Clinical pathway nutrition management for outpatient bone marrow transplantation
Tara Coghlin Dickson
American Dietetic Association. Journal of the American Dietetic Association; Jan 1997; 97, 1,
ProQuest

pg. 61

RESEARCH AND PROFESSIONAL BRIEFS

Clinical pathway nutrition
management for outpatient
hone marrow transplantation

TARA COGHLIN DICKSON, MS, RD

uring more than two decades of
D autologous bone marrow transplan-

tation, medical management has
generally required patient hospitaliza-
tion for at least a month with follow-up
management inan outpatient setting (1).
Follow-up clinic appointments continue
from 2 to 4 months and include close
monitoring of laboratory data, body
weights, and the patient’s ability to thrive
as an outpatient. As a result of research,
new technology, and clinical experience,
however, Stanford University Medical
Center's autologous bone marrow trans-
plant program is primarily conducted in
the day hospital (a 23-hour-stay unit). In
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some cases, autologous bone marrow
transplantation has moved completely
to the outpatient setting; for example,
patients with breast cancer or Hodgkin’s
disease are treated inamulticycled (four
cycles) high-dose chemotherapy pro-
gram followed by peripheral blood stem
cells rescue with each cycle (2). Regard-
less of white blood cell count, these pa-
tients are managed in the outpatient day
hospital unless they require admission
for a complication such as a neutropenic
fever or infection. A multidisciplinary
clinical pathway, including discipline-
specific pathways, has been developed
at Stanford University Hospital to man-
age patient care in this population (sce
the Figure). This article describes the
clinical nutrition care section of the
multidisciplinary pathway, whichis aimed
at identifying nutritional risks and devel-
oping patient-specific nutritioninterven-
tion.

NUTRITION FACTORS

The gastrointestinal toxicities and side
effects of antibiotics and chemotherapy
(ie, mucositis, esophagitis, gastritis, nau-
sea, vomiting, and diarrhea), which of-
ten have a cumulative effect during the
four chemotherapy cycles, present a chal-
lenge to providing optimal medical nutri-
tion therapy in the outpatient setting. As
a patient progresses through the four
cycles, temporary recovery fromthe side
effects of one treatment cycle is quickly
followed by the start of the next cycle (3-
8). Nutrition needs of bone marrow trans-
plant patients include high energy (at
least basal energy expenditure x 1.5),
fluid (3.0 L/day), and protein (1.6 to 2.0
g/kg body weight) intake (3.9-12). We
have found that management with
antiemetics, antidiarrheal agents, and
medical nutrition therapy can make a
crucial difference in the overall outcome
and length of time between treatment
cycles. For example, close monitoring is
required during the neutropenic phase,
when the white blood cell count enters
the nadir. If the granulocyte count is less
than 0.1 10%/L, a low-microbial diet and
other neutropenic precautions, such as
antibiotics, are indicated to decrease risk
of infection (13).

Advantages of outpatient treatment
for the patient include independent liv-
ing and self-administration of anti-
emectics, food, and liquids. Persons with
a good support system and adequate
resources, knowledge, and coping skills
have the potential to thrive in an outpa-
tient situation. Close patient monitoring,
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Table

Clinical pathway for bone marrow transplant outpatient care

Nutrition assessment indicators Health care Pre-admission Day hospital® Cycles 1-4° Outcome goal

practitioner clinic visit (baseline)
Anthropometric Dietitian
Height (stature) X
Weight X X X +5% usual weight
Medical history Physician X Meets eligibility criteria
Physical status Physician X Meets baseline criteria
Laboratory values Physician orders
Albumin X X % >30 g/L°
Electrolytes X X X Within normal limits
Total bilirubin X X X =25.7 pmol/L®
Creatinine X X X =141 umol/L®
White blood count X X X Monitor range
Weight history Dietitian X X X +5% body weight at admission
Diet recall Dietitian X X X =2/3 Recommended Dietary

Allowance

Nutrition education Dietitian X X X Demonstrate comprehension
Low microbial diet information Dietitian X X X Demonstrate comprehension
Estimate energy and protein needs Dietitian X Diet plan to meet needs
Socioeconomic evaluation Social worker X X X Maintain quality of life
Tolerance of therapy Nurse Stanford BMT® rating scale:
Esophagitis X X X Acceptable range
Mucositis X X X Acceptable range
Xerostoma X X X Acceptable range
Dysgeusia X X X Acceptable range
Nausea X X X Acceptable range
Vomiting X X X Acceptable range
Diarrhea X X X Acceptable range

®Cycles 1-4=cycles of high dose chemotherapy followed by bone marrow transplantation, beginning with cycle 1 and ending with cycle 4.
®Day hospital=unit for bone marrow transplant patients staying =23 hours for care.

°X=action taken by identified staff member.

9To convert g/L albumin to g/dL, divide by 10. To convert pmol/L total bilirubin to mg/dL, divide by 17.1. To convert umol/L creatinine to mg/dL, divide by 88.4.

*BMT=bone marrow transplant.

which is traditionally provided for inpa-
tients, is missing. For example, patients
who are unable to maintain an adequate
daily fluid intake or manage antiemetic
medications may become dehydrated and
require hospitalization. Nutrition assess-
ment, diet modification, and alteration of
the nutrition care plan should be a part of
each ambulatory visit. Both patients and
bone marrow transplant staff find this
system advantageous and beneficial in
all aspects of patient care.

NUTRITION INTERVENTION

Patients are evaluated in a clinic setting
before initiation of the first chemotherapy
cycle, before each of the subsequent
cycles, and after the last cycle. Patients
are referred to a dietitian during the
initial visit if there is a history of weight
loss, if nutritional concerns or questions
arise, orif the case manager or physician
determines it appropriate or necessary.
The complete nutrition assessment is
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performed in the day hospital during the
initial preparative stage just prior to cycle
1. Overall nutrition status, potential nu-
trition risks, and nutrition goals are ad-
dressed. Nutrition education is provided
through verbal and written information,
and includes guidelines for a low-micro-
bial diet. When documentalion is com-
pleted in the medical record, the path-
way has begun. Follow-up and close
monitoring are performed daily to weekly
and reevaluation of nutrition status docu-
mentation at least weekly.

Frequency of day hospital visits dur-
ing the four cycles depends on therapy
tolerance, weight history, present weight
status, laboratory values, and clinical
evaluation. If weight loss, laboratory ab-
normalities, or gastrointestinal tract in-
tolerances are identified, more aggres-
sive nutrition intervention is used. Medi-
cal nutrition therapy during the treat-
ment cycle may include modification of
diet, addition of nutritional supplements,

completion of a food record of daily in-
take with daily evaluation, and/or further
instruction to meet outcome goals. The
degrec of intervention may vary with
each cycle, although the pathway fol-
lowed is the same.

A daily treatment plan with specific
goals and objectives is created. These
goals and objectives may, however, vary
or require adjustments for individual
needs as the patient progresses through
the pathway. The revised treatment plan
focuses on getting the patient back on
the overall treatment schedule. The ma-
jority of patients do not deviate from the
path. If a patient does experience diffi-
culty following the plan, then the path-
way may need to be changed. This may
require a simple change, reworking the
pathway, or collaborating with other team
memberstoachieve the desired outcome.
Intime, clinical experience and advances
in therapeutic plans may also change.

To create an effective clinical nutri-
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tion pathway, dietitians must have com-
plete comprehension of the diagnosis
and medical therapy. A clinical nutrition
pathway is designed on the basis of an-
ticipated or predetermined medical treat-
ment plans and clinical experience. The
Figure outlines the clinical pathway for
outpatient multicycled chemotherapy au-
tologous stem cell transplantation. The
pathway begins with the initial outpa-
tient clinic appointment and is identical
for each of the four cycles of high-dose
chemotherapy and for infusion of autolo-
gous stem cells.

MULTIDISCIPLINARY ACTIVITY

We have found that a clinical nutrition
care pathway is essential for providing
continuity and effective medical nutri-
tiontherapy (14). Pathways are directed
via standing orders that include each
discipline. Each discipline conducts a
monthly quality assurance program to
evaluate timeliness and outcome stan-
dards. The clinical nutrition pathway in
the Table illustrates the interaction
among health care professionals and the
outcome assessment for nutrition inter-
vention. Each discipline documents in-
tervention and assessment in the medi-
cal record. These scheduled nutrition
outcome measures allow the medical
team to view the multidisciplinary his-
tory of the patient’s care. Frequent com-
munication regarding the patient’s nu-
tritional adequacy enhances the aware-
ness and knowledge of the patient’s nu-
trition status and its relationship to over-
all outcome needed by all members of
the health care team.

APPLICATION

A clinical nutrition pathway functions as
a tool to improve quality of care and
patient satisfaction, and to meet out-
come goals. It also serves to communi-
cate to all disciplines the role of the
dictitian and medical nutrition therapy
in patient and outpatient management.
Overall, this clinical pathway facilitates
medical management by providing medi-
cal nutrition therapy to an outpatient
population that isreceiving a cycled high-
dose chemotherapy program including
peripheral blood stem cell rescue during
each cycle.
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Attitudes of registered dietitians
toward personal overweight and

overweight clients

LAURA H McARTHUR, PhD, RD, JANE K. ROSS, PhD, RD

fields (1-4) and health profession-

als (5-9) in the United States have
disparaging atlitudes toward persons who
are overweight. However, to our knowl-
edge no study has assessed the attitudes
of registered dietitians toward them-
selves when they perceive themselves to
be overweight (hereafter referred to as
personal overweight). Additionally,
little is known about dietitians’ attitudes
toward overweight clients (10,11).

s tudies show that students in health
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The objectives of this exploratory sur-
vey were to describe the attitudes of
dietitians toward personal overweight
and overweight clients and to determine
whether perceived body weight or body
mass index (BMI) influences dietitians’
attitudes toward personal overweight and
overweight clients.

METHODS

Subjects

A purposive sample of 596 registered
dietitians who counsel overweight cli-
ents was sought from the presidents of
state dictetic associations (numbers were
proportional to the number of American
Dietetic Association members residing
in that state). This study was approved
by the Comunittee on Human Research at
the University of Vermont.

Survey Instrument
Data were collected using a mailed ques-
tionnaire following the method of Dillman
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