-1)—facilitating services or in-
terventions with other professionals, institutions, or agencies on behalf of the patient/client prior
to discharge from nutrition care.

Discharge and Transfer of Nutrition Care to New Setting or Provider (RC-2)— discharge plan-
ning and transfer of nutrition care from one level or location of care to another.

Term number (e.g., ND-2.2) used for information. The Academy does ot recommend using codes in'documentation.

Nutrition Education Versus Nutrition Counseling

As mentioned earlier, nutrition education has been intentionally separated from nutrition counseling even though a
food and nutrition professional may use both of these nutrition interventions during a single encounter.

More than one type of intervention (e.g., nutrition education and nutrition counseling) may be applied within a single
encounter or in sequential encounters. The appropriate nutrition intervention domain(s) and class(es) are selected based
on the nutrition assessment, nutrition diagnosis, and patient/client needs and interests, and are reported on the care
plan. For example, the food and nutrition professional could refer the client to a nutrition education class to address
knowledge barriers and spend individual counseling time exploring ambivalence to change (motivational interviewing)
and food/nutrition access issues. Group classes are frequently designed to impart knowledge and are therefore nutrition
education. These may include didactic classes, supermarket tours, and/or cooking demonstrations. Nutrition counseling
may address a variety of etiologies such as beliefs and attitudes, behavior, and access to healthful food. Nutrition couri-
seling is a process characterized as an interpersonal helping relationship that begins by exploring the way the patient/
client thinks and feels as well as his or her current dietary habits, for the purpose of facilitating dietary change.
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During the nutrition encounter, the following attitudinal, knowledge, and personal-social barriers to change (etiologies)
may be identified: lack of motivation, lack of knowledge, and/or lack of financial resources. When knowledge-related
etiologies are addressed via knowledge transfer within a counseling session, nutrition education is the intervention
applied. The food and nutrition professional uses different nutrition intervention techniques to address barriers identi-

fied. These may include the following: v
* Nutrition Counseling (C-1 or C-2) using the motivational interviewing strategy to address lack of motivation,
and development of an action plan to facilitate a patient/client link with community/government food/nutrition
resources.

* Nutrition Education (E-1 or E-2) in a group or individual setting to address knowledge deficits related to disease/
condition, interpreting laboratory test results, self-management parameters, selection of healthful foods/meals,

and food preparation and cooking.

Nutrition counseling and education interventions are separated to highlight the differences between them and show the
true nature of the interaction(s) between food and nutrition professional and patient/client. This will assist a practitio-
ner in thinking about providing distinct education and counseling approaches, while moving seamlessly between these

two activities.

Uses of Nutrition Interventions Based on Practice Setting

The typical uses of nutrition interventions may vary by practice setting, but they are not limited by the practice setting.
The following are some typical uses: .

* Food and/or Nutrient Delivery nutrition interventions will commonly be used by food and nutrition profession-
als in institutional settings (e.g., hospitals, long-term care) and home care.

* Nutrition Education-Content (E-1) interventions may be utilized more often in institutionalized settings, and
Nutrition Education-Application (E-2) interventions may be utilized more often in outpatient/noninstitutionalized
settings (e.g., outpatient offices, private practice, community).

* Nutrition Counseling will likely be used more by food and nutrition professionals in outpatient/noninstitution-
alized settings (e.g., outpatient offices, private practice, commuruty) due to the nature of the nutrition interven-
tion and the practice setting.

¢ Coordination of Nutrition Care interventions will be used by food and nutrition professionals in a variety of
practice 'settings.

It is important to reiterate that these are typical uses of specific nutrition interventions. Food and nutrition professxonals
in any practice setting can use the complete array of nutrition interventions as appropriate and necessary.

Nutrition Intervention Reference Sheets

A reference sheet for each nutrition intervention has been developed. It includes the nutrition intervention label and its
definition, descriptive details of the nutrition intervention, and the nutrition diagnoses with which the nutrition inter-
vention might typically be used. Additional considerations pertinent to the nutrition intervention are also included. The
following is a partial example of a nutrition intervention reference sheet:

-:Example
Feeding Assistance (ND-4) )

Defined as accommodation or assistance designed to restore the patient/client’s ability to eat inde-
pendently, support adequate nutrient intake, and reduce the incidence of unplanned weight loss and

dehydration.
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Details of Nutrition Intervention: A typical intervention might be further described with the following
details. Food and nutrition professionals recommend, implement, or order nutrition interventions and
the action(s) may initiate, modify or discontinue the nutrition intervention(s):

o Adaptive eating devices (equipment or utensils) (e.g., specify)

« Feeding position (e.g, specify patient/client position in relationship to eating or degree angle for enteral

feeding) ‘

» Meal set-up (e.g., specify actions to make food accessible for consumption)

 Mouth care (e.g. specify treatment to promote oral health and hygiene)

« Menu selection assistance (yes/no) '

o Other (specify)

These reference sheets are designed to assist food and nutrition professionals with consistent and correct utilization of
the nutrition interventions and are available in this manual. !

Encounter Details

A single nutrition intervention encounter (i.e., interactions, visits, contacts, sessions) includes time spent reviewing
the medical record or patient/client information, time spent interacting with other health care professionals involved in
patient/client care, and direct (i.e., face-to-face) or indirect (e.g., electronic, phone) contact with the patient/client and
his or her family or caregiver. With the expanded use of electronic communication has come the growth of nutrition
interventions via methods. like e-mail and Webinars (seminars on the Internet), along with phone and teleconference
encounters.

Encounters may involve an individual or group; These terms are defined as follows:
o An individual is one person with his or her family or caregiver.

* A group is intended to meet more than one individual’s needs.

A typical method to indicate contact time in ambulatory care is in increments of 15 minutes (one unit = 15 minutes).
Of course, throughout a course of nutrition care, the food and nutrition professional and patient/client might engage in
~ several encounters.

Roles‘and Responsibilities

Nutrition and dietetics practice is such that practitioners differ in their need, desire, opportunity, experience, or creden-
tials to perform various nutrition interventions. The Competent level practitioner is an advanced beginner who starts
technical training and interaction for advancement and breadth of competence. The Competent practitioner may find his/
her practice includes responsibilities across several focus areas including community, clinical, consultation and business,
. research, education, and food and nutrition systems management while the Proficient level practitioner will demonstrate
additional knowledge, skills and experience in the focus area of nutrition and dietetics practice and may attain a spe-
cialist credential. Some nutrition interventions described in the reference sheets (e.g., nutrition counseling, enteral and
parenteral nutrition, or nutrition-related medication management) may require specialist or advanced education and/or
training to achieve Proficient and Expert levels of practice.

Practice roles and responsibilities may vary according to employer expectations or organization tradition. Disease-
specific nutrition protocols and condition-specific nutrition protocols may be used to allow interventions to be imple-
mented or modified. Clinical privileges allow the individual RD who has demonstrated competency to autonomously
intervene according to an enhanced scope of practice. Obtaining clinical privileges or being granted authority to make -
independent changes to a patient/client’s nutrition prescription or nutrition intervention may be needed. In some situa-
tions, such as an RD in private business practice or community scttings, he/she may have complete antonomy. Further,
depending on the setting, the food and nutrition professional may assume various levels of autonomy for different
nutrition interventions. Examples include the following: '
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o Implements the specified nutrition intervention; recommends initiating, modifying, or discontinuing a nutrition
intervention as appropriate. Upon completion of a nutrition assessment, the food and nutrition professional
may recommend (verbally or by writing) refinements, modifications, or alternative nutrition interventions that

require affirmation before they can be implemented.

Example: The food and nutrition professional assesses a patient/client on a general diet and
notices elevated serum cholesterol and triglyceride levels. The food and nutrition professional
recommends a modification of the nutrition prescription to the physician, physician’s assistant,
or nurse practitioner, and modifies the nutrition prescription upon affirmation of the recommen-
dation.
o Implements, within the parameters of an approved protocol or algorithm, the initiation, modification, or
discontinuance of a nutrition intervention. Upon completion of a nutrition assessment, the food and nutrition
professional modifies the original nutrition intervention within preapproved parameters. .

Example: The food and nutrition professional assesses a patient/client with a general nutrition
prescription and notices elevated serum cholesterol, Yriglyceride, and blood glucose levels. Ac-
cording to an approved treatment algorithm, the food and nutrition professional can implement a
“heart healthy” nutrition prescription for any patient/client with a seram cholesterol level greater
than 200 mg/dL. The food and nutrition professional changes the nutrition prescription to “heart
healthy,” initiates patient/client nutrition education, and documents the change and other details
of the nutrition intervention in the medical record. Because the algorithm does not specify the
nutrition intervention for hyperglycemia, the food and nutrition professional must provide (ver-
bally or in writing) recommendations for an additional carbohydrate restriction or management
in the nutrition prescription, then await affirmation before implementation.

‘o Independently orders the initiation, modification, or discontinuance of a nutrition intervention based on an en-
hanced individual scope of practice. Authority may be specified in an approved clinical privileging document -
or inherent in the setting. Upon completion of the nutrition assessment, the food and nutrition professional is
able to initiate, modify, or discontinue a nutrition intervention based on independent clinical judgment.

Example: The food and nutrition professional assesses a patient/client with a general nutri-

tion prescription and notices elevated serum cholesterol, triglyceride levels, and blood glucose
levels. In this setting, a food and nutrition professional has the autonomy to order, change, and
implement nutrition prescriptions designed to manage disorders of lipid, carbohydrate, protein,
and energy metabolism. The food and nutrition professional changes the nutrition prescription to
“heart healthy” with consistent carbohydrate intake and initiates patient/client nutrition educa-
tion and other details of the nutrition intervention as appropriate.

The table provides examples of the typical level of autonomy of food and nutrition professionals in a few practice

settings:
Setting Typical Triggers . Typical Levels of Autonomy
Inpatient Physician, physician’s assistant, | Implements the specified nutrition intervention; recom-
or advanced practice nurse mends initiating, modifying, or discontinuing a nutri-
orders a diet or requests a con- tion intervention.
sultation, or the patient is identi- | « Within the parameters of an approved protocol or
fied at risk by screening criteria. algorithm, implements the initiation, modification, or

discontinuance of a nutrition intervention.

¢ Independently orders initiation, modification, or
discontinuance of a nutrition intervention based on an
enhanced individual scope of practice. Authority is
usually specified in an approved clinical privileging
document.
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Outpatient Physician, physician’s assistant, | Implements the specified nutrition intervention; recom-

or advanced practice nurse refers | mends initiating, modifying, or discontinuing a nutri-

the patient/client, or the patient/ ‘tion intervention.

client is self-referred. ‘¢ Within the parameters of an approved protocol or

: algorithm, implements the initiation, modification, or
discontinuance of a nutrition intervention.

¢ Independently orders initiation, modification, or
discontinuance of a nutrition intervention based on an
enhanced individual scope of practice. Authority may
be specified in an approved clinical privileging docu-
ment or inherent in practice setting.

Private Practice | Physician, physician’s assistant, | Independently orders initiation, modification, or
or advanced practice nurse refers | discontinuance of,a nutrition intervention based on an

the patient/client, or the patient/ enhanced individual scope of practice.
client is self-referred.
Community Patient/client is self-referred * Independently orders initiation, modification, or
or is identified to be at-risk by discontinuance of a nutrition intervention based on an
screening criteria. enhanced individual scope of practice.

As mentioned earlier, the Scope of Practice documents provide guidance to the food and nutrition professional in
identifying activities within the Scope of Practice as well as demonstrated competencies that enhance individual Scope
of Practice. All Scope of Practice documents are available on the Academy website (www.catright.org/scope). RDs and
DTRs should refer to these documents for guidance in identifying if an activity, role, and responsibility is within their
Scope of Practice. '

Summary

Using defined nutrition intervention terminology assists the profession in commumcatmg within the profession and
also among a variety of other health care providers. It is also instrumental in documenting and researching the impact
the profession has on specific diagnoses and/or etiologies in all patient/client populations. The nutrition intervention
reference sheets are a tool that food and nutrition professionals can use to select strategies and implement this aspect
of the Nutrition Care Process. Finally, evaluation of the nutrition intervention terminology is ongoing and will guide
possible future modifications. .
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