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1. Introduction
This is the nutrition policy for mental health services for adults, children and young
people,, people with dementia, secure and forensic mental health services, specialist
services, prison health and learning disability services; This policy is intended for all
Trust staff, volunteers, and contractors.
There are a number of local policies or national guidelines relating to specific areas of
clinical nutrition, which are referenced or linked throughout this policy.
Providing adequate nutrition and identifying and treating malnutrition is the
responsibility of all individuals employed in the Trust. It is estimated that malnutrition
alone costs NHS England £19.6 billion per annum (BAPEN 2011).
Mental health service users experience higher rates of physical health problems than
the general population. There is a growing body of research which indicates that food
plays an important role in the development, management and prevention of specific
mental health problems.
Malnutrition is particularly evident in older people with mental health problems and
with a continuous rise in the number of people in the UK in the over 65 age group, a
proportional increase in the cases of dementia is expected.
Poor diet when coupled with medications commonly used in the treatment of mental
health problems such as antipsychotics and antidepressants, can incur rapid weight
gain, leading to physical problems such as increased blood pressure and cholesterol
levels. This can cause chronic conditions such as cardiovascular disease, type 2
diabetes, obesity, certain cancers, shorter life expectancy and further psychological
problems. Providing education and advice on healthy eating in the management of
obesity and its co-morbidities is essential.
Evidence from the National Patient Safety Agency’s (NPSA) National Reporting and
Learning System has identified dehydration as a patient safety issue - medical
evidence shows that good hydration can assist in the management of diabetes and
help prevent pressure ulcers, constipation, urinary tract infections and incontinence,
kidney stones, heart disease, low blood pressure, cognitive impairment, falls, poor
oral health, skin conditions and many other illnesses.
Every member of staff has a part to play in meeting all service users’ nutrition and
hydration needs. The importance of nutrition is reflected in standards set by the Care
Quality Commission, Essence of Care and an increasing number of NICE guidelines,
in particular on nutrition support (NICE, 2006) and obesity (NICE, 2006).
1.1 Purpose of policy
To ensure that the Trust always provides easy access to adequate nutrition. This is a
basic human right that should be recognised by all health care personnel.
To ensure staff awareness of the need for adequate nutrition for the prevention of
malnutrition and its associated complications.
To explain the procedure for ensuring service users are screened to identify those
with or at risk of malnutrition/ obesity.
To explain the procedure to follow if a patient is identified to have or be at risk of
malnutrition/ obesity.
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To ensure that the Trust maintains the dignity and respect of all service users
ensuring that they receive timely care and treatment with due consideration given to
their dietary needs, that meets age, cultural background, disability, gender, sexuality
and spiritual and religious beliefs.
To ensure that staff access relevant training and are aware of the means by which
they can facilitate adequate nutrition for their client or patient group.
1.2 Definitions
There are no definitions.
1.3 Scope of policy
This policy will apply to people who access services provided by Sussex Partnership
NHS Foundation Trust.
This policy applies to all staff employed by or contracted to the Trust.
The Trust will correctly identify and provide advice, support and appropriate referral
and/or signposting to service users who require all forms of nutrition advice and
support.
The Trust will ensure that the dietary needs of its service users are considered in
accordance with government guidelines by managing malnutrition and providing
dietary education and support for healthy eating.
The Trust will ensure that its staff are aware of the importance of nutrition in patient
care and are suitably trained and competent to carry out nutrition monitoring and give
appropriate advice.
All relevant service users will have a care plan, which identifies their nutritional care
needs and a clear indication of how these needs are to be met.
All health care professionals will ensure that people receiving nutrition support are
kept fully informed about their treatment.
The Trust will maintain a Food and Nutrition Steering Group. This will meet the needs
of Clinical Governance and the Care Quality Commission, as appropriate.
Corporate responsibility
The Care Quality Commission has the power to audit Trusts’ compliance with certain
nutritional standards and to issue improvement notices and financial penalties for
serious breaches.
Appropriate audits will be developed as part of and included within, the Trust clinical
audit programme.
1.4 Principles
Every member of staff has a part to play in meeting all service users’ nutrition and
hydration needs. The importance of nutrition is reflected in standards set by the Care
Quality Commission, Essence of Care and an increasing number of NICE guidelines,
in particular on nutrition support (NICE, 2012) and obesity (NICE, 2014)
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2.0 Policy Statement
All Trust clinical staff should be aware of and endeavour to understand the principles
and practice of providing adequate nutrition and hydration and recognising and acting
upon malnutrition and obesity to meet national and local standards.

3.0 Duties
It is the responsibility of all staff to follow Trust policies and nutritional protocols. All
Trust staff and teams have responsibilities for promoting healthy lifestyles and good
physical health amongst service users. Staff and teams will provide an appropriate
level of lifestyle assessment, lifestyle management advice and general health advice.
Staff and teams will provide relevant interventions where appropriate. The policy
author will ensure that this policy is reviewed at the agreed time, and that any actions
arising from its implementation are managed through the food and nutrition steering
group.
In addition various groups have particular responsibilities as set out below.
3.1 Governance
The food and nutrition steering group’s aim is to promote and monitor the Trust’s
compliance with guidance and standards relevant to nutritional care, including NICE
guidance, Care Quality Standards, Essence of Care standards and PEAT. The Group
will be chaired by the Director of Occupational Therapy. The group should include
membership from trust management, and include senior representation from medical
staff, catering, nursing, dietetic, speech and language therapy, pharmacy and other
healthcare professionals as appropriate.
The Food and Nutrition Steering Group should work with service directors to:




implement national recommendations and standards on provision of food and
drinks, and nutritional care
support the provision of appropriate training in nutrition for staff
assemble evidence as required to demonstrate that services meet Care
Quality Commission standards

3.2 Doctors
Doctors should:
 be aware of their responsibility for the nutrition and hydration of their service
users, as set out in the Royal College of Physicians document Nutrition and
Patients – a doctor’s responsibility (Royal College of Physicians, 2002), and
relevant NICE guidance (in particular CG32 Nutrition Support and CG43
Obesity)
 ensure that nutrition screening is completed at the appropriate times for service
users in their care
 check regularly that nutrition/hydration care plans are implemented and
reviewed
 be aware of the roles of other professionals, and make timely referrals for
specialist assessment and advice
 prescribe nutritional supplements appropriately in line with Trust procedures.
3.3 Dieticians
Dieticians (where available) have a responsibility to support improvements in nutrition
at every level by:
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providing nutrition assessment, planning and follow up as appropriate for
individual service users referred to them
advising staff on the preparation and implementation of nutrition care plans
providing information on food, drinks, nutrition and hydration to staff, service
users and carers as appropriate
providing accessible guidance for staff on nutrition risk screening and care with
particular attention to ensuring the needs are met of vulnerable patient groups
contributing to the monitoring of standards for practice associated with food and
nutrition (this will be on a consultation basis due to the small number of dietetic
staff)
Contracted meal suppliers to the trust should have in-house dietetic support to
advise on nutritional breakdown and allergen content of their products.







3.4 Matrons, Ward managers and team leaders
Responsibility for ensuring standards of food and nutrition are met for inpatients lies
with ward managers. This specifically includes ensuring that:







Their teams adhere to the Trust’s Nutrition and Food policy
The necessary equipment is available, in full working order, maintained and
accessible on each ward/team base.
Patients’ individual needs are identified by appropriate screening and are met
through care planning
Appropriate, user-friendly, up-to-date information about the food service is
available and accessible to all service users and carers, whatever their
communication needs
All patients admitted are screened for nutrition risk and special needs
concerning eating and drinking are identified
Staff have the appropriate knowledge and skills to implement this policy.

In addition, Ward Managers are responsible for ensuring that the ward environment is
conducive to eating and drinking. This includes the implementation of protected meal
times if adopted.
3.5 Named nurse- in-patient areas
Nutrition and hydration are part of the care of the individual patient, and as such the
responsibility of the named nurse. The named nurse should supervise the nutritional
care throughout the admission, and ensure that it is handed over appropriately on
discharge. Named nurses are responsible for ensuring that service users in their
care:







Are nutritionally screened within 72 hours of admission using the Malnutrition
Universal Screening Tool (MUST) on Carenotes which has been produced by
BAPEN (British Association for Parenteral and Enteral Nutrition).
have a nursing assessment of nutrition risk and any special needs concerning
eating and drinking, within 72 hours of admission
have their preferences for food and fluid identified accurately as soon as
possible after admission, using information from carers if necessary
have a care plan prepared if the result of the nutrition screen indicates this
are referred for more specialist help if considered necessary
Nursing staff will undertake training to enable them to fulfil these
responsibilities, in particular to be aware of specific nutritional vulnerabilities in
their client group.
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3.6 Catering staff
Catering staff are responsible for:








contributing to the setting and monitoring of standards for practice associated
with food and nutrition, in particular explicit standards for the food service for
variety, range of choice, presentation, quality, nutritional value, specific food
textures using IDDSI descriptors (pertaining to modified meals), quantity, and
appropriateness for health, cultural and religious needs, following the
published guidance as set out in the catering contract
implementing food provision using menus and recipes agreed by a catering
dietitian (where available) and catering manager,
understanding the handling and production of halal and kosher meats, as well
as meeting the religious requirements of service users while preparing and
plating food.
promoting good eating and drinking by presenting food and drinks attractively
and positively
supporting ward staff in achieving a pleasant environment for eating
undertaking training to enable them to fulfil these responsibilities.

3.7 Lead Practitioners(or most appropriate clinician)
The responsibility for physical care of service users in the community rests with
primary care services, but Trust staff have a responsibility to monitor for changes in
nutritional status and to help users to access primary care and other services as
needed.
Lead Practitioners/ Primary nurses are responsible for ensuring that service users in
their care:





undergo nutrition screening as part of the general physical health assessment.
have an appropriate care plan to monitor and reduce risk that is monitored and
reviewed
are referred to primary care or other professionals as appropriate, and support
to ensure this is followed up
are encouraged to eat and drink healthily to maximise their physical health

3.8 Occupational Therapists
Occupational therapists can support clients who are having problems with the
physical act of eating this includes:




Assessing people to determine where the difficulties lie.
Prescribing aids and adaptations such as adapted cutlery.
Supporting staff and carers to promote independent eating where possible and
appropriate.

3.9 Speech and Language Therapists
Speech and Language Therapists provide specialist assessment, treatment and
management for people with swallowing difficulties or ‘dysphagia’.
This includes



Assessing and identifying the level of impairment in swallow function, and
Identifying where possible modifications to manage the risk to the patient of
aspiration and or choking due to the impairment of swallow function.
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These may include modifications to texture and consistency of food and drink,
using IDDSI descriptors, as well as postural, behavioural and environmental
modifications.

Providing patients and ward staff with clear recommendations regarding management of
difficulties

4.0 Procedure
4.1 Equipment
All units must ensure that they have access to weighing scales that are serviced and
calibrated on an annual basis (to include scales which are suitable for those who are
unable to stand or walk). Weighing Scales Policy ref 048/2011/Risk
All units must have access to a height stick and tape measure for height
measurements and waist circumference respectively.
All broken/ damaged equipment must be reported immediately to the ward manager.
4.2 Hydration
4.2.1 Water is essential to health, and is one of the six basic nutrients (along with
carbohydrates, fats, vitamins, proteins and minerals), but is often overlooked. This
can result in vulnerable individuals missing out on the support they need to help
maintain a healthy level of hydration.
4.2.2

There is a lack of robust clinical evidence concerning daily fluid requirements.
Current best practice guidelines suggest 8 decent-sized glasses (at least 250ml per
glass) per day is adequate. This is equivalent to 2 litres. . Another way to calculate
requirements is : <65yr – 35ml/kg or >65yr – 30ml/kg). What we do know is that
most individuals, especially older individuals, drink less than this, and mild
dehydration is very common. It is vital to encourage individuals (and staff) to drink
more. However care should be taken to prevent patients filling up with water when
their food and drink intake needs to be energy dense.

4.2.3 The colour of urine can be a very useful guide to good hydration. Urine that is
plentiful, odourless and pale in colour generally indicates that an individual is well
hydrated. Dark, strong-smelling urine could be a sign of too little fluid. However,
since a few medical conditions, certain medicines and some vitamins can add
colour to urine, it is best to use this method only as a guide. Monitoring fluid intake
would be the method of choice.
4.2.4 Practical suggestions for encouraging fluid intake:
British Dietetic Association, Fluid- why do you need it and how to get enough;
http://www.bda.uk.com/foodfacts/fluid.pdf
Royal college of nursing, Hospital hydration best practice toolkit
http://www.rcn.org.uk/data/assets/pdffile/0003/70383/6-tips.pdf
4.3 Nutritional screening
4.3.1 Anyone admitted to an inpatient facility within the Trust will undergo a baseline
assessment at the point of admission. This will be completed by a nurse. A physical
assessment and examination by a doctor, will normally take place within 24 hours of
admission (Royal College of Psychiatrists 2009) – as outlined in the Trust Policy,
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guidance number; TP/CL/017 /Clinical; Physical Health Assessment and
Monitoring Policy . Baseline observations in this assessment include; weight
height and body mass index.
4.3.2

As an addition to the baseline assessment, all patients must be nutritionally
screened within 72 hours using the Malnutrition Universal Screening Tool (MUST)
which has been approved by BAPEN (British Association for Parenteral and Enteral
Nutrition). Records of nutrition screening must be kept and an appropriate care plan
should be developed for the individual.

4.3.3 Nutritional needs of community clients should be assessed as part of the initial
assessment process.
4.3.4 Refusal/ non compliance must be documented in the notes and screening should
take place as soon as possible thereafter. If a child is admitted they will have their
height and weight recorded on an appropriate chart. This will be compared with any
historical data.
4.3.5 Following the initial 72 hour screening service users on inpatient units must be
weighed weekly and nutritionally screened monthly.
4.3.6 Patients will be monitored according to their nutrition risk score and those at high
risk will be referred to a dietitian. Anybody with a history of an eating disorder or
disordered eating will be discussed within the multidisciplinary team and referred to
a specialist service if deemed appropriate.
4.3.7 Contribution of nutritional needs to person’s mental health state must be considered
during treatment and when introducing medication for mental health needs.
4.3.8 Staff must ensure that when they are assessing the nutritional needs of patients,
religious cultural and ethnic backgrounds of service users are investigated. Staff
must not, however, make assumptions about the type of food an individual might
wish to eat. Individual patient choices about food preferences must always be
established and respected.
4.3.9 Consideration should be given to the psychological orientation, cognitive capacity
and physical capability of the service user, in order to determine whether a problem
in any of these areas may affect the service user’s nutritional intake.
4.3.10 The screening should also assess for any difficulties in swallowing. If these are
identified, the clinical team should follow the guidelines set out in Trust policy;
guidance number 119/2011/Clinical; Dysphagia Clinical Practice
4.4 Malnutrition
4.4.1 Malnutrition is a state in which a deficiency of nutrients such as energy, protein,
vitamins, and minerals causes measurable adverse effects on tissue composition,
function or clinical outcome
4.4.2 Treatment and care should take into account patients’ needs and preferences.
People with malnutrition should have the opportunity to make informed decisions
/about their care and treatment, in partnership with their health professionals. When
patients do not have the capacity to make decisions, healthcare professionals should
follow the Trust guidelines on Consent to Treatment.
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4.4.3 “Malnourished”, is defined as:




A Body Mass Index (BMI) of less than 18.5kgm-2.
Unintentional weight loss greater than 10% within the last 3-6 months.
A BMI of less than 20.0kgm-2 and unintentional weight loss greater than 5%
within the last 3-6 months.

NB – A person may be malnourished but not underweight due to poor diet, substance
misuse or physical illness. And is at risk of malnutrition if they



Have eaten little or nothing for more than 5 days and/or are likely to eat little or
nothing for the next 5 days or longer.
Have a poor absorptive capacity, and/or have high nutrient losses and/or have
increased nutritional needs from causes, such as catabolism.

4.4.4 Where a service user is identified as at ‘low risk of malnutrition’, the appropriate
dietary management should be followed according to the Malnutrition Universal
Screening Tool (MUST); MUST score 0





Document score
No intervention required
Repeat assessment of risk
Weigh weekly and nutrition screen monthly or sooner if condition changes

Where a service user is identified as ‘at medium risk of malnutrition’, the following
action should be followed; MUST score 1









Document score
Document dietary intake for at least 3 days on food/ fluid chart
Support/ supervise at mealtimes
Write a nutrition care plan in nursing notes, setting clear aims to increase overall
nutritional intake and review weekly
Repeat assessment of risk
Weight weekly and nutrition screen monthly or sooner if condition changes
If after 1 month oral intake is adequate or improves continue with routine clinical
care
If no improvement then treat as high risk.

Where a service user is identified as ‘at high risk of malnutrition’, the following action
should be followed; MUST score 2-6










Document score
Document dietary intake for at least 7 days on food/ fluid record charts
Support/ supervise at mealtimes
Write a nutrition care plan in nursing notes, setting clear aims to increase overall
nutritional intake and review weekly
Offer supplementary menu (below)
Repeat assessment of risk
Weight weely and nutrition screen monthly or sooner if condition changes
If nutritional intake improves then continue to monitor. If supplementary menu
does not result in improvement in 4 weeks then refer to dietitian
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4.4.5 Nutritional supplements should not be given as first line nutrition support and should
only be considered if clinical interventions to improve nutrition through normal food
intake (as above) is insufficient, or on the advice of a Dietitian. Nutritional
supplements should only be considered when the individual is unlikely to meet their
nutritional requirements through diet alone and there is likely improvement to the
individual’s nutritional status and quality of life.
4.4.6 Before referring an individual to a dietitian, please ensure appropriate nutrition advice
as instructed with the nutrition screening tool has first been trialled (as above) and the
patient has been scored a 2 or more.
4.4.7 Further information;
NICE Clinical Guideline 32 – Nutrition Support in Adults (NICE, 2006 updated 2012);
http://www.nice.org.uk/nicemedia/live/10978/29978/29978.pdf

4.5 Overweight / Obesity
4.5.1 Where assessment indicates a BMI of ≥28kg/m2 with 1 or more related comorbidities (diabetes, high BP or CHD) or unplanned weight gain has been seen of
more than 10% in 3 months the service users care co-ordinator or primary nurse must
give the service user the opportunity to explore the possible causes of the high BMI.
Areas to be discussed include;









Readiness to change
Exercise
Dietary patterns
Substance misuse
Medication side effects
Consequences of physical illness
Agreement of appropriate care plan
Interest of service user to know more; group or individual weight management
education

4.5.2 Staff should consider referring services users to appropriate therapists; Local weight
management services, Healthy Lifestyle Team, physiotherapy, gym/ recreation staff
and/ or psychology if further intervention is needed after the above measures of
treatment have been trailed.
4.5.3 Care plans developed to address a high BMI must be formulated and given to the
service user as well as kept in the patient’s records.
4.5.4 If the service user is not interested or further intervention is not needed repeat
nutrition screening, review care plan and weight check monthly and offer further
support.
4.5.5 Further information;
NICE clinical guideline 43, quick reference guide, Obesity, 2006 updated 2015
http://www.nice.org.uk/nicemedia/live/11000/30365/30365.pdf
British Dietetic Association, weight loss factsheet
http://www.bda.uk.com/foodfacts/Want2LoseWeight.pdf
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4.6 Protected mealtimes
4.6.1 Protected Mealtimes are periods on a hospital ward or inpatient facility when all nonurgent clinical activity stops. During these times individuals are able to eat without
being interrupted and staff can offer assistance.
4.6.2 Research shows that individuals who are not interrupted and receive appropriate
service and support during mealtimes are happier, more relaxed and eat more.
4.6.3 The ward environment, presentation of food and the timing and content of meals are
important elements in encouraging patients to eat well. The importance of mealtimes
needs to be re-emphasised and ward based staff given the opportunity to focus on
the nutritional requirements of patients at mealtimes.
4.6.4 Food and the service of food is now regarded by many as an essential part of
treatment. Mealtimes are not only a vehicle to provide patients/clients with adequate
nutrition but also provide an opportunity to support social interaction amongst
patients/clients.
4.6.5 The Trust supports the adoption of Protected Mealtimes to minimise unnecessary
and avoidable interruptions, provide an environment conducive to eating and assist
staff to provide patients/clients with support and assistance with meals. Matrons are
encouraged to consider the introduction of protected mealtimes on their wards, a
sample policy is provided in Appendix 3. The principles of protected mealtimes
should be clearly communicated to visitors and carers. Carers and visitors can
support patients/clients with food and should be supported in this role if appropriate.
4.6.6 When the nutrition screen indicates that a service user needs assistance or support
with eating or drinking, a care plan should be made to meet these needs in a way that
is safe, effective, and respects their dignity. The plan should include appropriate
monitoring.
4.6.7 Any service user who finds it difficult to eat in the usual dining area, or at usual
mealtimes, should be provided with appropriate food in a way that meets their needs.
4.6.8 Staff need to respond to the needs of clients who are observing religious
celebrations (such as Ramadan). At these times food may need to be provided
outside of the protected mealtime. Any food must be of the same standard and
variety as that normally provided.
4.6.9 Food and drink should be presented in an appetising way to encourage enjoyment.
This included modified texture diets.
Further Information
Hospital Caterers Association, Better hospital food, Protected mealtimes
http://www.hospitalcaterers.org/better-hospital-food/protected-mealtimes.php
National Patient Safety Agency, Nutrition factsheets;
http://www.nrls.npsa.nhs.uk/resources/?entryid45=59865&q=0%c2%acnutrition%c2%
ac
4.7 Catering and Requesting Modified Texture Meals
After assessment by a dietitian or speech and language therapist a recommendation
for a modified texture diet may be indicated. Modified texture diets will be
recommended using the International Dysphagia Diet Standardisation Initiative
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(IDDSI) standard terminology with a colour and numerical index to describe texture
modification for food and drink. See appendix 4.
However, in some circumstances patients may be admitted ALREADY ON a
Modified Texture Diet, in which case the patient will need to continue on this pending
a review by speech and language therapy. In some instances a patient will be
identified as requiring a Modified texture diet immediately by staff without a dietetic or
speech and language therapist assessing first. E.g. if the patient has no teeth or
dentures for example and is unable to chew, or the patient has oesophageal issues
and is being already managed on a Modified texture diet, or where the patient may
have had structural or mechanical changes to their mouth or throat e.g. oral cancer
and is being managed on a modified texture diet.

5.0 Development, consultation and ratification
Stakeholders were invited to contribute to this policy through the nutrition steering
group, and Matrons meeting. Where information was required on a particular
speciality topic, the professional group(s) involved in that topic were contacted
directly and invited to submit or check the information required.
The following have also contributed to this policy and the policy author would like to
thank them for their contributions



All members of the Nutrition Steering Group
Director of Therapies at Southwest London and St Georges NHS Trust for kindly
sharing their food and nutrition policy.

6.0 Equality and Human Rights Impact Assessment (EHRIA)
This policy has undergone an EHRIA in accordance with the Trust procedural
documents policy.

7.0 Monitoring Compliance
A nutrition audit is built into the Trust audit plan, to monitor compliance to this policy.

8.0 Dissemination and Implementation of policy
This policy will be uploaded to the Trust’s clinical policy page and advertised in the
Partnership Bulletin.

9.0 Document control including archive arrangements
The Governance Support Team will place updated versions of this policy on the
Trust’s policy webpages. The Trust’s Partnership Bulletin will alert stakeholders to the
issuing of the policy and any subsequently revised versions.
This policy will be archived in accordance with the Trust’s procedural documents
policy.
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Appendix 1

Staff Patient and Visitor Information Leaflet
Guidance for bringing food into hospital
Good food and nutrition is important for patients. Some relatives may wish to bring in food
for a patient or patients may request that a relative brings items of food in for them. Some
types of food are not suitable for patients and their introduction into the hospital may do
more harm than good. Many patients in hospital are very susceptible to infection, which
includes food poisoning.
The hospital has to abide by food hygiene regulations about the storage of food to make
sure patients do not become ill.
Patients may be on a special dietPlease check with the Nurse in charge as you may be
advised not to bring in particular food. If a patient has swallowing difficulties there may be
recommendations for certain textures of food to be avoided. Please check with the Nurse
in charge.
This leaflet has been developed to help you understand the reasons that certain “high risk”
foods should not be brought into hospital.
High Risk Foods
High risk foods are those which could make the patient ill with food poisoning if they are
kept in the wrong conditions such as a hospital locker or on a bed table. These foods are
outlined below:
Low Risk
Biscuits, Crisps, Chocolate, Pre-packed cake e.g. muffin, jam tart
Try to choose long life packs and dispose of if opened and not eaten
immediately.
High Risk
Cooked meats and poultry
Pies, pasties, sausage rolls
Sandwiches
Fresh Milk and Eggs or lightly cooked dishes made with eggs
Meat or Fish Pate/Spreads
Cooked Rice
Fish and Seafood, such as Prawns
Ice Cream
Cheese products including quiche Lorraine
Take away meals including beef burgers, pizzas, kebabs
Meals prepared in the home such as stews, soups, a roast meal, curries, rice
Fresh cream cakes, and cakes prepared with custard, Trifles
Yoghurts

Page 16 of 28

Nutrition Policy

Frequently Asked Questions
If someone brings in a take away or hot meal can I keep it until the next day?
No. If a hot meal or snack is brought in it must be consumed straight away. If it is not
eaten then it must be discarded or taken away. If ‘take Away’ food is brought into hospital
this should be recorded in the patients Nursing notes to aid investigation in the event of a
food poisoning case.
If someone brings a meal in and it needs re-heating will one of the staff do this?
Staff are not allowed to re-heat meals as there is no way of checking that it has been
heated properly unless a food probe is available and staff are trained to do this.
Temperatures should be recorded. Also any food that is stored in a fridge must be sealed
and labelled with name, date put in fridge. Any food in opened packaging should be
disposed of.
What happens if some cakes, yoghurt, trifle or a sandwich are brought in?
These foods are classed as high risk; therefore, they should be eaten straight away. On
no account should any of them be stored in a locker or on a bed table. Staff will dispose of
any uneaten food at their discretion.
If someone brings in food to share with other patients is this permitted?
This is not permitted as some patients are on special diets and it could cause them harm.
It is important for the nurses to know what the patients are eating.
Is fresh fruit suitable to be brought into hospital?
Any fresh fruit that is brought into an in patient unit needs to have been thoroughly washed
and placed in a clean container, which can be sealed to prevent contamination. Soft fruits
such as strawberries or raspberries will spoil in the warmth of the ward. Apples, pears,
bananas and oranges are a better choice. (Please remember some individuals can find
oranges difficult to peel). Grapes are always popular but they must be pre-washed and
placed in a clean bag or container. You should also consider the patients ability to chew
fruit.
N.B during outbreaks of Norovirus (viral gastroenteritis), all fruit will be disposed of. During
an outbreak of any kind visitors should be encouraged to refrain from bringing in food.
Can fruit juice be brought in?
Do not bring fruit juice as this needs to be kept in the fridge once it is opened, so it is better
to have fruit squash or a fizzy drink, which can be kept in the locker. Non-breakable
containers are preferred to avoid the risk of broken glass.
What can I have brought in for me to eat?
Foods that are low risk, such as biscuits, crisps, chocolate or pre-packed cake such as a
muffin or jam tartlet. It is important to note that these foods have little nutritional value and
should only be eaten in small amounts. For certain patients, however, the dietitian may
recommend high calorie foods such as these.
Our aim is to protect you from the possibility of becoming ill due to food poisoning. Your
assistance in this matter will be greatly appreciated.
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Appendix 2

Nutrition Concerns in Dementia
A well-balanced healthy diet is important for all; helping to provide all the nutrients to stay
healthy. This can sometimes be a challenge in patients with dementia who can have
complex nutritional and medical needs and are often not able to communicate their
preferences, wishes or concerns.
Weight loss is not necessarily an inevitable consequence of dementia; however as the
disease progresses a persons eating habits can alter and so dietary strategies may need
to be altered accordingly.
Dementia can impact on a person’s nutritional status even at the earlier stages. Although
weight loss is common, some patients can overeat, forgetting that they have eaten or eat
non-food items.
It is therefore important to individualise care plans according to a person’s circumstances
and needs.
Potential reasons for weight loss or reduced appetite
 Age
 Dependency
 Self-neglect
 Bereavement
 Loneliness and isolation
 Lack of cooking skills or facilities
 Inability to access food or loss of independent feeding skills
 Pain and discomfort
 Anger, fear, embarrassment, frustration
 Confusion, forgetfulness, poor concentration
 Poor dentition, gum disease, loose dentures, missing teeth
 Other co-morbidities
 Sensory impairment
 Drowsiness
 Dysphagia
 Dry or sore mouth and taste changes
 Sedentary lifestyle/ withdrawn
 Unintentional storing/ hiding food due to cognition changes
 Being given unfamiliar or disliked food
 Depression
Independence
All people that can eat independently should be encouraged to do so; not only to maintain
independence but also respect and dignity. Maintaining eating skills has been shown to
help maintain other life skills and increases quality of life. Skills are quickly lost if people
are fed rather than assisted with feeding. Even when people can no longer use cutlery
they can often continue to feed themselves with their hands so suitable menu choices
including finger foods should be offered (see appendix).
If lack of concentration is a concern or being unable to sit at a table to eat then again finger
foods to boost nutritional intake can be useful (see later section)
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For those requiring assistance at mealtimes; make sure that an appropriate level of help is
given and also WELL DOCUMENTED. Always allow enough time for meals and do not
rush or get distracted from the meal. You may need to stagger the mealtimes if there are
staff shortages or clients requiring more assistance. Relatives can often be helpful at
mealtimes to assist and provide conversation and stimulation when a patient is at risk of
malnutrition. Where this is helpful it should be agreed and included in the patients care
plan.
Smaller lunch groups can be beneficial for more vulnerable patients who can not
necessarily cope with the wider ward environment or for assessment purposes. Baking
and cooking groups also provide a valuable social experience to increase confidence/ selfesteem and help to assess ADLs (See Appendix Lunch Group/ Baking Group).
Environment / equipment
Try to keep the mealtime calm and enjoyable, not over stimulating.
Creating a positive mealtime experience
Mealtimes can be one of the most important and pleasurable times of the day. Many
patients look forward to eating both for the enjoyment that food brings and also because it
is a time to socialise and interact with others. The visual prompting of others enjoying their
meal and also the smells of freshly cooked food can help stimulate appetite.
However, the opposite can also be true. For anxious/ agitated patients, too much noise or
loud music etc can make the mealtime more stressful for both themselves and others.
Allowing/ offering unsettled clients alternative places to eat away from the dining area e.g.
conservatory, lounge, bedroom or garden areas may help both them and others to enjoy
their mealtime.
It is very important to establish a patient’s food preferences/ choices. This can be an area
when relatives and carers can have a really positive input by providing a life history and
food preference information.
TOP TIPS TO AN ENJOYABLE MEAL.
1. Try and keep the dining room clean, smart, and uncluttered. Tables should be free
from unnecessary cutlery, tablecloths, decorative items, flowers etc. This allows
people to clearly identify the food items being served and the appropriate utensils.
Additional items on the table can be confusing or distracting for people with
dementia.
2. Have visual prompts, which can help with mealtimes, this can be especially
important for those with memory problems/ dementias e.g. pictures of food on the
wall, pictorial menus
3. Avoid excess noise. Don’t just put the radio or music on. Your music taste may not
be the same as the residents.
4. Avoid talking over residents or shouting/ talking amongst staff.
5. Re-check before serving a meal that this was the choice they would like. People
with cognition problems may not remember what they have chosen. Where
possible, it is always best to show them the meals so that they can choose at the
time.
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6. Serve each course separately. Do not place the pudding down on the table or their
tray at the same time as their main course. You can predict what will happen; the
main course is more likely to be left.
7. Encourage patients to freshen up before a meal. Assisting those that need help to
the toilet and also a hand and face wash can improve their appetite. Disposable
moist wipes may be helpful. Even a little fresh air before a meal can help those
struggling with a poor appetite.
8. Allow residents to choose where to sit and serve each person at the table at the
same time. Each course should be cleared before the next started. Some residents
with a poor appetite may benefit from staff eating at the table and prompting.
9. If patients are identified as needing assistance ensure that this is done with dignity
and sensitivity. Sit next to the resident and gently prompt, do not over assist if the
resident still has some feeding skills intact. Verbal prompting or guided feeding may
be enough.
10. Remember to offer suitable eating aids such as non-slip mats or adapted cutlery if
appropriate,
Sensory changesSmell and vision can decrease which can affect mealtime enjoyment









Use plates with bold rims around the edge but not patterned plates, which could be
unhelpful in patients with visual disturbances.
Use colourful food to make food look more appealing
Clear drinks should be in coloured glasses so they can be seen clearly as a drink
but juice/ squashes can be in clear glasses.
Make sure that you have specialised feeding equipment if required e.g. slip mats,
plate guards, adapted cutlery, plate warmers (for slow eaters).
Do not use puree food unless there is a reason to do so and a Speech and
Language Therapy assessment carried out. Puree food is lower in calories that
normal food and you could see unnecessary weight loss occurring.
Sweet or stronger tasting foods may become the patients preference as changes in
taste are often seen in the latter stages of dementia. Some patients may benefit
from sweet pickles/ sauces or even want to add sugar to savoury foods. Care
should be taken with diabetic clients in these circumstances.
Temperature perceptions may also be affected- so ensure meals/ drinks are offered
at safe temperatures.

Patients who are anxious at meal times It may be that the patient has lost eating skills or the ability to recognise food
 Might be unfamiliar food- remember to keep your menus simple and easy to
understand e.g. don’t say toad in the hole but use words like sausages and
Yorkshire pudding. Visual menus might help for some with more cognition
problems.
 The timing or what you call a meal might be different e.g. lunch or dinner. Ask the
family to tell you what the person usually calls a meal and also food preferences.
 They might feel like they have to pay for a meal- verbal reassurance is usually
sufficient to overcome this, if not alternatives such as supplying meal tokens may be
helpful.
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There may be other mental health concerns such as depression or physical health
issues causing pain or constipation, all of which can affect ones appetite. Dental
problems or a sore mouth should also be considered.
Patients who find it hard to settle at mealtimes or who leave the table before the
meal is finished may benefit from finger foods which are portable and can be easily
eaten on the go (see suggestions in Appendix).
Keeping mealtimes protected from disturbances can allow staff to focus on
this very important time without distractions/ interferences. (See Protected
Mealtime section)

Food refusal
If this is a one off then it is probably of no concern as we all go off our food occasionally,
however when this happens frequently it can be distressing for staff, clients, family and
carers. Initially, take the meal away if the person is getting distressed or refusing for any
length of time. It sometimes helps to guide them away from the meal environment and
then offer their meal 10 -15 minutes later.
If food refusal occurs at more than one meal try to run through a checklist of things in your
head:
Checklist

Are they unwell?

Sore mouth?

Signs

Actions to take

UTI

Test urine

Pyrexia

Physical observations –
temperature, BP

Mouth ulcers

Discuss with Doctor re need
for treatment

Thrush

Consider dental review

Inflamed gums
Ill fitting dentures?

Dental review

Mouth ulcers
Dentures dropping down
Refusal to wear dentures

Are they constipated?

Bloating

Monitor bowels

Nausea

Treat if needed

Abdominal discomfort
Nausea or sickness

Complaining of feeling or
being sick

Medication review

Has their behaviour
changed?

Sleep, increase agitation,
altered behaviour

Finger foods
Medication review
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Are they low in mood/
depressed?

Change in mood

Monitor and discuss with
doctors.
Medication review

Are they settling in?

Isolating in room
Declining meals

Consider alternative dining
areas or support at
mealtimes

Avoiding the dining room
Is this an unfamiliar
food?

Selective eating
Meal refusal although
wanting to attend dining room

Check for ethnic, cultural,
religious or other special
dietary needs

Looking for alternative meals
Do they seem
distressed or more
confused?

Dehydration, Pain, UTI,
Medication change or
omission

Test urine
Physical examination
Monitor fluids

Helpful tips when assisting a client
 Try to freshen up the client, by washing hands, face or perhaps even some fresh air
to enhance a poor appetite.
 Ensure that the patient has their glasses on and dentures if required.
 Make sure they are in a COMFORTABLE upright position
 Try to sit next to the patient at eye level or slightly below. You should be either in
front or slightly to one side.
 Use verbal cues and talk about the food……..’This looks lovely’ ….’Oh delicious its
roast beef and Yorkshire pudding today.’
 If verbal cues alone are not successful introduce minimal guided feeding or try
finger foods before progressing to more assisted feeding, using the hand under
hand technique
 Talk the client through the eating process. ‘Open your mouth’……. ‘Can you chew/
swallow for me now?’…….. If this approach does not work then it might help to
touch their lips gently with the spoon to prompt them to open their mouth and
recognise that it is time to eat.
 Offer only small mouthfuls at a time and ensure that you allow enough time between
spoonful’s for the patient to swallow before moving on to the next spoonful. Make
sure you have a drink to hand and salt/ pepper if required.
 Don’t get distracted by anything else when you are feeding the patient and ensure
that you keep eye contact.
Overeating and managing other therapeutic diets/ co-morbidities
If a person is overeating, try to limit their food intake to prevent them from feeling
uncomfortable after eating, or becoming overweight. The following may be helpful:



Use verbal prompts to remind the person they have recently eaten.
Offer smaller portions to allow for a second helping if requested.
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Try to keep food items out of sight/reach between meals or guide the person away
from food areas.
Provide healthy snacks
Provide satisfying activities and distractions to reduce the urge to eat.

People with other conditions like diabetes or coronary artery disease may be unaware they
require a therapeutic diet. It is not unusual for patients with co-morbidities to want to add
large amounts of sugar or fat to their meals or try taking another patient’s meal if it looks
appealing. Sensitive guidance may be required to help these patients remain on their
required diets and advice to family members or carers regarding suitable snacks to bring in
can be helpful.
Fluids
Fluid enables all body processes to take place. The need for water is second only to the
need for air. People can survive only a few days without it.
Dehydration leads to confusion and falls. It can also lead to constipation and increased
incidence of UTIs.
Potential causes of dehydration
 Reduced sense of thirst – poor thirst signals
 Swallowing problems – 93% likelihood in advanced dementia
 Cognitive problems - e.g. not recognising a cup / drink.
 Communication problems
 Confusion
 Inaccessible drinks
 Worries about incontinence – wanting to maintain independence
 Warm environment
 Anorexia
 Raised temperature
 Sickness, diarrhoea
Encouraging fluids
 Drinks should be freely available at all times.
 Offer drinks regularly – at least 8 times each day
 Some patients may need additional reminders to ensure they drink enough – use
verbal and physical prompts. Saying and giving a glass as follows……“Here’s a
lovely glass of fresh, cool water”, often works better than ….”You need to drink
more”.
 A colour contrast is needed between the liquid and glass/cup
 For those with concerns about continence, offer drinks earlier in the day
 Monitor using a fluid balance chart for those at risk
Best practices for patient Food and Fluid monitoring
 All patients on admission should have weight, height, BMI and weight history
recorded.
 Check for visible signs of weight loss and dehydration. Look for loose clothing,
jewellery, dentures.
 Observe at mealtimes to check for ADLs, eating skills, oral intake. Ideally monitor
food and fluids for 3 days.
 Check bowel function and urine output.
 If a person is suspected of being nutritionally at risk an appropriate care plan should
be agreed.
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Appendix 3

Protected mealtimes sample policy
http://www.hospitalcaterers.org/documents/pmd.pdf
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Appendix 4

International Dysphagia Diet Standardisation Initiative
Copy of Leaflet
Final IDDSI leaflet generic services.docx

Poster
Final IDDSI one page
Poster.pdf
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Surname:
First name:
Hosp. No.:
D.O.B.:

NUTRITION SCREENING TOOL

Malnutrition Universal Screening Tool (MUST)

Height (m)

Developed by the Malnutrition Advisory Group of the British
Association for Parenteral & Enteral Nutrition (BAPEN)

Ward:

Usual Weight (kg)

Date
Weight (kg)
BMI weight (in kg)  height (in m)

2

If height or weight can not be measured directly, alternative measures may be used.
Please refer to the ward nutrition folder for details.

Step
1

BMI >20
BMI 18.5 – 20
BMI < 18.5

Score = 0
Score = 1
Score = 2

Refer to BMI reckoner if needed

Step
2

In the past 3-6 months, has the patient
experienced unplanned weight loss?
< 5 % loss
5 – 10% loss
>10% loss

Score = 0
Score = 1
Score = 2

Refer to weight loss reckoner if
needed

Step
3

Is the patient acutely ill and


has had no nutritional intake for
more than 5 days?



is likely to have no nutritional intake
for more than 5 days?
If the answer to either of these
questions is “yes”,
Score = 2

If the answer to both of these questions
is “no”, Score = 0
Refer to guidance notes in ward
nutrition folder

Step
4

Overall Score
(Add the scores in the shaded boxes)

Comments

Signature

Step See overleaf for management guidelines
5

Page 26 of 28

Nutrition Policy

STEP 5 - MANAGEMENT GUIDELINES

Score 0
Low Risk

Score 1
Medium Risk

Score 2
High Risk

ROUTINE
CLINICAL CARE

OBSERVE

TREAT *
TREAT *

 Document score.

 Document score.

 Document score.

 Weigh weekly.

 Document dietary intake
for 3 days on food/fluid
record chart.

 Document dietary intake
for 3 days on food/fluid
record charts.

 Support/supervise at
mealtimes.

 Write a Nutrition Care
Plan in nursing notes,
setting clear aims to
increase overall nutritional
intake and review weekly.

 Repeat MUST
screening monthly or
sooner if condition
changes.

Score 3 or More
High Risk - Refer to
Dietitian

 Write a Nutrition Care
Plan in nursing notes,
setting clear aims to
increase overall nutritional
intake and review weekly.
 If oral intake improves or
adequate intake - little
clinical concern.
 If no improvement then
treat as high risk.

 Follow protocol as for
Score 2.
 Refer to Dietetic
Department for more
comprehensive
assessment and
Nutrition Care Plan.

 Support/supervise at
mealtimes.

 Offer supplementary
menu
 If nutritional intake
improves then continue to
monitor. If supplementary
menu does not result in
improvement in 4 weeks
then refer to the Dietetic
Department.
 Repeat MUST and record
weight weekly.

* Do not treat if nutritional intervention is thought detrimental or of no benefit to care
OFFER SUPPLEMENTARY MENU
i)
ii)
iii)
iv)
v)

Give full cream milk (yoghurts).
Snacks and nourishing drinks between meals, e.g. milky coffee, Ovaltine, Horlicks, hot chocolate, cakes, biscuits,
cheese/ham sandwiches, yoghurts, ice cream
Offer small appetising portions.
Fortify meals - cream and Maxijul to soup, puddings, cereal such as Ready Brek, butter, cheese to
potatoes/vegetables.
If oral intake very limited, offer up to 2-3 nutritional supplements daily (for very malnourished patients please
check with MO first) and add Maxijul to drinks taken.

NB DIABETICS MUST NOT BE OFFERED MAXIJUL
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