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Registered Dietitians’ enteral feeding practices, obstacles, 
and needs during the management of critically Ill 
hospitalized patients in Riyadh, Saudi Arabia: A qualitative 
study

Introduction

Malnutrition is a devastating and highly prevalent condition 
among hospitalized patients, especially critically ill patients.[1] 
Nutritional support therapy is one of the approaches that aim to 
prevent and treat malnutrition and maintain nutritional status 
within optimum limits.[2]Enteral nutrition (EN) has emerged 
as the standard method of nutritional support for patients who 
cannot meet their nutritional requirements orally.[3] However, 
the hospital setting presents many challenges for providing 
nutritional support enterally.[3] Thus, careful enteral feeding 
planning and monitoring are crucial to overcome the challenges 

and maximize benefits.[3] The patient’s medical status has a 
considerable influence on enteral feeding practices.[4]

Critical illnesses are associated with stress-related metabolic 
responses that increase the nutritional risk and complicate the 
tube-feeding process.[5] The stress-induced metabolic changes 
lead to higher catabolic rates, systematic inflammation, 
multiple functional changes in body systems, besides other 
related complications.[4] Consequently, the EN plan should 
cautiously address these changes and aim to provide optimum 
nutritional support, improve the catabolic status, and reduce 
stress-related complications.[4]
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Guidelines and protocols can standardize nutritional practices 
to improve patients’ nutritional status, reduce hospitalization 
duration, and save costs.[6] However, the knowledge about 
nutritional evidence-based practices and interventions is 
still insufficient.[7] This highlights the need for nutritional 
guidelines to guide registered dietitians (RD) toward meeting 
the patient’s nutritional requirements.

Despite the wide availability of international guidelines to 
direct EN practices, no recommendations or guidelines tailored 
for the unique healthcare environment across Asia-Pacific and 
Middle East regions, including Saudi Arabia.[8] Furthermore, 
a recent systematic scoping review has shown a gap exists 
between the actual practices and research recommendations.[6] 
Therefore, specifically tailored local nutritional guidelines are 
considered important that should be developed and followed by 
the RDs in their clinical practices. Evidence-based guidelines 
will improve the quality of care as well as patient’s life, which 
will be reflected positively in individual health and the overall 
community.[8]

Methods

This qualitative study aims to investigate the current enteral 
feeding practices for hospitalized critically ill patients among 
RDs in Riyadh, Saudi Arabia. Multiple focus group sessions 
were conducted to gain an in-depth understanding of the 
current enteral feeding practices and discover the RDs’ needs 
and obstacles during their enteral feeding practices. The ethical 
approval (NO. E-20-5314) for this study has been attained from 
the Research Ethics Committee at King Khalid University 
Hospital (KKUH).

Participants were recruited through a purposive sampling 
approach, which enables the selection of participants according 
to their knowledge and experience of handling and practicing 
enteral feeding with critically ill patients. The recruitment of 
the participants was through an invitation link sent to them 
with some questions regarding demographic information. The 
questions include gender, years of experience, enteral feeding 
practices with critically ill patients, workplace, national and 
international accreditation, educational level, RD title, and the 
Saudi Commission for Health Specialties (SCFHS) registration 
number.

The inclusion criteria were RDs in Riyadh city and a minimum 
of one-year of clinical experience, including practicing enteral 
feeding with critically ill patients. While the exclusion criteria 
were RDs from outside Riyadh city and RDs with no enteral 
feeding experience or less than one-year clinical experience.

The signature on the consent form was received from 
participates. The focus group sessions were performed 
through (Zoom communications platform) an online private 
room. All sessions were audio-recorded and kept in a secure 
device with limited access to the researchers only to facilitate 

data analysis. To encourage self-disclosure, participants were 
divided into five groups with considering differences in the 
following: years of experience, gender, educational level, and 
workplace in each group. The moderators of the focus group 
sessions had training in moderating the focus group sessions 
via pre-rehearsal sessions.

The key questions of the focus group were formulated based 
on the researchers’ clinical experience and international 
guidelines’ reflection such as ASPEN.[9] Each session lasted for 
around 60–90 min. The focus group sessions were conducted 
until we reached data saturation.

Participants were expressed in codes, and the audio-recorded 
sessions were transcribed for data analysis. The transcription 
was performed manually by the moderator and one assistant. 
Themes were identified by two independent researchers who 
were not involved in focus group sessions. The agreement of 
the identified themes was evaluated manually.

Results

Twenty-four participants working in Riyadh city were involved 
in five focus group sessions [Table 1].

The focus group sessions were conducted from February to 
March 2021 until data saturation was reached. In the Fifth 

Table 1: Demographic information of focus groups participants
Demographic information Number of participants Percentage

Nationality
Saudi
Non-Saudi

23
1

95.8
4.2

Gender
Male
Female

3
21

12.5
87.5

Years of experience
More than 1 year
From 2 to 5 years
From 6 to 10 years
More than 10 years

1
17
3
3

4.2
70.8
12.5
12.5

Workplace
Governmental hospital
Private hospital

18
6

75
25

Educational level
Bachelor
Master

17
7

70.8
29.2

Professional title
Senior
Junior

11
13

45.8
54.2

CBAHI Accreditation
Yes
No

23
1

95.8
4.2

International accreditation
Yes
No

15
9

62.5
37.5

Total 24 100
CBAHI: Saudi Central Board for Accreditation of Healthcare Institutions, JCI: Joint Commission 
International.
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focus group session, no additional information was mentioned 
compared to all previous sessions. Twelve themes were 
recognized from the current practices, which include: evidence-
based guidelines or protocol, medical records and screening 
tools, eligibility criteria for enteral feeding, enteral feeding 
timing and initiation, enteral feeding access site and delivery 
route, nutritional requirements, enteral feeding ordering chain, 
formula preparation and labeling system, safety precautions 
to avoid overfeeding and aspiration, monitoring aspects and 
frequency, the transition from enteral to oral feeding and 
evaluating food intake, and discharge plan of care.

Furthermore, four themes were documented regarding the 
obstacles, which include: lack of evidence-based guidelines 
and protocol, lack of clear RD role and poor communication, 
lack of follow-up after discharge, and lack of availability 
or/and preparation of the formula. In addition, four other 
themes are highlighted regarding the current RD needs, which 
include: national evidence-based guidelines and protocol, 
clear RD role, follow-up after discharge, and accurate 
preparation of the formula. The themes that were identified 
were divided into subthemes with participants’ comments 
and quotes [Table 2].

Themes Regarding the Dietitian’s Enteral Feeding Practices 
During Their Management of Critically Ill Patients are:
 Theme 1: Evidence-based guideline or protocol. This 

theme was divided into three subthemes: guideline or 
protocol based on internal diligence, adopted international 
guideline or protocol, and not following specific guidelines 
or protocol.

 Theme 2: Medical records and screening tools. This theme 
was divided into six subthemes: SOAP note, ADIME 
note, manual (not predesigned) notes, no screening tools, 
created screening tool, and adopted an internationally 
validated screening tool.

 Theme 3: Eligibility criteria for enteral feeding. This 
theme was divided into two subthemes: withier no criteria 
based on dietitian’s judgement or there is a criterion.

 Theme 4: Enteral feeding timing and initiation. This 
theme was divided into two subthemes: either following 
a clear protocol for timing and initiation or not following 
a protocol for timing and initiation.

 Theme 5: Enteral feeding access site and delivery route. 
This theme was divided into two subthemes: no clear role 
for the dietitian and it is based on the doctor decision and 
there is protocol and critically ill patients are usually on 
continuous feeding by doctor’s order.

 Theme 6: Nutritional requirements. This theme was 
divided into two subthemes: no protocol and based on 
dietitian judgment or there is a protocol based on internal 
diligence.

 Theme 7: Enteral feeding ordering chain. This theme was 
divided into two subthemes: recommended by the dietitian 
and should be approved by the doctor first to be effective 
and direct by the dietitian.

 Theme 8: Formula preparation and labeling system. This 
theme was divided into three subthemes: nor special 
room with safety precaution for formula preparation 
neither labeling system, there is a special room without 
safety precaution for formula preparation and no labeling 
system, and there are a special room supervised by diet 
technician with safety precaution for formula preparation 
and labeling.

 Theme 9: Safety precautions to avoid overfeeding and 
aspiration. This theme was divided into three subthemes: 
no protocol, dietitian has no role only doctors, there is a 
protocol for aspiration but not overfeeding, and there is a 
protocol for aspiration and overfeeding.

 Theme 10: Monitoring aspects and frequency. This theme 
was divided into four subthemes: no protocol based 
on internal diligence (clinical nutrition department), 
2–3 days (labs, weight, tolerance), 3–5 days (labs, weight, 
tolerance), and no protocol, patients seen on daily bases.

 Theme 11: Transition from enteral to oral feeding and 
evaluating food intake. This theme was divided into four 
subthemes: no protocol and dietitian have no role, there 
is a protocol, and it is based on dietitian recommendation, 
no evaluation for food intake, and dietitians use calorie 
count.

 Theme 12: Discharge plan of care. This theme was 
divided into three subthemes: no protocol, based on 
internal diligence (clinical nutrition department), there is 
a protocol for 1 to 2 weeks, and provide education.

Themes Regarding the Dietitian’s Enteral Feeding Obstacles 
During Their Management of Critically Ill Patients are:
 Theme 1: Lack of evidence-based guidelines and protocol. 

This theme was divided into two subthemes: no protocols 
in all current practices based on internal diligence and few 
protocols in some current practices based on international 
guidelines.

 Theme 2: Lack of clear dietitian’s role and poor 
interdisciplinary team communication. This theme was 
divided into five subthemes: absence of dietitian’s role, 
dietitian only recommending plan, dietitian not working 
in a multidisciplinary team, low medical team awareness 
of dietitian role, and delay may occur.

 Theme 3: Lack of follow-up after discharge. This theme 
with only one subtheme which is, some discharged 
patients are not following feeding recommendations.

 Theme 4: Lack of availability or/and preparation of the 
formula. This theme was divided into two subthemes: not 
having a special room equipped with the necessary tools 
to prepare formula safety and accurately and formula 
shortage.

Themes Regarding the Dietitian’s Enteral Feeding Needs 
During Their Management of Critically Ill Patients are:
 Theme 1: National evidence-based guideline and protocol. 

This theme was divided into five subthemes: merging 
current practices with international guidelines, having 



Alyumni, et al.: Dietitians’ practices of critically Ill patients

8International Journal of Health Sciences
Vol. 17, Issue 5 (September - October 2023)

Table 2: Themes and subthemes regarding RDs enteral feeding current practices, obstacles, and needs during the management of critically 
ill hospitalized patients in Riyadh, Saudi Arabia
Subtheme Comments Quotes

Current Practices Theme 1: Evidence-
based guidelines or protocol

a.  Guidelines or protocol based on 
internal diligence.

b.  Adopted international guidelines or 
protocols.

c.  Not following specific guidelines or 
protocols.

Most of the participants were adopting an 
international guideline. Whereas some of the 
participants were following protocols that are 
based on internal diligence. However, some of 
them were not following any specific guidelines 
or protocols.

“The protocols are based on ASPEN and ESPEN 
guidelines. However, I’m not sure if everyone is 
following it”.
“RDs have protocols, but build based on personal 
efforts and it is not followed strictly. The hospital not 
asking for”.
“We do not have specialized protocols, mostly RDs are 
following international guidelines. However, it is not 
mandatory.”

Current Practices Theme 2: Medical 
records and screening tools

a. SOAP note.
b. ADIME note.
c. Manual (not predesigned) note.
d. No screening tools.
e. Created screening tool. 
f.  Adopted an internationally validated 

screening tool.

Regarding medical records charting, most of the 
participants were using SOAP notes style while 
few of them were using ADIME notes or manual 
notes that were pre-designed by their working 
hospital.
Regarding screening tools, half of the participants 
were claimed that their working hospitals created 
them but did not test their validity, while one-third 
of the participants have no screening tools. Only 
a few of the participants adopted an international 
validated screening tool. 

“Not specific, we may use an interactive sheet or based 
on the RD’s form or style.”
“We have a form that follows the SOAP note style.”
“ADIME method”
“There is no screening nor criteria.” 
“We have created a screening tool, and I think it is 
similar to international tools with a specific referral 
system, and it is based on the screening’s score.” 
“We are following validated screening tool, which is 
the MUST screening tool.” 

Current Practices Theme 3: Eligibility 
criteria for enteral feeding

a. No criteria based on RD’s judgment.
b. There is a criterion.

Almost all of the participants reported that there 
are no specific or clear criteria, and it is based on 
RD’s judgment. In contrast, only a few of them 
reported that they have a clear criterion to follow. 

“It is based on personal judgment by the RD’s opinion.” 
“Yes, it is clear and written in our hospital policies; for 
example, if the patient is NPO for three days or patient 
with a high risk of aspiration, we must recommend 
Enteral feeding.”

Current Practices Theme 4: Enteral feeding 
timing and initiation

a.  Following a clear protocol for timing 
and initiation.

b.  Not following a protocol for timing 
and initiation.

Equally, half of the participants declare that they 
have a clear protocol for enteral feeding timing 
and initiation for critically ill patients, while the 
other half of the participants do not have a clear 
protocol for enteral feeding timing and initiation 
in critical settings.

“For critically ill patients, the time and initiation 
process depend mainly on the clinical experience with 
no followed protocols or guidelines.”
“There is a protocol, but it is not usually followed.”
“For ICU patients, we have a clear protocol.” 
“We usually start with a trophic feeding 
20 ml/hour,”“we start with 25 ml/hour and increase 
10 ml/hour until reach the goal based on internal 
diligence”, “we initiate enteral feeding within 24 hours, 
based on doctor’s order without following specific 
protocol,” and “we initiate enteral feeding within 24–72 
h based on doctor orders with a specific protocol.”

Current Practices Theme 5: Enteral feeding 
access site and delivery route

a.  No clear role for the RD, and it is 
based on the doctor’s decision. 

b.  There is protocol, and critically ill 
patients are usually on continuous 
feeding by doctor’s order.

Regarding the access site, most of the participants 
reported that it is based on the physician’s 
decision. In addition, most of the participants 
agreed that critically ill patients usually started 
with continuous feeding unless other indications. 

“Mostly, all of the critically ill patients are on 
continuous feeding unless others indicated.”
“Yes, we have a written protocol for the indication of 
each site. However, it is the physician’s responsibility to 
decide the site, and sometimes we may recommend.”

Current Practices Theme 6: Nutritional 
requirements

a. No protocol and based on RD 
judgment.
b.  There is a protocol based on internal 

diligence.

Two-third of the participants reported that they 
do not have a protocol to follow, and it mainly 
depends on RD’s experience on international 
guidelines, while only one-third of the participants 
reported that they have a protocol based on 
internal diligence. 

“Calculation protocols are clearly written in our 
manual.” 
“No protocol is followed. It is based on personal 
experience or ASPEN guidelines.”

(Contd...)
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Table 2: (Continued)
Subtheme Comments Quotes

Current Practices Theme 7: Enteral feeding 
ordering chain

a.  Recommended by RD and should 
be approved by the doctor first to be 
effective.

b. Direct by the RD.

Most of the participants stated that according 
to the hospital’s policy, enteral feeding 
recommendations must be approved by 
physicians first to be effective, whereas some of 
the participants confirmed that their orders are 
implemented directly. 

“The physician must verify my order.”
“It is direct by the RD orders.”

Current Practices Theme 8: Formula 
preparation and labeling system

a.  Nor special room with safety 
precautions for formula preparation 
neither labeling system.

b.  Having a special room without safety 
precautions for formula preparation 
and no labeling system.

c.  Having a special room supervised by a 
diet technician with safety precaution 
for formula preparations and labeling.

Most participants reported that they have a formula 
room with safety precautions for formula preparation 
with a clear labeling system. In contrast, some 
participants reported not having a special room 
with safety precautions for formula preparation 
or labeling system. Only one of the participants 
claimed that they have a special room for formula 
preparation but without safety precautions for 
formula preparation and no labeling system. 

“Yes, we have a formula room that runs under the diet 
technician’s supervision, and safety precautions were 
followed. Moreover, all formulas are labeled clearly.”
“We do not have formula room, and the preparation 
was done in the bedside without safety precaution nor 
labeling system.”
“We have formula room, but we do not have safety 
precaution usually in the bedside the nurse does it.”

Current Practices Theme 9: Safety 
precautions to avoid overfeeding and 
aspiration

a.  No protocol, RD has no role only 
doctors.

b.  There is a protocol for aspiration but 
not overfeeding.

c.  There is a protocol for aspiration and 
overfeeding.

Almost all participants stated that they have a 
protocol for aspiration while no clear protocol 
for overfeeding to be followed, while few of 
the participants reported that they have a clear 
protocol for aspiration and overfeeding to be 
followed. 
Only a few of the participants informed that there 
is no specific protocol, and the RD has no role. 

“There is no protocol, and the RD has no role.” 
“Yes, we have written protocols on how to avoid 
aspiration and overfeeding that carried out from RDs’ 
side and the nurses’ side. With unlimited access to all 
the health care professionals.”
“Yes, we have protocols, especially with aspiration. 
However, with overfeeding, there is no clear protocol 
and depends mainly on personal experience.”

Current Practices Theme 10: Monitoring 
aspects and frequency

a.  No protocol based on internal 
diligence (clinical nutrition 
department).

b. 2–3 days (labs, weight, tolerance).
c. 3–5 days (labs, weight, tolerance).
d. Patients are seen on a daily basis.

More than one-third of the participants reported 
that they do not have a protocol regarding the 
frequency of following up with patients; it is 
based on internal diligence of internal department 
efforts. In contrast, some of the participants 
declare that they usually follow up with patients 
daily. Whereas, only a few of the participants 
stated that they follow up with patients from two 
to three days or three to five days.
Regarding the monitoring aspects, almost most 
participants are monitoring patients’ aspects 
that are mostly related to laboratory results and 
feeding tolerance.

“No protocols for follow-up, based on department 
efforts.”
“Daily and as needed, and we monitor the lab result 
and the feeding tolerance.”
“As per policy, every 3–5 days, and the aspects mostly 
related to labs and tolerance.”
“Based on department efforts  
2–3 days, we monitor the labs and tolerance.” 
“Aspects that we monitor are mostly related to 
laboratory tests, and tolerance.”

Current Practices Theme 11: Transition 
from enteral to oral feeding and evaluating 
food intake

a. No protocol, and RD have no role.
b.  There is a protocol, and it is based on 

RD recommendations.
c. No evaluation for food intake.
d. RDs use calorie count.

Most participants stated that they do not have a 
clear transition protocol from enteral feeding to 
oral intake, and RD has no role, the decision can be 
made by only doctors or family members. While 
some other participants reported that they do have a 
protocol, and it is based on RD’s recommendation. 
Regarding the food intake evaluation during the 
transition process, most participants stated that RDs 
use the calorie count; however, it is not required for 
all the patients, and sometimes it is not completed.
Few participants reported that calorie count is 
mandatory during the transition process and 
must be documented and communicated to the 
interdisciplinary team.

“No protocol; it is usually based on the doctor or the 
family decision (RD cannot decide).”
“We have a protocol, and the RD has a role for giving 
a recommendation.”
“According to the hospital policy, it is mandatory, and 
the results must be documented and communicated 
to the medical team. However, sometimes it is not 
completed.”
“We have a calorie count, but it is not applied for all 
the patients.”
“We have calorie count form but not mandatory to all 
patients; it depends on RD decision.”

(Contd...)
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Table 2: (Continued)
Subtheme Comments Quotes

Current Practices Theme 12: Discharge 
plan of care

a.  No protocol, based on internal 
diligence (clinical nutrition 
department).

b. There is a protocol for 1 to 2 weeks.
c. Provide nutrition education.

Some participants reported that they do not have 
a clear protocol for discharge plan of patient care, 
but it is based on internal diligence of department 
efforts, while some others reported that they have 
a protocol for a patient discharge plan of care 
for one or two weeks after discharge from the 
intensive care unit. 
Few participants reported that they might not 
provide education for ICU patients before discharge. 

“We have a discharge form; this form is from 
department efforts, and sometimes the RD may give 
extra education for the patients.”
“With critically ill patients, we do not provide 
education before discharge.”
“We usually give a discharge plan for 1 to 2 weeks.”

Obstacles Theme 1: Lack of evidence-
based guidelines and protocol

a.  No protocols in all current practices 
are based on internal diligence. 

b.  Few protocols in some current practices 
are based on international guidelines.

Some participants mentioned that the lack of clear 
protocols to guide the RDs and multidisciplinary 
teams is an obstacle in their enteral feeding 
practices.

“We need protocols and manuals for critically ill 
patients to guide the RDs’ practices.”
“Sometimes, long NPO period with no clear protocol 
regarding this issue.”

Obstacles Theme 2: Lack of clear RD’s 
role and poor interdisciplinary team 
communication

a. Absence of RD’s role.
b. RD is only recommending a plan.
c.  RD is not working in a 

multidisciplinary team.
d. Low medical team awareness of RD role.
e. Delay may occur.

More than half of the participants reported that 
RD’s orders must be carried out by the physician 
to be effective, which may delay the orders 
and affect the feeding delivery. In addition to 
absence and low awareness of the RD’s role in 
the multidisciplinary team, especially in deciding 
the enteral feeding eligible patients and enteral 
feeding site.

“Some problems are related to the order 
communication channel. Since the order must be 
carried out from physician and delay may occurred.”
“The RD is not involved in the EN decision (indication, 
eligibility)”.
“Interfering from other team members, especially 
physicians, and overstepping my defined role. This is 
the main obstacle for me.”
“In the ICU, medical team sometimes not collaborating 
or following the RD’s orders.”

Obstacles Theme 3: Lack of follow up 
after discharge

a.  Some discharged patients are not 
following feeding recommendations.

Few participants reported that the discharge 
plan might not be followed due to a lack of 
documentation and referral system issues.

“Sometimes patients come from different cities, and 
there is limited access to RD consultations or no 
referrals. Thus, the patient’s feeding plan should be 
documented in patient medical files to assure the post-
discharge adequate delivery.”

Obstacles Theme 4: Lack of availability or/
and preparation of the formula

a.  Not having a special room equipped 
with the necessary tools to prepare 
formulas safely and accurately.

b. Formula shortage.

Some participants stated that formula shortage is an 
obstacle in EN care. In addition, few participants 
reported that the lack of a special formula room 
equipped with necessary tools and trained 
personnel affects the safety and feeding delivery.

“The main obstacle for me is the preparation accuracy 
(additives).”
 “We have to use some other unsuitable formula for the 
patients due to formula unavailability.”

Needs Theme 1: National evidence-based 
guidelines and protocol

a.  Merging current practices with 
international guidelines.

b. Having local nutrient reference value.
c. Having a national expert panel.
d.  A personalized plan is sometimes 

needed.
e. Having a local primary research center.

Almost all participants agreed that national 
protocols and guidelines tailored based on our 
population characteristics are highly needed. 
In addition, few of them stated that national 
guidelines must be established by national expert 
panels from several institutions and based on local 
primary researchbesides international guidelines.
Furthermore, most participants emphasized that 
individualized plans based on personal experience 
are sometimes used with some patients. 

“We should have our calculations and formula 
(nutrients requirements) designed based on our local 
population needs.”
“The international guidelines are not specifically 
designed for our population.”
“We need national guidelines regarding feeding site, 
timing, route, and clear protocols for ICU patients.”
“I believe that we must have local research in order to 
develop national guidelines.”
“I support the need for national guidelines. However, 
the involvement of an interdisciplinary team (including 
RDs, nurses, pharmacists, and physicians) with 
representatives from different universities (academic 
part) and hospitals is a must to develop a practical 
enteral feeding national guidelines.”

(Contd...)
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local nutrient reference value, having national expert 
panel, personalized plan sometimes needed, and having 
local primary research.

 Theme 2: Clear dietitian role. This theme was divided 
into two subthemes: orders should come from dietitian 
and working in a multidisciplinary manner with clearly 
defined roles and responsibilities.

 Theme 3: Follow-up after discharge. This theme with only 
one subtheme which is, the dietitian should follow-up 
patient after discharge.

 Theme 4: Accurate preparation of the formula. This theme 
was divided into two subthemes: having a special room for 
formula preparation supervised by specialized personnel 
and having enough supplies.

Discussion

Participants frequently reported no specific or clear criteria 
regarding the eligibility of patients indicated for enteral 
feeding, and it is based on RD’s judgment. In addition, most of 
the participants declared that they do not have a clear protocol 
for enteral feeding timing and initiation in critical settings. 
Furthermore, most participants reported that it is based on the 
physician’s decision regarding the access site. In contrast, most 
participants agreed that critically ill patients usually started 
with continuous feeding unless other indications. The main 
obstacles that participants were facing were the lack of clear 
protocols to guide the RD during enteral feeding practices and 
low awareness of the RD’s role in the multidisciplinary team, 
especially in their ordering communication channel. Poor 

communication between the multidisciplinary team and lack of 
the RD’s ordering privileges may negatively impact and delays 
the ordering time of nutritional intervention.[10]Additionally, 
almost all participants agreed that national guidelines and 
protocols based on our population characteristics, are highly 
needed.

Most of the focus group participants emphasized on adoption of 
international guidelines in their enteral feeding practices. This 
is in line with the standards of ASPEN and ESPEN guidelines 
in enteral feeding practices in critically ill patients for RD.[9,11] 
However, adopting international guidelines does not mean 
that it is being followed and applied by the RD’s practices 
since it is not mandatory, and hospitals are not implementing 
it as claimed by a few of the participants in the focus groups. 
A retrospective review found that adopting international 
guidelines with inadequate compliance and implementation 
resulted in ineffective outcomes.[12,13]This highlights the 
need for effective monitoring and surveillance for the actual 
implementation; otherwise, there will be no effective patient 
outcome for neither adopted international guidelines nor 
created policy.[12,13]

One of the obstacles highlighted by some participants was the 
lack of clear protocols and guidelines to guide the RDs in their 
enteral feeding practices. Additionally, almost all participants 
mentioned the essential need for national guidelines and 
protocols tailored and designed based on the local population 
characteristics, including special calculations, formulas, and 
nutrient reference values. In addition, a few of them suggested 

Table 2: (Continued)
Subtheme Comments Quotes

Needs Theme 2: Clear RD role

a. Orders should come from RD.
b.  Working in a multidisciplinary 

manner with clearly defined roles and 
responsibilities.

Some of the participants reported the necessity 
of giving RDs the order privilege to improve 
the feeding delivery. Furthermore, the 
multidisciplinary team’s members must be aware 
of each discipline’s role and responsibility.

“Raise awareness of the RD role among doctors and 
nurses.”
“The important role of RD and clarify the roles for 
everyone in the team.” 
“Guidelines shared with all RDs and involved the 
multidisciplinary teams.”
“We need to solve the problems related to the order 
communication channel. Since the order must be 
carried out from physician first, which may delay the 
RDs’ orders and recommendations.”

Needs Theme 3: Follow-up after discharge

a.  RD should follow up with the patient 
after discharge.

Few participants stated that enteral feeding must 
be continued after discharge, and RD in the 
outpatient clinic or other services must follow up 
with patients.

“We need post-ICU program so that the patient can be 
followed up after discharge.”

Needs Theme 4: Accurate preparation of 
the formula

a.  Having a special room for formula 
preparation supervised by specialized 
personal.

b. Having enough supplies.

Some participants stated the importance of having 
formula rooms equipped with trained personnel 
and tools in each hospital to improve delivery 
and safety besides assuring a sufficient formula 
supply.

“The preparation accuracy (additives) is an obstacle 
for me.”
“Due to formula unavailability, we have to use another 
formula that might not be suitable for the patients.”

Majority means more than 75%, Most means more than 50%, Some means less than 50% and more than 25%, and Few means less than 25%
MOH: Ministry of health, ICU: Intensive care unit, en: Enteral nutrition, CBAHI: The Saudi central board for accreditation of healthcare institutions, JCI: Joint commission international, ESPEN: The 
European society of critical care medicine, ASPEN: The American society for parenteral and enteral nutrition, SOAP note: Subjective, objective, assessment, and plan note ADIME note: Malnutrition 
universal screening tool note MUST: Malnutrition universal screening tool, NPO: Nothing by mouth (from the Latin nil per os)
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that the development of national guidelines could be developed 
by national experts panel from different institutions to 
adequately address the needs. Specifically tailored guidelines 
will greatly enhance the facilities toward an appropriate and 
effective intervention to improve the outcomes of enteral 
feeding practices.[9,14]

In addition, most of the participants reported no specific 
and clear criteria for identifying eligible patients for enteral 
feeding. Having a clear criterion or protocol for detecting 
eligible patients for enteral feeding is an important aspect of 
comprehensive nutritional therapy, especially for critically 
ill patients.[11]As revealed by a prospective study that aimed 
to assess whether nutrition support criteria could improve 
the nutritional support for critically ill patients. They clarify 
that having clear criteria for an eligible patient to start with 
enteral feeding and support resulted positively in respect to 
an effective nutrients delivery and rapid increment of enteral 
feeding delivery, which contribute to adequately meeting the 
nutritional needs and requirements for critically ill patients.[15]

Although half of the participants declare that they have a 
protocol concerning enteral feeding timing and initiation, 
they mentioned that it is not usually followed. The included 
participants have greatly noticed huge differences in the 
current practices. Following a clear protocol regarding enteral 
feeding timing and intuition is one of the essential elements of 
providing an effective EN therapy plan.[11]As evidenced by a 
recent cross-sectional study that protocols when followed by 
RD will be reflected positively on patient’s outcomes. This 
includes meeting the patient’s nutritional requirements and 
improving gastrointestinal tolerance through EN therapy.[16]

Furthermore, a survey conducted to gain an overview of 
the current practices of enteral feeding for adult patients in 
intensive care units found variation among European intensive 
care units in enteral feeding practices. This study revealed 
that many intensive care units’ practices do not adopt an 
international guideline for enteral feeding. In addition, using 
a nutritional screening tool will lead to an effective nutritional 
assessment, resulting in benefits from intensive care units’ 
outcomes. They highlighted that monitoring the enteral feeding 
practices parallel with adopting an evidence-based guidelines 
developed by a multidisciplinary professional team will certify 
an appropriate, safe, and efficient management of critically ill 
patients receiving enteral feeding. Hence, they conclude that 
the need for identifying a scope regarding the current practices 
to develop an evidence-based guideline for enteral feeding 
practices is essential for European intensive care units. This 
will greatly enhance facilities toward tailoring appropriate 
intervention to improve enteral feeding practices.[9,14]

Furthermore, a previous review study aimed to assess 
enteral feeding practices in critically ill patients. They found 
contradictory practices for managing ICU patients regarding 
determining the optimal initiation time for enteral feeding, 

estimation of nutritional requirements, and choosing suitable 
formulas were noticed. However, in critically ill patients, 
severely malnourished cases are considered a major issue 
due to the associated severe illnesses, severe catabolic state, 
and stress. Thus, standardizing the enteral feeding practices is 
considered an important aspect in addressing and managing a 
patient’s critical condition appropriately.[17]

On the other hand, most participants stated that the physician 
must approve the RD’s orders first to be effective, which is 
in line with CBAHI standards.[18] However, they mentioned 
an obstacle regarding this matter: waiting for the physician’s 
approval may delay their orders and negatively affect enteral 
feeding delivery. They highlighted the essential needs for 
giving RDs the order privilege to improve feeding delivery. As 
evidenced by a recent retrospective study that aimed to measure 
the effectiveness of providing RD writing orders privileges 
for enteral feeding administration in critical care units and to 
be effective directly without the physician’s approval. They 
found that a significant improvement in protein delivery in ICU 
patients. Since adequate nutritional support is allied positively 
with patient’s improvement and outcomes during critical 
illnesses, effectively accelerating the nutritional care plan 
implementation will contribute toward positive outcomes.[19]

Furthermore, the participants also mentioned the lack of a clear 
RD’s role and poor interdisciplinary team communication as 
an obstacle. In addition, they reported the need for clarifying 
the RD’s role for each member in the multidisciplinary team. 
As illustrated and recommended by ASPEN guidelines, 
a structured nutritional support service must include RD, 
physician, nurse, and pharmacist. Each member of the 
multidisciplinary team must be aware of each member’s role 
and follow clear standards of practices and responsibility for 
each discipline to achieve a competent health care service.[20]

Concerning discharge plan of care, focus group participants 
reported differences in their practices of performing the 
discharge plan of care. Moreover, few of them reported the 
absence of follow-up after a patient’s discharge as an obstacle 
they faced. Besides, they draw attention to the need to follow up 
with enteral feeding patients after discharge to ensure adequate 
feeding intake. However, a recent narrative review revealed 
that post ICU discharge plan of care is essential to reduce the 
possibility of patients from becoming a “victim” of delayed 
recovery due to inadequate nutrients intake. Additionally, 
according to CBAHI standards and JCI policy, an individualized 
discharge plan of care must be established and prescribed to 
ensure and maintain nutritional targets and continuing enteral 
feeding tolerance post-ICU discharge.[9,18,21-23]

Regarding the formula preparation and labeling system, some 
participants during the focus group discussion declared the lack 
of an appropriate and special room with safety precautions 
for preparing EN formulas and without formulas labeling. 
However, according to ASPEN safe practices guidelines for 
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EN, emphasized the importance of safe formula preparation 
room with labeling system.[9,20,24] A recent review highlighted 
that ICU patients are at higher risk of infection when compared 
to other patients due to their condition of immunocompromised 
situation. Thus, EN formulas when prepared at patient’s 
bedside or kitchen without safety precautions may increase 
the risk of contamination. Contaminated EN formulas might 
contribute to gastrointestinal disturbance, feeding intolerance, 
and morbidity.[25] Furthermore, EN’s formula should be labeled 
with the formula’s content, patient’s name, and medical record 
number with clear indication that formula is intended for tube 
feeding administration.[10]This appropriate practice during the 
management of enterally fed critically ill patients should be 
adopted in order to reduce the risk ofcontamination, improve 
the nutrition delivery to patients, and to make this intervention 
safe for ICU patients.[25]

Those different practices, obstacles, and needs were noticed, 
increasing the demand to develop national nutritional guidelines 
and protocols tailored to local population characteristics. This 
study identified the gaps compared to international guidelines 
and protocols, which may help in building evidence-based 
guidelines for enteral feeding in Saudi hospitals.

Strengths and limitations
To our knowledge, this is the first study that identified the 
current clinical dietitian’s practice of enteral feeding during the 
management of critically ill patients in Riyadh’s hospitals and 
identify the practitioner’s needs and obstacles. However, the 
generalizability of the study’s results is limited. Further local 
primary research is needed to clarify the evidence.

Conclusion and Recommendations

To conclude, critically ill patients are at high risk of being 
malnourished due to stress-related metabolic responses 
and higher catabolic rates. However, differences in enteral 
feeding practices in different Saudi hospital settings have been 
noticed. The essential needs for local primary research and 
nutrients reference values are important to develop national 
evidence-based guidelines and protocols which are greatly 
highlighted. Evidence-based guidelines will help decision-
makers standardize a protocol for enteral feeding in Saudi 
hospitals, which will benefit local accreditation agencies 
for quality assurance purposes. Developing unified national 
protocol and guidelines, including clear protocol for follow-
up critically ill patients upon discharge and a special formula 
preparation room equipped with appropriate tools and trained 
personnel, will result in more homogeneous practices. This 
qualitative study shows different enteral feeding practices, 
obstacles, and needs among registered dietitians. Thus, the 
need for developing national nutritional guidelines tailored to 
local population characteristics is highlighted. According to the 
Saudi Standard Classification of Educational Specialties and 
Occupations, RD’s have defined clear roles. One of the main 

RD’s roles is to provide EN therapy care plan for critically 
ill patients.[16,26,27] It is recommended that all concerned 
institutions and sectors, including educational, training, and 
practical institutions to modify their standards, protocols, and 
competencies accordingly. The national guidelines should be 
compatible with the defined RD’s role with clear standards 
of practices and responsibilities for each discipline in order 
to achieve a competent health care service. Standardizing the 
RD’s enteral feeding practices will be reflected positively 
on improvingpatient’s health outcomes by enhancing their 
nutritional status. In addition, it will assist in reducing the cost 
burden on governmental health institutions by cutting budgets 
and shortening the possible length of stay.
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