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Abstract
Background: Aiming to improve the standard of care for patients with a
nutritional intervention, we evaluated how nutritional follow‐up (FU) is
organised at discharge and after 6 months.
Methods: From 16 November 2020 until 20 December 2020, we retrospectively
included patients admitted for > 1 day to the general ward of a tertiary
hospital. Medical charts were reviewed for demographics, anthropometric
measurements and nutritional interventions (e.g., tube, parenteral nutrition).
Involved healthcare provider (HCP), dietitian and speech and language
therapist (SLT) were scored. Nutritional care FU was categorised as in a
primary, secondary or tertiary care setting.
Results: We included 206 (52.4% male) patients, with a median length of stay
of 4 (3–8) days. Prehospitalisation 58 (28.2%) patients had a nutritional
intervention compared to 74 (35.9%) patients at discharge. In total, 80 (38.8%)
patients received nutritional care FU by a total of 114 HCP, and
approximately half (53.5%) were dietitians. FU was mostly conducted by a
dietitian in the tertiary care (78.7%) and by an SLT in the primary care
(54.5%). For 15 (20.3%) patients, the discharge letter included complete
reports of nutritional interventions. At 6 months FU, 26.6% of the children
still had a nutritional intervention. Mean weight standard deviation score
increased significantly between discharge from the hospital and 6 months FU.
Conclusions: A considerable amount of paediatric patients received a
nutritional intervention pre‐ and post‐hospitalisation. Nutritional care is
organised around a multitude of different HCP; however, not all cases are
multidisciplinary. Nutritional care was scarcely reported correctly in the
discharge letter.
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Key points
• The present study evaluated how nutritional follow‐up (FU) was organised
at discharge and after 6 months.

• More children received a nutritional intervention post‐hospitalisation than
pre‐hospitalisation.

• Nutritional FU was conducted by multiple healthcare providers (HCP) of
which more than half were dieticians.

• The nutritional plan was poorly reported in the discharge letter with only
one fifth containing complete reports.
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INTRODUCTION

An imbalance between nutrient requirements and intake
in children, which results in deficits in macronutrients
and micronutrients, can be defined as paediatric mal-
nutrition. Malnutrition can lead to growth and develop-
mental impairment.1,2 At admission, paediatric patients
are often malnourished, ranging from 7.0% to 39.7%, or
at risk of becoming malnourished.3–7 Malnutrition at
admission increases the length of stay, and thus the
hospitalisation costs, and also decreases quality of life.5–7

To identify children at risk for malnutrition upon
admission screening tools such as the Screening Tool
for Risk on Nutritional Status and Growth (STRONG-
kids) have been designed. It has been reported that a
STRONGkids high risk classification is associated with a
longer hospital stay and lower weight for height standard
deviation score (SDS).8

To prevent and treat malnutrition and to prevent the
adverse consequences of malnourishment a variety of
nutritional interventions can be given, such as energy‐
and protein‐enriched and disease‐specific formulas. This
is parallel to disease‐specific treatment. In addition to
disease‐specific follow‐up (FU), adequate FU of nutri-
tional status can offer opportunities to optimise growth,
nutritional status and recovery after discharge. A
previous study of hospitalised critically ill children
reported complete recovery of nutritional status 6
months after discharge in almost all subjects.9 However,
that study did not outline the means of nutritional FU
and whether nutritional interventions were continued
after discharge.

Aiming to further improve the standard nutritional
care and FU for patients with a nutritional intervention
or in need for nutritional FU, we evaluated how
nutritional FU is organised in a tertiary care hospital.
We were especially interested in children discharged
with a nutritional intervention and the responsible
healthcare provider (HCP) involved in nutritional care.
Second, we evaluated the nutritional FU 6 months after
discharge.

METHODS

Study design

We conducted a retrospective cohort study at the
Erasmus Medical Centre Sophia Children's Hospital
Rotterdam which is a tertiary care centre. We
collected data from the electronic patient system of
children who were discharged from the general ward
between 16 November 2020 and 20 December 2020
and up to 6 months FU. The International Review
Board reviewed our study and approved of our study
protocol (MEC‐2020‐0949). The need for patient
consent was waived.

Inclusion and exclusion criteria

Inclusion criteria were (1) patients aged 0–18 years; (2)
admitted to the general ward during the study period; and
(3) length of hospital stay (LOS) longer than 24 h. In case
of readmission, data were only included for the first
admission episode. Exclusion criteria for evaluation were
(1) premature neonates (birth at < 37 weeks of gestational
age) who had not reached corrected term age and (2) death
during admission. Patients were excluded for the 6‐month
FU period if they died within 6 months after discharge and/
or did not receive clinical or outpatient FU in our hospital.

Data collection

Medical charts were reviewed regarding gender, age,
LOS, diagnostic category and paediatric intensive care
unit (PICU) admission before admission to the general
ward. Age groups were defined as neonates (until 28 days
of age), infants (28 days until 1 year of age) and children
(older than 1 year). The STRONGkids score was noted if
measured within 24 h after admission with a score of 0
indicating low risk, 1–3 indicating medium risk, and 4
and 5 indicating high risk for malnutrition.8 Anthropo-
metric measurements, including weight and height, were
obtained from medical charts before admission (up to 1
year before admission), upon admission, discharge and
up to 6 months after discharge. Measurements were
converted to SDS using the Dutch TNO growth charts
for patients older than 7 days and the Fenton growth
chart was used for neonates younger than 7 days.10,11

The Dutch TNO growth charts were corrected for
prematurity until patients reached 2 years of age.
Corrected growth charts were also used for patients with
Down's syndrome. Acute malnutrition was defined as ≤ 2
SDS weight for age in patients < 1 years old and ≤ 2 SDS
weight for height in patients ≥ 1 years old. Chronic
malnutrition was defined as height SDS ≤ 2 for all ages.

Readmissions after discharge (admission longer than
24 h) and duration of nutritional FU in Sophia
Children's Hospital were recorded.

To investigate the organisation of nutritional FU,
data were collected on involved HCP; dietitian and/or
speech language therapist (SLT) and/or paediatrician.
FU by an SLT was only scored if it concerned nutritional
problems. The referral of nutritional care was defined as
a primary, secondary or tertiary care setting. These data
were collected from medical charts and discharge letters
from the involved medical doctor during hospital stay.
FU by a paediatrician was scored both on disease specific
FU and FU related to nutritional care, growth and/or
malnutrition. When FU was not performed in our
hospital, discharge letters were screened concerning
recommendations about FU for nutritional care and
growth‐related problems. Data were collected both on
nutritional intervention upon admission and discharge
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specified in administration route, that is oral, enteral,
parenteral and type of nutrition, that is energy‐ and
protein‐enriched diet and disease‐specific diet, both with
and without supplements and standard supplements.
Supplements were defined as modules, formulas, sip
feeding and tube feeding. Additionally, discharge letters
were screened on reporting nutritional care at discharge
(i.e., intervention, type of nutrition, special diets).

Data were collected up to 6 months after discharge on
anthropometric measurements, nutritional interventions,
involved HCP and care setting regarding nutritional care in
the Sophia Children's Hospital (patients were not included
if FU was exclusively conducted in another hospital).

Outcome measures

The primary outcome measure was the organisation of
nutritional FU after discharge up to 6 months FU. The
FU was outlined as number and type of involved HCP
and care setting. Moreover, nutritional interventions,
absolute numbers and type and route, were analysed
during the study period.

Secondary outcome measures were nutritional inter-
vention at discharge, dietitian or SLT consulted during
hospitalisation and dietitian, SLT or paediatrician
involved during FU in six predefined subgroups. These
subgroups are (1) patients with a reported STRONGkids
score within 24 h after admission; (2) LOS subdivided in
hospitalisation shorter than 4 days and longer than 4 days;
(3) age groups; (4) PICU admission during admission; (5)
diagnostic categories; and (6) malnutrition at admission.
Finally, weight change before admission, during admis-
sion and 6 months after discharge were recorded.

Statistical analysis

Statistical analyses was performed using SPSS, version 25
(IBM Corp.). Categorical variables were summarised as
frequencies and percentages. Continuous variables were
reported as medians and interquartile ranges or means
and SD. Descriptive statistics were mostly used. Normal-
ity of data was tested using the Kolmogorov–Smirnov
test. Continuous variables were compared using a paired
samples t test. Categorical variables were compared using
a chi‐squared test or Fisher's exact test. p< 0.05 were
considered statistically significant. If multiple comparisons
were made, a Bonferroni correction was used.

RESULTS

Baseline characteristics

From 16 November 2020 until 20 December 2020, 602
patients admitted to the paediatric general ward were

screened for eligibility. LOS was shorter than 24 h in 379
patients, 12 patients were readmitted, four patients had
not reached corrected at term age and one patient died;
therefore, they were excluded. In total, 206 patients were
included in the analysis.

Table 1 shows the baseline characteristics of the
included patients. On admission acute malnutrition was
present in 5.9% of the children < 1 year and 7.3% > 1
year. Chronic malnutrition was present in 13.6% of the
patients (8.7% < 1 year and 91.3% > 1 year). In 161
patients, with a measured weight and height, acute and
chronic malnutrition was present in 34 patients (21.1%).
In 105 patients, STRONGkids score was measured and
showed a low risk in 60 patients (57%), medium risk in 43
patients (41%) and high risk in two patients (2%).

For the 6‐month FU period, 18 patients were
excluded, 13 patients received no FU and five patients
died. One hundred and 88 patients (91.3%) received FU in
our hospital after discharge. FU periods differed between
patients. For the FU period, data were available until 1
month after discharge in 18 patients (9.6%), up to 2
months in 10 patients (5.3%), up to 3 months in 21
patients (11.2%), up to 4 months (6.4%) in 12 patients, up
to 5 months in 16 patients (8.5%) and up to 6 months in
111 patients (59.0%). After 6 months, 164 patients (79.6%)
were still in FU, either disease‐specific or nutritional.
During the 6‐month FU period, 34 patients (18.1%) were
readmitted once, 14 patients (7.4%) twice, four patients
(2.1%) three times and three patients (1.6%) four times.

Nutritional care prehospitalisation and during
hospitalisation

Prehospitalisation 58 patients (28.2%) had a nutritional
intervention: 39 medical patients (67.2%) and 19 surgical
patients (32.8%) (Figure 1). In 50 of the 58 patients
(86.2%), a dietitian was already involved and, in 12
patients (20.7%), a SLT was involved. During hospita-
lisation, another 20 patients received a nutritional
intervention. In four patients (6.9%), the nutritional
intervention at admission was completed before or at
discharge. During admission, a dietitian and/or SLT was
involved in 70 patients (34.0%) of whom 35 patients
already had involvement before admission and 35
patients were new patients.

FU after discharge

At discharge, 74 patients (35.9%) had a nutritional
intervention (Figure 1); 38 patients of these patients
(51.4%) received partial of complete enteral nutrition
tube feeding), of whom 17 patients (44.7%) had a
gastrostomy tube. Five patients (6.8%) received (partial)
home parenteral nutrition. The administration route for
the intervention was oral in 31 patients (41.9%).
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In 38 patients (51.4%), the nutritional intervention
consisted of a disease‐specific diet of whom 30 patients used
disease‐specific supplements (modules, formulas, sip feeding
and tube feeding). In 16 patients (21.6%) energy‐ and
protein‐enriched supplements were prescribed. In the other
20 patients (27%), either standard supplements or energy‐
and protein‐enriched diet advice was administered.

From the 74 patients with a nutritional intervention
at discharge, four patients did not receive nutritional FU
because the clinician judged this was not needed.
Another 10 patients who did not receive a nutritional
intervention at discharge received FU for nutritional care
anyway. The reason for FU in these patients was growth
in two patients, monitoring intake in one patient,
training oral feeding in two patients, growth and training
oral feeding in two patients, obesity in one patient, and
probable onset of disease‐related feeding problems in two
patients. Overall, a total of 80 patients received
nutritional FU.

Two hundred and three (98.5%) patients received
disease‐specific FU by a paediatrician. In the 80 patients
receiving nutritional FU, 114 HCPs were involved. A
dietitian was involved in 61 (76.3%) patients, a SLT in 22
(27.5%) patients and a paediatrician in 31 (38.8%)
patients (Table 2). Furthermore, multiple combinations
of HCP were possible, with the most frequent nutritional
FU consisting of a dietitian and paediatrician (n= 9;
11.3%) and a dietitian, SLT and paediatrician (n= 7;
8.8%). In five patients, a paediatrician and SLT (6.3%)
conducted the FU and, in six patients, a dietitian and
SLT (7.5%).

FU by a dietitian was predominantly received in the
tertiary care setting (78.7%), either in the Sophia
Children's Hospital or in a tertiary care hospital else-
where (Table 2). However, SLT mostly organised their
FU in the primary care setting (54.5%) and paediatri-
cians divided their dietary care equally between second-
ary and tertiary care setting (45.2% vs. 51.6%).

In 15 patients (20.3%), the discharge letter mentioned
the correct nutritional intervention including administra-
tion route, specific diet and/or formula and quantities
(Table 3). In 16 patients (21.6%) with an intervention at
discharge, there was no mention of a nutritional

TABLE 1 Baseline characteristics

Characteristics
Number of
patients Results

Male, n (%) 206 108 (52.4)

Age at inclusion, median
years (IQR)

206 4.5 (1.0–12.2)

Age groups 206

Neonate < 28 days, n (%) 14 (6.8)

Infants ≥ 28 days and ≤ 1 year,
n (%)

38 (18.4)

Children > 1 year, n (%) (%) 154 (74.8)

LOS, median days (IQR) 206 4.0 (3‐8)

Malnutrition at admissionb

Weight SDS (< 1 year), n (%) 51 3 (5.9)

Weight to height SDS (> 1
year), n (%)

124 9 (7.3)

Height SDS, n (%) 169 23 (13.6)

STRONGkids, n (%) 105

Low risk 60 (57.1)

Medium risk 43 (41)

High risk 2 (1.9)

Diagnostic group, n (%) 206

Surgical 117 (56.8)

Orthopaedic 25 (12.1)

Abdominal 22 (10.7)

Cardiac 20 (9.7)

Neurologic 20 (9.7)

Urologic 16 (7.8)

Trauma 7 (3.4)

ENT 4 (1.9)

Other 3 (1.5)

Medical 89 (43.2)

Neurologic 20 (9.7)

Gastrointestinal/urologic 19 (9.2)

Other 16 (7.8)

Respiratory 9 (4.4)

Inflammatory/auto‐immune 8 (3.9)

Oncologic 8 (3.9)

Infection (non‐cardiac/
respiratory/gastro‐
intestinal)

5 (2.4)

Cardiac 4 (1.9)

Admitted to PICU during
hospitalisation, n (%)

206

TABLE 1 (Continued)

Characteristics
Number of
patients Results

No admission 143 (69.4)

Elective admission 35 (17.0)

Non‐elective admission 28 (13.6)

Abbreviations: ENT, ear, nose and throat; HC, head circumference; LOS, length
of stay; PICU, paediatric intensive care unit; SDS, standard deviation score;
STRONGkids, Screening Tool for Risk on Nutritional Status and Growth.
a≤ 7 days Fenton growth chart, > 7 days TNO growth chart.
bMalnutrition was defined as SDS ≤ −2.
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intervention in the discharge letter. In 43 patients
(58.1%), no completely correct prescription of the
nutritional plan was found.

FU after discharge

Six months after discharge, 50 of 188 patients (26.6%)
still received a nutritional intervention. In seven patients
with a nutritional intervention at admission, there were
no FU data, in 22 patients the intervention was
discontinued and, in five patients, a nutritional interven-
tion was started after discharge. In patients where the
intervention was stopped, 11 patients (50.0%) received

enteral nutrition and 11 patients (50.0%) received oral
nutrition. Twenty‐one patients (42.0%) received partial
or complete enteral nutrition at 6 months FU, 17 patients
had a gastrostomy tube and four patients a nasogastric
tube. In the 21 patients with a nasogastric tube at
discharge, four patients had no FU, four patients still
had a nasogastric tube at 6 months FU and, in 13
patients, the nasogastric tube was discontinued. In the
group where the nasogastric tube was discontinued, one
patient received a gastrostomy tube and one patient
transitioned to parenteral nutrition. One of the five
patients with (partial) home parenteral nutrition at
discharge was weaned off parenteral nutrition 6 months
after discharge.

FIGURE 1 Flow chart of nutritional care at admission until discharge Intervention is classified as a nutritional intervention. In total, 74 children had
an dietary intervention at discharge and 80 children received nutritional follow‐up after discharge. FU, follow‐up; SLT, speech and language therapist.

TABLE 2 Care setting follow‐up per
healthcare provider

Primary care Secondary care
Tertiary care
Sophia Tertiary care

Dietitian (n= 61), n (%) 2 (3.3) 11 (18.0) 41 (67.2) 7 (11.5)

SLT (n= 22), n (%) 12 (54.6) 5 (22.7) 5 (22.7) 0

Paediatrician (n= 31),
n (%)

1a (3.2) 14 (45.2) 11 (35.5) 5 (16.1)

Notes: In 80 patients nutritional follow‐up was conducted with a total of 113 healthcare providers involved. The
table shows in which care setting follow‐up was conducted per healthcare provider.

Abbreviation: SLT, speech and language therapist.
aGeneral practitioner.
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Nutritional care in predefined subgroups

Table 4 shows subgroups of our population in relation to
nutritional care. More nutritional interventions at
discharge, increased involvement of dietitians and SLT,
and higher nutritional FU rates were found in children
with a higher STRONGkids score, in malnourished
children, in children with a longer LOS and in children
within the medical diagnostic group. The results were
statistically significant, except for increased involvement
of a dietitian and/or SLT in medium‐ and high‐risk
STRONGkids score children.

Weight course during admission and after
discharge

In 111 children (53.9%), weight was measured at
admission and at discharge. The mean SDS for weight

TABLE 3 Nutritional information in discharge letter

n= 74

Correct mention, n (%) 15 (20.3)

Partly correct mention, n (%)

Administration route missing 4 (5.4)

Specific diet/formula missing 3 (4.1)

Quantities missing 4 (5.4)

Quantities and specific diet/formula missing, correct
route

9 (12.1)

Quantities and route missing, correct formula/diet 1 (1.4)

Mention of intervention, no specification 22 (29.7)

No mention of a nutritional intervention, n (%) 16 (21.6)

Notes: Nutritional information reported in het discharge letter. Correct mention
included administration route (i.e. oral, enteral, parenteral), specific mention of
diet/formula (i.e. ketogenic diet, fibre enriched) and quantities.

TABLE 4 Nutritional care in predefined subgroups

Number of
patients

Intervention at
discharge

HCP during
hospitalisationc FU HCP

STRONGkids, n (%) 105 p< 0.001 p= 0.002

Low risk (n = 60)
Medium and high risk (n = 45)

11 (18.3)* 14 (23.3) 14 (23.3)*

24 (53.3) 18 (40.0) 24 (53.3)

PICU admission, n (%) 206

Yes (n = 63)
No (n = 143)

21 (33.3) 23 (36.5) 21 (33.3)

53 (37.1) 47 (32.9) 59 (41.3)

Acute malnutrition at
admission, n (%)a

175 p= 0.03 p= 0.03 p= 0.01

Yes (n = 12) 8 (66.7) 8 (66.7) 9 (75.0)

No (n = 163) 55 (33.7) 53 (32.5) 61 (37.4)

LOS, n (%) 206 p< 0.001 p< 0.001 p= 0.01

≤ 4 days (n= 105)
> 4 days (n = 101)

25 (23.8)* 19 (18.1)* 32 (30.5)

49 (48.5) 51 (50.5) 48 (47.5)

Age groups, n (%)b 206

Neonates (n= 14)
Infants (n = 38)
Older children (n = 154)

5 (35.7) 9 (64.3) 6 (42.9)

11 (28.9) 9 (23.7) 14 (36.8)

58 (37.7) 52 (33.8) 60 (39.0)

Diagnostic category, n (%) 206 p< 0.001 p< 0.001 p< 0.001

Surgical (n= 117)
Medical (n = 89)

23 (19.7)* 26 (22.2)* 27 (23.1)*

51 (57.3) 44 (49.4) 53 (59.6)

Abbreviations: FU, follow‐up; HCP, healthcare professional; LOS, length of stay; PICU, paediatric intensive care unit; SLT, speech and language therapist.
aMalnutrition was defined as SDS ≤ −2 on weight standard deviation score, height standard deviation score or weight for height standard deviation score.
bNeonates < 28 days; infants ≥ 28 days and ≤ 1 year; children > 1 year.
cPaediatrician not included, automatically involved during hospitalisation.

*Significant using the Bonferroni correction calculated, p = 0.003.
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at admission was 0.05 (SD ± 1.6) and, at discharge, it was
−0.2 (SD± 1.5). For children with an intervention at
admission, the mean SDS for weight at admission was
−0.9 (SD± 1.8) and, at discharge, was −0.6 (SD± 1.6).
Thirteen children (11.7%) had a weight SDS ≤ 2 at
discharge. Fifty‐four children (48.6%) lost weight during
their admission with a median percentage of weight loss
of −2.7% [interquartile range (IQR) = −5.5 to −1.4]. In
39 (72.2%) patients, weight loss was between 0% and 5%
and, in 15 (27.8%) patients, weight loss was ≥ 5%. When
dividing the 111 patients in a group in which a dietitian
was involved or not during hospital stay, weight loss was
present in 54.2% and 44.4%, respectively, of patients.

In Figure 2, the weight SDS during the study period
is depicted in children with and without an intervention
at admission.

DISCUSSION

In the present study, we aimed to investigate the
organisation of nutritional FU in 206 children who were
admitted to the general ward in a tertiary care hospital
for more than 24 h. At discharge, a total of 74 patients
(35.9%) and 80 patients (38.8%), respectively, received a
nutritional intervention and nutritional FU. In these 80
patients, 114 HCP's were involved, with a multitude of
combinations possible and in different care settings. In
only 20.3% of the patients with a nutritional intervention
at discharge, the correct intervention was mentioned in
the discharge letter. During FU, the number of patients
with a nutritional intervention had decreased (26.6%).
Mean weight SDS increased significantly between dis-
charge and 6 months after discharge, and also in children
with a nutritional intervention.

Upon admission, 58 patients (28.2%) received a
nutritional intervention that is much higher than
previously described (11.8%).7 During hospitalisation, a
nutritional intervention was started in 20 patients which
contained oral, enteral or parenteral feeding strategies.
We found that longer LOS, higher STRONGkids score,
medical diagnostic group and malnutrition upon admis-
sion were associated with more nutritional interventions,
involvement of dietitian/SLT during stay and nutritional
FU. One study also showed a significant difference
between increasing STRONGkids risk groups and the
percentage of interventions per risk group (p< 0.05).12

In the present study, 48.6% of the children lost weight
during admission (median weight loss 2.7%; IQR =
1.4–5.5), which is in accordance with previous studies.5,7

However, we did not find a difference in weight loss
between patients consulted or not consulted by a
dietitian (54.2% vs. 44.4%). This is in contrast to a
Canadian study in which it was shown that the
percentage of patients who lost weight was significantly
higher in patients not visited by a dietitian.5 We argue
that the effect of a dietitian involved during hospitalisa-
tion on weight gain can hardly be concluded from a
population with a median LOS of 4 days but has to be
judged in patients with a longer hospital stay and in FU
after discharge.

The percentage of children receiving a nutritional
intervention at discharge (35.9%) is also higher compared
to previous studies (ranging from 12.1% to 17.3%).13,14

This difference might be explained by the present study
being performed in a tertiary academic hospital. Fur-
thermore, our higher rates of nutritional intervention
could be a result of the previous studies using less
broader definitions of nutritional interventions. Six
months after discharge, the nutritional intervention rate

FIGURE 2 Mean standard deviation score for weight from admission until 6 months after discharge. Standard deviation score for weight from
admission, at discharge, after 1–3 months after discharge and 4–6 months after discharge. All values are expressed as the mean ± SEM. ꞙValue is
statistically significant compared to admission, p< 0.05 (n = 71). *Value is statistically significant compared to admission, p< 0.05 (n = 41). ƚValue is
statistically significant when compared to admission, p< 0.05 (n = 37). ǂValue is statistically significant compared to discharge, p< 0.05 (n= 41;
n= 31). £Value is statistically significant compared to discharge, p < 0.05 (n= 23).
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decreased to 26.6% and we noted a significant improve-
ment overall of the weight SDS, implying the effect of
nutritional intervention. Importantly, in 13 children,
nasogastric tube feeding could be stopped and, in one
child, parenteral nutrition could be stopped.

The care setting where FU was conducted differed
among HCPs. For dietitians, it was mostly concentrated
in the tertiary care setting; for SLT, it was mostly
concentrated in the primary care setting; and, for
paediatricians, it was equally concentrated in the
secondary and tertiary care setting. Interestingly, in only
one‐third of the children, nutritional FU was conducted
by two or three HCPs, which might be necessary in all
children with a nutritional intervention. At the very least,
it is recommended that the standard care for tube‐fed
children is performed in a multidisciplinary team.13

Furthermore, a comment by the ESPGHAN Committee
on Nutrition suggests the implementation of a nutrition
support team in paediatric units.14 The team should be
multidisciplinary consisting of paediatrician specialised
in nutrition, a dietitian, a nurse and, if possible, a
pharmacist. The goal of this team would be screening
patients for nutritional risk, identifying children in need
of nutritional support, providing nutritional manage-
ment, and education and training of hospital staff.
Barriers for adequate nutritional care are identified as
lack of personnel or resources to carry out screening and
measurements, lack of awareness (importance nutrition,
limited education/training) and lack of a protocol
managing undernutrition.15 These barriers should be
tackled by introducing more education during the
nursing and medical curriculum about nutrition and
create awareness through clinical lessons/presentations.

An astonishing result of our study was that, in only
20.3% of the patients with a nutritional intervention at
discharge, the correct intervention was mentioned in the
discharge letter, whereas, in 21.6% of the patients, there
was no mention at all of an intervention in the discharge
letter. This result calls for action and improvement. A
Canadian study conducted in an adult diabetic popula-
tion evaluated the content and quality of the discharge
letter (to a primary physician) with and without using a
discharge letter template.16 The letters created using a
template more frequently included risk factors, disease‐
specific management options and re‐referral criteria. The
use of similar templates could be an outcome for our
population, first of all to increase the complete mention
of the nutritional intervention at discharge and to set
patient‐specific nutritional goals. In addition, up‐to‐date
information from a SLT or dietitian should be included.

Although a considerable percentage of our popula-
tion lost weight after admission, weight SDS resorted
after discharge. There was a significant difference in
weight SDS between admission and directly at discharge
compared to 1–3 months and 4–6 months after discharge,
as well as in patients who already had a nutritional
intervention at admission. This is in agreement with a

previous study from our centre in which patients who
were admitted to the intensive care had a restored weight
SD score 6 months after discharge.9 This emphasises the
need for careful evaluation of the effect of nutritional
therapy on growth after discharge and to set goals for
nutritional treatment in relation with growth parameters.

Although the present study was performed in a
relatively large sample and it was the first study to outline
nutritional care in a tertiary care hospital in such an
extensive manner, study limitations should also be
addressed.

The retrospective study design makes our study prone
to bias. To minimise the risk of bias, we screened the
discharge letter, electronic patients files and old dis-
charge/outpatient clinic letters for potential information.
We missed anthropometric data on discharge in 53.9% of
the patients, which is an example of missing data because
of the retrospective character of the study. This could
potentially lead to distorted data.

Furthermore, essential information about FU (before
and after the study period) in another hospital could be
missed because we had no access to these records.

In conclusion, a substantial number of patients, both
prehospitalisation and with increasing numbers posthos-
pitalisation, received a nutritional intervention, which
indicates widespread usage in a tertiary care hospital.
The nutritional FU consisted of a multitude of different
types and combinations of HCPs who conducted FU in
different care settings. In the discharge letter from the
hospital, the nutritional plan and latest advice from a
dietitian and/or SLT was poorly reported.

Future nutritional intervention studies at discharge
are needed to demonstrate which nutritional support
therapy enables the best improvement in clinical and
health‐related outcome, quality of life, and well‐being of
the child and parents/caregivers.
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