
NURSING PROCESS

AND NUTRITION
The nutritional assessment consists of nursing assessment and physical examination, observation, medical record review (if available), and laboratory data.
Definitions

Enteral Nutrition:  

Provision of nutrients through the GI Tract when the client cannot ingest, chew, or swallow food but can digest and absorb nutrients.

Parenteral Nutrition:  

The administration of a nutritional solution into the vascular system.

Assessment

Nutritional screening is part of the nurse’s initial as​sessment of the client. If the client is found to be at risk for nutritional problems, the nurse may conduct a more in-depth nutritional assessment with the assistance of a nutritionist. The intent of the nutri​tional assessment, as outlined by the American Society for Parenteral and Enteral Nutrition (ASPEN, 1995), is as follows:
1. Establish baseline subjective and objective nutrition parameters.

2. Identify specific nutritional deficits.

3. Determine nutritional risk factors.

4. Establish nutritional needs.

5.  
Identify medical and psychosocial factors may influence the prescription and administration of nutritional support.
How to tell if someone is Nutritionally-At-Risk
1. Involuntary loss or gain of (10% of usual body weight within 6 months

2. (5% of usual body weight in 1 month

3. 20% over or under ideal body weight

4. Presence of chronic disease or increased metabolic requirements

5. Altered diets or diet schedules

6. Inadequate nutrient intake for >7 days

Client Teaching for Altered Nutrition

1. Instruct client about how to accurately record a 3-day diet record: explain the importance of recording all foods, brands of specific processed foods, time of day that foods were ingested, food preparation method (e.g., fried, boiled), and the amount of food ingested. Assist client to accurately estimate portion sizes.

2. Review finds of 3-day diet record with client to identify patterns and areas for enhancing nutritional intake.

3. Involve client in planning alternative dietary patterns and food choices.

4. Help client to assess and incorporate meal preferences and budgetary limitations into diet.

5. Teach client how td incorporate menu planning in weekly shopping lists. Involve family members if client does not do the shopping.

6. Teach creativity within the guidelines of prescribed diets (using seasonings, different preparation techniques; incor​porating ethnic foods as able).
Diet Hx/Assessment
Name

Age

Present weight

Usual weight

Recent weight changes

Height


Number of meals and snacks a day

Person who prepares meals

Food preferences, allergies, and aversions

Foods that cause indigestion, diarrhea, or gas

Chewing or swallowing difficulties

Use of dentures

Usual bowel movements

Dietary problems

Use of medications

· Prescribed

· Over-the-counter

· Recreational

History of diseases, surgeries, or weight problems

Level of physical activity

Appetite changes

Type, time, and size of usual meals

Personal crises

Nursing Dx’s

1. Risk for Aspiration

2. Body image Disturbance

3. Diarrhea

4. Fatigue

5. Fluid Volume Deficit

6. Nutrition Altered:  Less Than Body Requirements

7. Nutrition Altered:  More Than Body Requirements

8. Nutrition Altered:  Risk for More Than Body Requirements

9. Feeding, Self-Care Deficit

10. Altered Gastrointestinal:  Tissue Perfusion

11. Nutrition Altered:  Less Than Body Requirements
Lab Values to Watch

Albumin & Transferrin (reduced levels can indicate a protein deficit)

CBC, Electrolytes, Glucose, Triglycerides (high levels of triglycerides can indicate cardiovasc. Dz.)

RBCs & Hemoglobin (low values can indicate anemia)

Hemoglobin & Hematocrit (AKA H&H)

Blood Urea Nitrogen (AKA BUN)

· H&H with Bun can reflect the state of hydration.

