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Foreword

Nutrition plays a decisive role for patients and others of poor health. This is owed
to the fact that the nutritional status of patients has a direct influence on the course
of their disease and the speed of their recovery.

It has been estimated that about a third of patients in Danish hospitals are under-
nourished. A fifth of them are at nutritional risk at admission, and only a quarter of
them have their nutritional requirements covered while in hospital.

The Danish National Board of Health introduced an initiative entitled "Better food
for patients" in 2003. This initiative included the development of a screening tool,
the establishment of an Internet-based catalogue of ideas as well as the means to
support projects that could generate knowledge as to how nutrition could be placed
on the agendas of Danish hospitals and in the primary health care sector.

This publication contains descriptions of the 14 funded projects and the resulting
experience gained.

Based on this experience and new knowledge in the area, it may be appropriate for
future nutritional measures regarding patients to include systematic screening for
nutritional risk, documentation of nutritional care and information given to patients
as well as offering patients individually adapted treatment. Implementation of such
routine procedures in individual hospital wards will help to establish nutritional
measures as an integral part of treatment and care. Furthermore, cooperation with
the primary sector will promote the opportunity for coordinating nutritional care
before, during, and after admission.

The Danish National Board of Health hopes that this report will be a source for in-
spiration and provide a basis for future work on patient nutrition in order to gain
further experience and improve documentation within this field in the long term.

This report is an English version of the Danish report “Bedre mad til syge — falles-
rapport. Erfaringer fra 14 projekter og idéer til den fremtidige ernaringsindsats”,
published in February 2007.

The Danish National Board of Health, July 2007

Else Smith
Director, National Centre for Health Promotion and Disease Prevention
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1 Introduction

1.1 Undernutrition in hospitals

Approximately a third of patients in Danish hospitals are estimated to be suffering
from undernutrition'. According to the project "Undernutrition in Hospitals in
2002" (Underernaering pa Sygehuse i 2002 (UPS)), a fifth of these patients were at
nutritional risk at admission, and only a quarter of them had their nutritional re-
quirements covered while in the hospital®.

Several surveys have shown that disease related undernutrition and subsequent
rapid weight loss negatively influence the course of disease and treatment outcome.
The consequences of undernutrition include loss of total muscle mass, impaired
immune response, reduced wound healing, infections, and risk of developing bed-
sores. The mental consequences include fatigue, apathy, impaired memory, and de-
pression.

Undernutrition in hospitals can be ascribed jointly to patient circumstances and
hospital conditions. The primary patient related cause of undernutrition is loss of
appetite combined with a heightened need for nutrients (especially energy and pro-
tein), which accompanies most symptoms during the 'active phase' (stress metabo-
lism). Disease and related symptoms (e.g. swallowing impairments and strictures in
the digestive tract) can additionally contribute to reduced food intake along with
pain and tension regarding patients’ stressful situations, which can influence the
desire to eat. With some patients, it is weight loss and emerging undernutrition in
particular that leads to house calls and hospital admission, whereas the lack of at-
tention to nutritional problems in hospitals contributes greatly to undernutrition®.
Remedying loss of appetite must therefore be viewed as one of the goals within pa-
tient treatment during admission.

A comprehensive American survey of approximately 800 hospitalisations’ showed
that the occurrence of complex cases was about three times higher among patients
who were undernourished than among those who were not. In Danish hospitals,
approximately 30% of patients were found to be undernourished. Furthermore, a
Scottish survey showed that 75% of the patients who were undernourished at ad-
mission were even more undernourished when they were discharged’.

" The European Society for Clinical Nutrition and Metabolism (ESPEN) defines undernutrition as a lack of energy,
protein, and other nutrients leading to weight loss, the impairment of body composition, reduced physiological
functions and an impaired course of clinical treatment.

In practice, the following can be used: BMI <20.5, weight loss > 5 % of normal weight and/or > one week's food
intake < 75% of the necessary requirements in connection with existing disease.

References:

Lochs H, Allison SP, Meier R, et al. Introductory to the ESPEN Guidelines on Enteral Nutrition: Terminology,
Definitions and General Topics. Clinical Nutrition 2006;25:180-6.

Kondrup J, Allison SP, Elia M, et al. ESPEN Guidelines for Nutrition Screening 2002. Clinical Nutrition 2003;
22:415-421.

? Kondrup J. Johansen N, Plum LM. et al. Incidence of nutritional risk and causes of inadequate nutritional care in
hospitals. J. Clin. Nutr. (2002) 21 (6): 461-468.

? Kondrup J, Ovesen LF. Ernzring pa sygehuse. Ugeskrift For Laeger 1997; 159(24):3755-9.

* Reilly JJ, Hull SF, Albert N, Waller A, Bringardener S. Economic impact of malnutrition: a model system for
hospitalized patients. J Par Ent Nutr 1988;12:371-376.

> McWhirter JP, Pennington CR. Incidence and recognition of malnutrition in hospital. Br Med J
1994;308(6934):945-8.
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counselling provided in which, by the end of the project, staff had greatly improved
their ability to develop dietary plans.

This heightened interest among staff in providing more conscious, efficient nutri-
tional care to patients was experienced in many of the projects.

2.1.1.2 Training staff

Many of the projects emphasised a major need to provide additional training in or-
der to improve the nutritional initiatives, and education and training were also in-
cluded in most of the projects. Many individuals felt inadequately equipped to
carry out adequate nutritional recording and care, and this applied not only to hos-
pital staff. There was also a need for training in the primary sector in order to de-
tect nutritional problems among patients, which was illustrated by project no. 11.
Project no. 12 included a recommendation that social and health care assistants,
who are closest to the public, should be supplied with tools and updated knowledge
so that they could motivate and advise elderly people with a low dietary intake.

A number of projects highlighted the need to train key staff members in the field of
nutrition so that they could have a key role in the initiatives taken on the individual
wards. Project no. 5, for instance, revealed that the need for training was greater
than anticipated.

It was pointed out in project no. 3 that obtaining positive results from the project
depended on establishing a well-functioning group of nurses and social and health
care assistants who were interested in nutrition and surgical nursing. Theme days
on nutrition, further training for nurses and the opportunity for social and health
care assistants to take part in a course on nutrition were pointed out by the project.

The key person model was established in a number of projects. This was the case in
project no. 2, for instance, where nurses were offered special training as key nutri-
tion resource persons. However, there was some reluctance to accept this offer
among nurses because the key person role involved criticising colleagues.

In continuation of project no. 4, nutritional assistants were employed on a perma-
nent basis in two of the three relevant units and it is expected that a similar position
will be established in the third unit during 2007. It is clear that screening is consid-
erably more efficient in the units where such assistants are employed. At the same
place, key persons were trained to advise staff in the acute admissions unit, the
outpatient clinic and the elective unit.

The content of the training courses ranged from knowledge of nutrition and pa-
tients at risk by using computers for registration, to ordering meals and finally, for
key persons sake, to project management, communication and counselling.

Another option could be to consult dietitians, which according to several of the
projects are a diminishing professional group on the wards. It was pointed out by
project no. 6 that patients’ dietary intake could be positively influenced by a dietary
intervention consistently carried out by the same person possessing great profes-
sional insight, such as a dietitian.

Better food for patients — joint report 11



2.1.1.3 Staff motivation

It was found necessary in many projects to work on staff motivation in order to en-
courage them to make an additional effort regarding undernutrition. Experience
from a number of projects indicated that a key person could function as a "habit
breaker" as was expressed in project no. 6.

Once the initiative had begun, staff interest typically increased. Experience from
project no. 8, for instance, showed a growing interest among staff to "do some-
thing" for patients at nutritional risk. Gradually, as more patients' diets were re-
corded, staff felt that they had a better basis for evaluating the need for and quan-
tity of tube feeding.

In other projects, there was only a poor degree of success in motivating staff as ac-
tive partners in the project, which therefore mostly rested on the person responsible
for the project.

When staff realise that they had acquired greater knowledge, new tools, a greater
familiarity with other players' opportunities, and a better impression of the coop-
eration, the initial scepticism regarding new tasks could be overcome, which was
evident from project no. 12, for instance.

2.1.2 Patient involvement
Projects 3-14 included initiatives in this focus area.

Projects that emphasised patient involvement in their nutritional care such as by of-
fering them choices or giving advice on how to eat sufficiently, were received posi-
tively by patients. This applied not only to projects in which the dietary interven-
tion was consistently handled by the same person.

The individual approach to patients appeared to be suitable in encouraging them to
eat more. Project no. 9 showed that a large number of patients made use of the op-
portunity to order meals individually including an emphasis on flexibility, choice,
and personalised adaptation of menus. However, it was also evident that the serv-
ing of meals in itself as well as the quality of the food played a major role in
whether patients were able to eat it. Although freedom of choice in relation to food
and meals could result in patients eating more, choice alone could not ensure that
patients' nutritional requirements are fulfilled.

The patients in project 10 were also pleased with the offer to order meals individu-
ally in the form of packed snacks, which they could eat when they felt like it. In
connection with this, the initiative was also combined with an educational element.
However, the experience from the project was that the patients and staff could have
opposing views. When patients spoke subjectively about a loss of appetite, for in-
stance, staff spoke about patients with low intake and characterised them as a large,
uniform group in the ward similar to diabetes patients. Patients spoke about indi-
vidual solutions based on their own experience, while staff spoke about routines
and being busy and described the individual focus as an extra effort.

Better food for patients — joint report 12



Cancer patients at nutritional risk and their relatives were highly motivated to make
an additional effort to improve their nutritional status when they were given oral
and written dietary advice as was experienced in project no. 7.

Patients may also be very interested in hospital staff maintaining a focus on nutri-
tion while as outpatients. Project no. 6 established in continuation of the project a
nursing outpatient clinic where all haemodialysis patients received a written invita-
tion to attend every other month in which 95% of these patients actually attended
the clinic. Their nutritional status was checked, which motivated them to make an
additional effort regarding diet and exercise.

Many patients need continued nutritional care following discharged from hospital.
This need was fulfilled in project no. 11, for instance, with the help of a visiting
dietitian who visited selected patients for up to a year after they had been dis-
charged. The project suggested that the offer of a home visit could be supple-
mented with an offer of nutritional care at an outpatient clinic or with their own GP
for patients who do not want home visits.

Documenting nutritional care is not necessarily synonymous with focus being di-
rected towards patient information. In connection with this, the experience from
project no. 1 was that nutrition was well documented in the daily notes of the
medical records, but documentation of patients being provided with information
was only found occasionally in these records.

One observation from project no. 3 was that even though patients were screened,
they were often not aware of precisely which type of diet they should have, or that
they could choose something other than what was offered. It was therefore empha-
sised in the project that the staff on the ward should focus more on involving pa-
tients in planning their own diets. Instead of having a separate folder on nutrition, it
was therefore decided to include information on nutrition in the patient information
folders prepared for various diagnostic categories on the wards.

2.1.3 Cooperation with the primary sector
Projects 11-14 included initiatives in this focus area.

It was ascertained in project no. 11 that there was a clear interest in nutritional
therapy in the primary sector, but that this was regarded as a task that requires spe-
cial referral and resource allocation. There was also a need among GPs and visiting
nurses for more information on and training in detecting nutritional problems in pa-
tients and for improved options for referring patients to clinical dietitians or hospi-
tal wards.

The development of a cooperative model between hospitals and municipal health
care was the goal of project no. 12 which, among other things, would provide home
care nurses with more opportunities to refer patients to geriatric clinics in hospitals
and offer nutritional therapy. The project broke down barriers and created a greater
degree of knowledge sharing and dialogue between the two sectors. One of the rec-
ommendations from the project was to hire a resource person to maintain contact
and for nurses to clearly describe patients' nutritional status in patient case summa-
ries at discharge.

Better food for patients — joint report 13



Project no. 14 had also worked with a cooperative model that would make it possi-
ble for the primary sector to continue nutritional measures after patients were dis-
charged. The project showed that while almost all hospital case notes contained
satisfactory information on nutrition, relevant data were missing in up to one third
of patient case summaries in the region. The interest in offers of training among
GPs and visiting nurses was limited, but information material was positively re-
ceived and the project led to hospitals, GPs, and home care applying the same nu-
trition screening and providing the same patient information. Home care nurses can
now provide assistance to both hospital staff and GPs regarding patients with nutri-
tional problems.

It is important that screening of and dietary recording for patients at nutritional risk
are not only conducted in hospitals, but also while patients are receiving home
care. Work was performed on this in project no. 13 which recommended to focus
on the course of a patient's illness when the patient is discharged from or referred
to a hospital. The suggestion that came from the project was to establish a nutrition
organisation in connection with home care and that nutritional care should be ac-
tively included in home visits aimed at prevention.

There was no direct focus on the primary sector in project no. 8, but the project did
show that a large number of patients are hospitalised for such short periods of time
such that no secondary screening was performed at the hospital. The suggestion
from the project therefore was to improve cooperation between the hospital and the
primary sector so that patients identified as being at risk could be followed up.

2.2 Other new knowledge in the area

This section is based on an interview with Professor Jens Kondrup MD from the
Faculty of Life Sciences’ Department of Human Nutrition, and the Nutrition De-
partment at Rigshospitalet, who has worked in this area for many years.

2.2.1 Undernourished patients — the extent of the problem

The Scottish survey mentioned in the introduction, which showed that 75% of the
patients who were undernourished at admission to hospital were even more under-
nourished when they were discharged, is twelve years old. However, more recent
Danish surveys'' have correspondingly shown that the longer people are in hospi-
tal, the more weight they lose.

"Project Undernutrition in Hospitals" (Projektet Underernaring pa sygehuse)
(UPS) from 2002 showed that dietary intake only covered the minimum require-
ments of about 40% of patients. A new survey from The Copenhagen Hospital

"' Holm L, Kondrup J, Andersen JR, Glindvad J. Greater Copenhagen Hospital Corporation quality development
project: detailed audit of the use of the H:S Nutrition screening form — and the causes of insufficient food intake
(H:S kvalitetsudviklingsprojekt: uddybende audit af brugen af H:S Ernarings screeningsskema - og arsager til
utilstreekkeligt kostindtag)
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Corporation (H:S) in 2005 (published in August 2006) shows that this picture has
not changed'?.

The minimum requirement for nutrition is established in such a way that if people
eat less than their minimum requirements, they will certainly lose weight. Since
only 40% of patients' minimum requirements were covered in the UPS project, it
can be assumed that 60% of patients will lose weight without receiving nutritional
care.

Repeated audits at H:S hospitals and the report from H:S mentioned in note 9 show
that conditions are the same today as they were in 2002: Only 40-50% of patients
in hospitals have their minimum requirements for nutrition covered and therefore
lose weight during hospitalisation.

However, it should be mentioned in connection with the survey that the UPS pro-
ject from 2002 examined all newly-admitted patients, while the H:S survey from
2006 only inspected wards with particularly high occurrences of patients at risk.
Therefore, it is possible that the situation today is better than indicated by the H:S
audit.

2.2.2 Screening and nutritional care

In general, staff on the individual hospital wards throughout Denmark have become
more aware of nutritional problems. The national quality development project "The
good medical ward" (Den gode medicinske afdeling) (www.dgma.dk) showed,
among other things, that an increasing number of patients are screened and receive
a diet plan, which is confirmed by the national indicator project, NIP'*. In 2003,
51% of patients were nutrition screened during their hospital admission, in 2004
this was 54%, in 2005 61%, and in 2006 73%.

Similar results can be found in H:S's accreditation projects in 2002 and 2005 under
the US Joint Commission on Accreditation of Health Care Organizations
(www.jointcommissioninternational.com).

2.2.3 New barriers

The percentage of undernourished patients in hospitals does not appear to have
changed, but the barriers preventing something being done about the problem of
undernutrition in hospitals today are quite different to those seen in the UPS pro-
ject', the National Food Agency's white paper'’, and in the report from the Council
of Europe'®.

12 H:S quality development project: detailed audit of the use of the H:S Nutrition screening form — and the causes
of insufficient food intake (H:S kvalitetsudviklingsprojekt. Uddybende audit af brugen af H:S Ernarings scree-
ningsskema. Arsager til utilstreekkeligt kostindtag). H:S Nutrition Committee, August 2006.

" The national indicator project (www.nip.dk)

'* See reference 2.

1% See reference 6.

' See reference 9.
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One of the main barriers mentioned was a lack of management support. In connec-
tion with this, the UPS project revealed that patients were not screened because
screening was not defined as one of the hospital staff tasks. Furthermore, staff
pointed out that they lacked training. There was uncertainty among both doctors
and nurses regarding what patients needed and also a lack of knowledge of the en-
ergy and protein content of hospital food.

Over and above inadequate management and training, hospital staff in the UPS
project pointed out loss of appetite among patients as a third cause of the undernu-
trition problem.

In the H:S survey from 2006,"” nurses were asked why patients did not finish
meals, and the barriers most frequently mentioned were that the patient was not
motivated, lacked strength or experienced nausea/vomiting.

The H:S survey made it clear that everybody was aware that nutrition was a high
priority area in connection with H:S in any case. Nobody said that management or
the wards gave low priority to the problem of undernutrition, or that they lacked
training and tools.

2.2.4 CGreater knowledge of causes

The H:S survey is unique, also in an international context, in that it investigated a
series of circumstances involving patients making their replies highly reliable. The
survey provided more knowledge of the causes of patients' undernutrition and a
very complex picture emerged. Among the 111 undernourished patients with in-
adequate food intake (< 75%), each nurse gave an average of three different causes
of their undernutrition. It appeared that there were 76 unique combinations of
causes and only 11 patients shared the same two, which were nausea and/or vomit-
ing and a lack of motivation to eat.

This is therefore a very heterogeneous issue which also implies that the solution is
not simple either. It is not sufficient, for instance, to just provide more money to
the kitchens in order to improve the quality of the food because the quality of the
food is a very small aspect of the problem'®.

2.2.5 "Loss of appetite" — what does it cover?

In the UPS project, staff had the option of indicating "loss of appetite" as one of the
causes why patients did not eat enough. This was changed in the H:S survey be-
cause it was realised that this answer covered far too many causes of loss of appe-
tite. If, for instance, 30% of all patients were dehydrated on admission, and 75% of
them were even more dehydrated when they left hospital, a loss of thirst would not
be accepted as the cause of their increased dehydration.

17 See reference 12.

18
See reference 12.

Better food for patients — joint report 16



The change in the categories to choose from resulted in staff stating that patients
were nauseous and vomited, were too weak to eat, or could not be motivated to eat
more, which covered more aspects of "loss of appetite".

2.2.6 Nutritional treatment and complications

The latest information on undernutrition in hospitals is compiled in the book "Dis-
ease-Related Malnutrition'" which, among other things, describes how many pa-
tients are undernourished among various patient groups in various parts of the
health care system. A meta-analysis of all existing intervention studies also showed
that the occurrence of complications during hospitalisation (defined as unexpected
occurrences such as infection while in hospital, re-operations, etc.) among surgical
and medical patients was reduced from 44% to 28% while mortality fell from 24%
to 17% when patients were treated for undernutrition. There is therefore every rea-
son to take steps in the field of nutrition in order to optimise the overall course of
patient treatment.

19
See reference 8.
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3 ldeas and perspectives for future nu-
trition initiatives

This chapter contains a general summary of the experience obtained from "Better
food for patients" set out as a series of ideas in relation to future initiatives.

3.1

3.1.1

3.1.2

Ideas set up in accordance with the three focus areas
Quality evaluation of nutritional care

Staff in hospitals and on the individual wards could ensure that systematic
screening procedures are implemented for all patients at nutritional risk.

Identification of patients at risk could be followed by offers of nutritional
treatment adapted to the individual patient group and also be flexible
enough to meet the individual patient's needs and wishes.

Nutritional care would be advantageous to establish on the individual
wards. This could be done through such means as training key nutrition
persons among the health care staff or involving professional groups that
possess specialised nutrition knowledge such as dietitians.

Complete documentation of both the nutritional treatment and information
provided to patients could be ensured by establishing fixed procedures.

Staff in hospitals and the primary sector will need tools and training if
screening and documentation are to become an integral part of treatment
and care. This would require recording tools that are easy to use and at the
same time, it would also be appropriate to work on staff's understanding of
the importance of systematic nutritional treatment. It is important to set re-
alistic, but ambitious goals for screening and documentation.

Patient involvement

It would be an advantage for hospitals and the primary sector to inform pa-
tients about nutritional risk and the purpose of treatment so that they could
become actively involved in their nutritional treatment.

It would be a good idea to establish nutritional treatment offers in such a
way as to provide patients with a wide range of options and actively sup-
port them in obtaining optimal nutrition. In connection with this, the pres-
ence of staff during meals could promote patients to follow their nutrition
recommendations.

If nutritional treatment reveals specific barriers that prevent the individual
patient from obtaining sufficient nutrition, the treatment could be goal-
oriented in an attempt to break down these barriers.

Better food for patients — joint report 18



3.1.3 Cooperation with the primary sector

e Ifinitiatives are taken by hospitals to develop a suitable cooperative model
with the primary sector, this would ensure that the nutritional treatment
carried out in hospitals could be coordinated with treatment before and af-
ter hospitalisation.

e Screening patients for nutritional risk could be carried out in the primary
and secondary sectors alike, which would be advantageous in making nu-
tritional initiatives an integral part of treatment and care in both sectors.

e I[f hospital case notes contained the necessary information on patients' nu-
tritional status and the treatment carried out, it would be possible for pa-
tients' GPs or home care staff to continue treatment immediately following
discharge.

3.2 Perspectives for future nutritional initiatives
3.2.1 Screening for nutritional risk — a good beginning

As the first stage of a national project in progress in the Netherlands, all of the ap-
proximately 25,000 institutionalised adults, both in hospitals and nursing homes,
were screened for nutritional risk. Screening is a good idea for identifying all pa-
tients who need nutritional treatment. Screening is supported by the Danish Na-
tional Board of Health guidelines from 2003?° and was also an obligatory require-
ment in connection with accrediting hospitals in H:S in 2002 and 2005 by the Joint
Commission International.

3.2.2 Establishing key people

If one wants to ensure that focus is directed towards the nutrition of the individual
at-risk patient, key nutrition staff could be an excellent tool. A key person on the
ward could ensure that the individual patient's specific nutritional status is followed
up, which could include any of the patient’s problems with eating. The key person
could draw up a diet plan and support the night nurse in following up with relevant
nutritional treatment.

The key person could be a nurse, a social and health care assistant, a dietitian, or
someone similar. For example, the person in charge of the ward could say: the next
nurse we hire must possess professional insight into nutrition.

3.2.3 Visible nutritional initiatives via prophylactic codes

One problem connected with introducing a key person scheme might be the tangi-
ble expense involved since it would be difficult to calculate savings in advance.

* "Guidelines to doctors, nurses, social and health care assistants, auxiliary nurses and clinical dietitians — Screen-
ing and treating patients at nutritional risk. National Board of Health, 2003. (Vejledning til leger, sygeplejersker,
social- og sundhedsassistenter, sygehjeelpere og kliniske daetister — Screening og behandling af patienter i ernze-
ringsmaessig risiko). National Board of Health, 2003.
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SKS codes (Health Service Classification System codes) could be used in relation
to nutrition to make the initiatives carried out on wards more visible. This would
create a greater focus and could, in the long term, strengthen initiatives on the indi-
vidual wards. It would also make it possible to follow the development of initia-
tives on wards in connection with quality assurance.

3.2.4 Nutritional treatment — a clinical skill

Knowledge of how to screen patients and provide nutritional therapy is a clinical
skill. Disseminating this skill could be promoted by trained key persons on all hos-
pital wards who could instruct the rest of the staff.

The process would correspond to the way that the aspect of prevention has been in-
tegrated into treatment such as by helping patients to stop smoking before an op-
eration. Thinking in terms of prevention will gradually become a part of the daily
routine on wards.

3.2.5 The nurse model and specific needs

The answer to the extremely complex, connected reasons regarding patients' nutri-
tional problems, which are mentioned in section 2.2.4, could be the model that has
been tested in several projects and which could be called the "nurse model". This
not only emphasises optimising the meals offered including flexibility in relation to
delivery, but also personal contact that could support patients with low intake in
obtaining sufficient nutrition.

3.2.6 Management focus

Experience from the H:S accreditation project shows that managements focus on
the question of nutrition is a deciding factor for the effect of initiatives. In the H:S
project. it was possible to see that the percentage of patients who received suffi-
cient nutrition 75% of the time while in hospital increased during the accreditation
process, which was only to fall when accreditation was completed.

If the staff in hospitals and wards who are interested in strengthening initiatives
aimed at patients at nutritional risk are to be able to carry out these measures, it is
important for the initiatives to be prioritised at hospitals.

3.2.7 Regional dietary policy and initiatives in hospitals

The new regions will have the opportunity to promote the prioritisation of dietary
and nutritional treatment in hospitals by clearly prioritising the area in the regions'
dietary policies.

The regions could choose to use the Danish National Board of Health guidelines
from 2003 as a strating point and work towards their hospitals providing quality as-
surance results in the area.
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Appendix 1: Résumes of the 14 projects

This appendix contains résumés of the 14 funded projects based on the reports,
which the Danish National Board of Health received from the projects. The pro-
jects are divided into three groups in accordance with their inclusion of the three
prioritised focus areas:

e Projects that solely included the focus area: quality evaluation of nutri-
tional care (two projects)

e Projects that included the focus areas: quality evaluation of nutritional care
and patient involvement (eight projects)

e Projects that included all three focus areas: quality evaluation of nutritional
care, patient involvement, and hospital cooperation with the primary health
sector on nutritional initiatives before and after hospitalisation (four pro-
jects).

The résumés were completed by the Danish National Board of Health and are in-
cluded as background information for the evaluations in chapters 2 and 3. The de-
scriptions of the projects' results and conclusions are not an expression of an
evaluation on the part of the Danish National Board of Health, but summarise the
results and conclusions contained in the project reports.

The projects have emphasised varying aspects in their reports and there is therefore
a difference in the degree of detail from project to project in the résumés under the
individual headers. One will in any case both within and across projects be able to
find inspiration for the elements of future initiatives and ways of describing them.

The individual résumés include the names of the organisations responsible for the
projects and the name of the contact persons on the date of publication of this joint
report. The résumés illustrate the project’s target groups, objectives and back-
ground, methods, results, conclusions and continuation of the initiatives. Readers
who would like to obtain the original reports from the projects can contact the or-
ganisations responsible for them.
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List of the 14 funded projects

1.

10.

"Nutrition for the surgical patient — a quality development and assurance
project with focus on screening and nutritional therapy" (Ernering til den
kirurgiske patient — et kvalitetsudviklings- og sikringsprojekt med fokus pa
screening og erneringsterapi). Hillerad Hospital, Surgical Unit, Clinic for
Intestinal Surgery

"Quality evaluation of postoperative nutrition. The organisational estab-
lishment of electronic documentation, the interpretation of control dia-
grams, feedback and audit" (Kvalitetsudvikling af postoperativ ernaring.
Organisatorisk forankring af elektronisk dokumentation, fortolkning af
kontroldiagrammer, feedback og audit). Bispebjerg Hospital, Surgery Gas-
troenterology Ward K

"Nutritional project, ward D, Gentofte Regional Hospital" (Ernaringspro-
jekt afdeling D, Amtssygehuset i Gentofte). Regional Hospital in Gentofte,
Ward D

"Individual, goal-oriented nutritional therapy for patients at nutritional
risk" (Individuel, malrettet ernaringsterapi til patienter i erneringsmassig
risiko). Bispebjerg Hospital, Orthopaedic Surgery Ward M

"Implementing a goal-oriented nutritional initiative for patients admitted to
a joint medical and surgical gastroenterology ward" (Implementering af en
malrettet ernzringsindsats for patienter indlagt pa en feelles medicinsk og
kirurgisk gastroenterologisk afdeling). Hvidovre Hospital, Gastro Unit

"Nutritional intervention for haemodialysis patients" (Ernaringsinterven-
tion til heemodialysepatienter). Odense University Hospital, Nephrology
Ward

"Nutritional initiative for surgical patients, when and how?" (Ernerings-
indsatsen hos kirurgiske patienter, hvornar og hvordan?). Odense Univer-
sity Hospital, Unit A6

"IMERAS: Introduction of a Goal-oriented Nutrition Plan at Ringkjebing
Regional Hospitals" (IMERAS: Indfgrelse og evaluering af Malrettet Er-
naringsplan pa Ringkjebing Amts Sygehuse). The Nutrition Unit in Ring-
kjgbing Region

"Room service (Is it the choice and flexibility in connection with meals or
is it care on the part of staff that motivates patients at nutritional risk to eat
more?" (Roomservice (Er det valgfrihed og stor fleksibilitet i forbindelse
med madtilbuddet, eller er det omsorg fra personalet, der motiverer pati-
enter i erngringsmaessig risiko til et starre kostindtag?). Rigshospitalet

"Project Snack-pack (Appetite stimulators and educational initiatives for
patients at nutritional risk — orthopaedic surgery patients, respiratory medi-
cal patients, and hotel patients" (Project Snak-pak (Appetitvaekker og
peaedagogisk indsats til erneringstruede patienter — ortopaedkirurgiske pa-
tienter, lungemedicinske patienter og hotelpatienter). Arhus Hospital
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11.

12.

13.

14.

"Post-hospitalisation nutrition coordinated by a visiting clinical dietitian"
(Posthospitalsernzring koordineret ved udgaende klinisk diztist). Frede-
riksberg Hospital, Medical Center

"Improved nutritional initiatives in home care — a cooperative project bet-
ween home care in Brenshgj-Husum and the Geriatric Ward at Bispebjerg
Hospital" (Forbedret erngringsindsats i hjemmeplejen — et samarbejdspro-
jekt mellem hjemmeplejen i Branshgj-Husum og Geriatrisk Klinik pa Bi-
spebjerg Hospital). Copenhagen Municipality, Health Care Administra-
tion, Health Staff

"Cooperation with the primary sector, continued nutritional initiatives for
patients after discharge, and nutritional screening of people before hospital
admission" (Samarbejde med primearsektor, fortsat ernsringsindsats til
patienter efter udskrivelse og ernaringsscreening af borgere fgr henvis-
ning til sygehus). Randers Central Hospital

"Organising treatment for patients at nutritional risk between hospital
wards at Aalborg Hospital, GPs, and home care in Aalborg Municipality —
an inter-sector quality development project" (Organisering af patientforlgb
hos patienter i ernaringsmassig risiko mellem sygehusafdelinger pa Aal-
borg Sygehus samt alment praktiserende leeger og hjemmeplejen i Aalborg
Kommune — et tvaersektorielt kvalitetsudviklingsprojekt). The Municipal
Nutrition Committee in Nordjylland Municipality and the hospital man-
agement at Aalborg Hospital
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Appendix la: Projects that solely included the focus area:
quality evaluation of nutritional care

Project no. 1

Nutrition for the surgical patient. A quality development and quality assurance
project with focus on screening and nutritional therapy

Organisation

Hillered Hospital, Surgical Unit, Clinic for Intestinal Surgery
Tel.: (+45) 48 29 3573

Contact

Jette Funch Kofoed, nurse in charge

Tel.: (+45) 48 29 59 05

E-mail: jkof@noh.regionh.dk

Anders Ulrich Neuenschwander, senior physician

Target group
Patients with vascular surgical and general gastrointestinal diseases.
Purpose and background

Purpose: To quality develop and assure nutritional care for surgical patients.
Subsidiary goals of the project were to ensure:

o that all patients who were expected to be hospitalised for at least 72 hours
or were clinically at nutritional risk were screened (terminal patients were
not screened)

e that screening forms were filled in correctly

e that information on patients and nutrition was documented on relevant
forms (the patient's medical records, discharge summary, care report)

e that treatment plans were drawn up for patients at nutritional risk

e that patients who were not at risk were rescreened during hospitalisation

o that the energy and nutrients requirements of patients at risk were covered

e that hospitalised patients at nutritional risk achieved a stable weight

within two weeks

e that a tool for systematic quality control was developed
The nutrition team at the Clinic for Intestinal Surgery, Hillerad Hospital (formerly
ward K, Hillerad Hospital) was established in 2001. Ever since, there has been
focus on nutritional care for patients on the ward. As based on the National Board
of Health's "Guidelines for doctors, nurses, social and health care assistants, auxil-
iary nurses, and clinical dietitians. Screening and treating patients at nutritional
risk", the "Nutrition Council" (Kostradet) in Frederiksborg Region developed a

number of initiatives for screening and monitoring patients in the secondary sec-
tor.
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The screening tool was presented at a joint theme day for all of the region's nutri-
tion teams in the spring of 2003 after which it was up to the individual nutrition
teams to implement them in the respective wards. With the support of the Na-
tional Board of Health fund, the nutrition team at Hillered Hospital was able to
work more focused and systematically with the implementation of the screening
tool and improvement of nutritional care.

Initiatives

Location
Hospital

Players
Nurses, doctors, social and health care assistants, a dietitian.

Focus
Patient involvement, quality assurance of nutritional care.

Grant
The National Board of Health granted the project DKK 247,530.

Duration
1 January 2004 — 31 January 2006.

Performance

The health care staff were initially trained in basic nutrition theory by a dietitian.
In addition, the project managers trained care staff and doctors in nutritional
screening and treatment on an ongoing basis.

The initiatives were adjusted along the way as based on three audits. Various ini-
tiatives designed to improve screening were taken after each audit. The first audit
was performed in connection with discharged patients during the period of 1 — 31
March 2004. The result of this audit was unsatisfactory and led, among other
things, to increase focus on nutrition amongst the medical group in connection
with the introduction of a new parenteral nutrition product, training health care
staff at the outpatient clinic in nutritional screening in order to ensure that elective
patients were screened before operations, and training health care staff on the
units and the outpatient clinic in basic nutrition theory and tube feeding.

The second audit was performed during the period of 15 October — 15 November
2004. As it was still not possible to document that the nutritional initiatives were
satisfactory, the heads of the wards were asked to visibly support the nutritional
policy. The physicians were also trained in screening and active nutritional ther-
apy. A number of initiatives were attempted unsuccessfully including an offer to
the members of the nutrition team to take part in meetings only when compatible
with their daily routines and encouragement to take a key person course that no-
body attended.

The result of the third audit in May 2005 revealed further shortcomings in docu-
mentation and the project managers therefore decided to maintain focus on nutri-
tional screening and nutrition in general on the two units and in the outpatient
clinic. As a result, care staff were trained in nutrition for weakened and stress-
metabolic patients. What were called "proper nutrition tips coupons" were pre-
pared and circulated among health care staff, doctors, secretaries, project nurses,
and managers. But, the percentage of responses was very low. Finally, a nurse
provided instruction in nutritional support for complex patients.
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The screening process included such measures as recording patients' basic data,
evaluation of patients' nutritional risk status, and determination of a nutritional
treatment plan.

Results

During the project period, there was an increased proportion of screened patients
(from 36% to 40%), correctly filled in screening forms (from 23% to 38%), pa-
tients identified as being at risk (from 14% to 25%), and days of satisfactory food
intake (from 20% to 40%).

On the other hand, there was a declining tendency in the proportion of patients at
risk for whom a nutritional treatment plan was drawn up (from 100% to 52%), of
patients whose nutritional status was re-evaluated (from 22% to 3%), and of pa-
tients at risk with documented nutritional support.

As for information on patients and nutrition, nutrition was well documented in the
care records’ daily notes (82% to 90%). However, documentation of the informa-
tion given to patients was only found sporadically in the medical records.

It was not possible to evaluate weight loss in patients at risk because too few re-
corded weighing were available and due to the generally short periods of hospi-
talisation.

Conclusions

The proportion of screenings was low in all three audits. This was initially as-
cribed to the fact that staff had only been introduced to the nutritional screening
tools three months prior to initiating the project. The continued low proportion of
screenings in the second and third audits was partly due to circumstances con-
nected with the change of specialties from upper gastrointestinal to lower gastro-
intestinal surgery in one of the units and a major change in members of the nutri-
tion team who were partially responsible for implementing the screening tool.
General busyness, personal interest, and prioritisation also had considerable influ-
ence on implementing nutritional screening.

It also became evident that correct completion of the screening forms was an in-
dispensable prerequisite for being able to evaluate the degree of nutrition-related
risk and to initiate suitable nutritional support. The criteria for determining correct
completion of a screening form was therefore quite rigorous and only minor mis-
takes were accepted.

The halving of nutrition plans for patients at risk during the third audit was due,
among other things, to the fact that more patients were screened, that there was
competition to the nutritional field from other important areas, and that the only
nutrition team member from one of the units was on long-term sick leave.

It was not possible to calculate patients' weight stability. The goal of achieving
weight stability within two weeks for surgical patients and other patients who
were often suffering from cancer was also regarded as unrealistic as fluid balance
in particular would influence this.

Documentation of the information given to patients about nutrition was for the
most part non-existent. The reason for this was old habits regarding documenting
day-to-day holistic care in which it is to a great extent taken for granted that pa-
tients have been informed of the importance of everything from nutrition to mobi-
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lisation. The well-documented nutritional status of patients was due to the fact
that health care staff considered nutrition as a fixed element of holistic care.

Learning to use the new screening and monitoring tools takes time and the proc-
ess depends on the individual users. A busy workday with the need for constant
prioritisation makes it difficult to focus on nutrition. It is particularly problematic
to make nutritional screening and monitoring an integral part of documentation.
Experience has shown that the thorough documentation necessary to perform nu-
tritional screening and monitoring is extremely time-consuming for health care
staff, This is possibly the primary reason why the area is not given higher priority
by this staff group.

It would indisputably be an advantage to train additional nutrition team members
to take on the role of key persons in the field of nutrition. The lack of resources,
however, prevents this at the present time.

Ongoing initiatives

After the end of the project in January 2006, the ward has been affected by the
fact that 18 out of 47 health care staff have resigned making it necessary to close
one of the units. This has led to a state where there is an insufficient surplus of re-
sources to continue projects focused on nutritional care, but staff still have a posi-
tive interest in this.

While the initiatives are now on hold, it is expected that they will be resumed
once the huge staff deficit has been rectified.
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Quality evaluation of postoperative nutrition. Organisational establishment of
electronic documentation, interpretation of control diagrams, feedback and audit.

Organisation

Bispebjerg Hospital, Surgical Gastroenterology Ward K
Tel.: (+45) 3531 28 58

Contact
Lisbeth Selver, clinical head nurse, BSc. (nursing)

Tel.: (+45) 3531 3623
E-mail: 1s48@bbh.regionh.dk

Target group

Patients who have undergone major gastrointestinal operations and are expected
to be hospitalised for longer than 72 hours.

Purpose and background

Purpose: To investigate the extent to which a resource person (competent basic
nurse) would be able to improve postoperative nutrition and nurses' documenta-
tion of this by taking responsibility for ongoing clinical quality management.

The primary goal of the project was to improve patients' dietary intake. The sec-
ondary goal was to improve nurses' electronic documentation.

The Surgical Gastroenterology Ward K at Bispebjerg Hospital has worked with a
clinical quality database for postoperative nursing since 2001. Nurses use the da-
tabase to register such areas as indicators for postoperative nutrition. Regular
quality evaluations of patients' energy and protein intake have shown that staff at
the clinic cannot maintain a satisfactory achievement of goals. This could be due
to the fact that ongoing clinical quality management is not integrated into daily
practice.

Initiatives

Location
Hospital

Players
A project nurse, a resource person.

Focus
Patient involvement, quality assurance of nutritional care.

Grant
The National Board of Health granted the project DKK 332,634.

Duration
1 January 2004 — 31 March 2005.

Better food for patients — joint report 29



Performance

According to the original project description, a resource person in each unit
should interpret indicator reports, perform an implicit audit, provide nurses and
doctors with feedback, and introduce improvements in the field of nutrition.
However, it was only possible to recruit one resource person because the majority
of the nurses on the ward had just completed training and had only recently been
employed.

During the initial phase of the project, it became necessary to adapt the project so
that intervention was conducted by a resource person in one unit and by a project
nurse in two units. The project therefore involved investigating two organisational
approaches to internal quality assurance.

Results

Units K 1, K 2, and K 4:

The intervention had a positive effect on the achievement of a number of process
goals. The effect was measured by comparing the degree of achievement during a
period before the study to the last three months of the project. The number of pa-
tients whose nutritional risk was evaluated rose from 40% to 70-80%. The num-
ber of patients who were registered in the clinical quality database rose from 20-
30% to 80-100%.

The completeness of the process indicators was high both before the project be-
gan and during the last period. Once patients have initially been registered in the
database then all data are apparently registered. There was no documented effect
in relation to the targeted result.

Admitting unit:

The effect of the initiative for implementing primary screening was clear since the
degree of completely conducted primary screenings rose from 36% to 57%. The
high degree of success was achieved by nurses beginning to answer questions re-
garding "BMI" and "severely ill" in connection with primary screening. Nurses
were informed that the question regarding whether patients were severely ill re-
lated to their nutritional risk and not to the disease prognosis.

Conclusions

The attempt to document the effect of the intervention in relation to the targeted
result was not successful, but a considerable improvement could be seen in terms
of the degree in which the process goals were achieved. This can partly heighten
internal quality development since adequate documentation is required in order to
work with quality development.

The improvement in the degree to which process goals were achieved was sub-
stantial for both organisational approaches. Based on this, it can be said that it
was irrelevant who performed the intervention. The positive effect is due pre-
dominantly to the interest shown and the initiatives themselves. Resource persons
can therefore be recommended in general.

The diet recording forms showed that patients' intake of water fell dramatically
during the project period as water was replaced by protein and energy beverages.
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Some patients optimised their energy and protein intake despite the fact that the
goal in the ward for satisfactory nutritional initiatives was not attained. The nurses
are becoming more attentive to optimising energy and protein intake with the help
of beverages and snacks.

The delay between the individual course of treatment and the nurses' registrations
in the clinical database had a negative effect on the audit and feedback. This cre-
ated a distance from the results, which weakened the educational aspect and the
regulation of behaviour.

Based on the project, some recommendations are:

e to train staff in basic IT skills

e to ensure technical support in connection with the clinical quality data-
base to avoid delays in registration

e to incorporate routine registration practice

e to clarify who should provide feedback and how

Ongoing initiatives

The project staff requested to test the project concept at a later date when there
would be more complete data (at least 90%), and the opportunity for rapid feed-
back with electronic indicator reports would be fully developed. An analysis por-
tal under H:S makes it possible to rapidly generate reports.

Furthermore, more studies are desired which can reveal or test organisational ap-
proaches that could be of significance for the integration of internal quality devel-
opment. The key person model has been retained and there are, at the present
time, two of these out of the four that would be optimal. These key persons re-
ceive H:S training as key nutrition staff, which is a course that addresses nurses in
particular. According to the project results, there was a certain reluctance among
nurses to take these courses because being a key person involved criticising col-
leagues.

When H:S has revised its clinical quality database in 2007, an attempt will be
made to achieve more complete registration of the data. One problem related to
this could be difficulty in integrating the work of registration into daily routines as
many nurses regard this as additional work and evade the problems of data proc-
essing that registration can involve.
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Appendix 1b: Projects that included the focus areas: quality
evaluation of nutritional care and patient in-
volvement

Nutrition project ward D, Gentofte Regional Hospital
Organisation

Regional Hospital in Gentofte, Ward D
Tel.: (+45) 397739 77

Contact
Hanna Trots Nielsen, clinical practice development nurse

Tel.: (+45) 399784 10
E-mail: hannni@geh.regionh.dk

Target group
Patients hospitalised with cancer of the gastrointestinal tract.
Purpose and background

Purpose: To develop and test screening and patient information material for pa-
tients in the ward regarding preoperative and postoperative nutritional initiatives
and to implement the material. To develop staff guidance material and heighten
patient involvement.

Ward D at Gentofte Regional Hospital is a surgical gastroenterology ward with
national and regional functions in the field of gastrointestinal surgery. About
3,600 patients are discharged from the ward annually of whom the majority are
hospitalised for diagnosis, treatment and care of gastrointestinal cancer. This pa-
tient group is consequently suffering from often severe and complex nutritional
problems, both preoperative and postoperative, including vomiting, nausea, taste
changes, and reduced ability to eat a normal diet due to constriction or incipient
constriction of parts of their gastrointestinal tract. Following operation, many pa-
tients require an intensive nutrition programme designed to counteract the un-
avoidable postoperative energy loss as much as possible.

The ward wanted to initiate a project that would include the development of
screening and information material for patients since there had previously been no
goal-oriented, systematic screening or information for patients related to nutrition.

Initiatives

Location
Hospital

Players
Nurses, social and health care assistants, a clinical practice development nurse.
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Focus
Patient involvement, quality assurance of nutritional care.

Grant
The National Board of Health granted the project DKK 38,404.

Duration
1 September 2003 — 1 September 2004.

Performance
The project comprised of three parts: development, testing and adaptation, and
implementation.

Development comprised of:

e Establishing constructive, dynamic cooperation between the project man-
ager and the nutrition group

e Preparing screening material
e Preparing a patient information folder
Testing and adaptation comprised of:
e Trying out the material through admission interviews of 15 patients
e Information and guidance for staff
e Adapting the materials
Implementation comprised of:
e Training and individual guidance for staff
e Screening patients and evaluating nutritional requirements

e  Ordering relevant dietary offers
Results

Development:

Good cooperation was established within the nutrition group and the resource per-
sons were well-oriented on the background for the design of the screening mate-
rial, which was supplemented with guidelines for planning, evaluating, and adapt-
ing nutritional care and addressed all patients on the ward. The last part of the
screening involved allocation of points that indicated whether the patient should
have an individual care plan. Furthermore, guidelines were developed regarding
the proper use of the aforementioned materials.

Testing and adaptation:
The material was first tried out on 15 patients followed by many more patients.

Implementation:

An audit was conducted on 14 patients' medical records based on the material.
Staff were for the most capable of screening by using the material and were also
capable of calculating future nutritional requirements. Of the 11 patients that re-
quired a special care plan, only five received one, and the care plan was only fol-
lowed up on in three of the five cases.

Better food for patients — joint report 33



Conclusions

Despite the fact that patients were screened, they were often not aware of pre-
cisely which type of diet they should have and many had no idea that they could
choose food other than what was offered. On the other hand, many were aware
that they should eat proteins and fat and some were familiar with the protein sup-
plement that they should drink and of the quantities.

In general, patients were weighed to a considerable extent and several of them
were aware that the ward recommended the intake of protein beverages. However,
this may not lead to the ward focusing more on involving patients since one can-
not expect that patients' intake will be stimulated if one is unable to get the mes-
sage across more effectively.

The staff were generally very interested in working with nutrition since they
clearly saw the need to optimise quality. Therefore, the process was changed so
that the course treatment of was managed, but in such a way that there was rapid
reaction to staff feedback.

A proposal for a separate nutrition information folder was developed, which cur-
rently has not been useable in practice since the patients generally need more pre-
cise information aimed at their specific situation. Therefore, information on nutri-
tion is included in the patient information folders prepared for the various diag-
nostic categories on the ward.

The positive results of the projects were dependant upon the establishment of a
well-functioning group of nurses and social and health care assistants who were
interested in nutrition and surgical nursing.

Ongoing initiatives

Consideration has been given to compiling the information material in a type of
patient diary where, in addition to general information, it would be possible to
note the actual recommendations to the patient regarding nutrition, activity, etc.

The nutritional screening material is still being implemented on the ward both in
relation to completing the forms and especially in relation to the very practical
dimension of nutrition on a clinical ward.

This concerns knowledge of the actual dietary options, ordering the proper food,
knowledge of protein supplements, knowledge of tube feeds and total parenteral
nutrition. Staff are in the process of compiling this in clinical guidelines, which
describes nutritional care for surgical patients on the ward throughout the course
of their treatment.

The central nutrition committee at the hospital recently developed a screening tool
that is being implemented on the ward. The goal-oriented work on the project
means that staff will probably find it easier to transfer their experience to using
this new tool.

The project resulted in a number of recommendations:

e Staff on the ward should to a higher degree involve patients in optimising
their own nutrition through a greater focus on information and teaching
about nutrition during illness.
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e The teaching concept should be broadened to include theme days on nu-
trition for surgical patients. The group received approval for this from the
management.

e The nutrition qualifications of the nurses in the nutrition group should be
upgraded possibly by encouraging them to take part in the further surgical
training or something similar.

e The qualifications of the social and health care assistants on the ward
should also be upgraded in regards to theory possibly by offering them
the opportunity to attend a nutrition course such as is available at Bis-
pebjerg Hospital.

e There is a need to change the physical framework on the wards so that
they reflect the nutritional objectives and therefore, the ward should have
the opportunity to store and prepare food for patients.

e Standards and criteria for the quality of the food on the ward should be
established. Currently, clinical guidelines for nutrition in the ward are be-
ing established, which includes screening, care plans, and guidelines for
tube feeding and total parenteral nutrition, etc.
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Project no. 4

Individual, goal-oriented nutritional therapy for patients at nutritional risk.
Organisation

Bispebjerg Hospital, Orthopaedic Surgery Ward M
Tel.: (+45)353123 74

Contact
Kim Bo Christensen, senior nurse

Tel.: (+45) 3531 25 06
E-mail: kbcO1@bbh.regionh.dk

Target group
Patients at nutritional risk in the hip unit on orthopaedic surgery ward M.
Purpose and background

Purpose:

e To ensure that patients' nutritional requirements during hospitalisation are
covered by appointing a nutrition assistant in each unit and incorporating
this function as a natural feature of the care team's work and by upgrading
the qualifications of the health care staff in safeguarding patients' nutri-
tion during hospitalisation.

e To describe the function of the nutrition assistant as based on the charac-
teristics and needs of the patients on the individual wards.

e To document which resources should be available to ensure that imple-
mentation of the new initiatives becomes a natural part of the daily rou-
tine.

The project had the following success criteria:
1. That 95% of patients have at least 75% of their nutritional requirements
fulfilled.

2. That evaluation of nutritional risk (primary screening) is conducted for
95% of patients at admission to the hospital.

That 95% of patients are weighed once a week.
That all patients at nutritional risk have an individual nutrition plan.
To reduce food waste on wards to less than 15%.

AN

To adapt job and work descriptions for nutrition assistants as based on pa-
tients' characteristics and needs.

7. To describe contents and resources that can ensure the implementation of
a new function as well as to upgrade staff qualifications so that they can
safeguard patients' nutritional requirements during hospitalisation.

Orthopaedic surgery ward M at Bispebjerg Hospital comprises of five units and
an outpatient clinic. The wards has been implementing initiatives to improve nu-
tritional care for patients for some time and a successful nutrition project, which
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included the appointment of a nutrition assistant, was carried out in one of the
units in 2001. In 2002, the ward attempted to extend the nutrition assistant func-
tion to two other units, but this was unsuccessful probably due to a lack of fund-
ing to implement and train a nutrition assistant. The ward has subsequently
wanted to conduct another project aimed at, among other things, ensuring imple-
mentation of the nutrition assistant.

The project was conducted on the ward's hip unit, which has an emergency ad-
mission function meaning that patients with broken hips can be admitted direct
from the emergency ward at Bispebjerg and Frederiksberg as well as from other
wards, both internally and externally. There are 21 beds and patients are on the
ward in both the pre- and postoperative stages. Patients comprise of elderly peo-
ple, mostly women and with a median age of 80.

Initiatives

Location
Hospital

Players
Nurses, nutrition assistants (social and health care assistants).

Focus
Patient involvement, quality assurance of nutritional care.

Grant
The National Board of Health granted the project DKK 283,200.

Duration
1 January 2004 — 31 June 2005.

Performance

Initiatives comprised of hiring a nutrition assistant on the ward’s unit, and training
the nutrition assistant through an introductory course and staff on the significance
of nutrition for reconvalescence. It was intended to implement nutrition assistants
concurrently in two units, but one of the nutrition assistants rejected their position
before the project began, Therefore, the project was only conducted on ward M 2.

The following activities were carried out:
e Monitoring in relation to success criteria 1-5.

e A questionnaire among patients to discover their knowledge of and satis-
faction with the nutritional offers at the hospital.

e A questionnaire among staff before and after the project partly to discover
their knowledge of nutrition and their expectations for the nutrition assis-
tant and partly to reveal any changes in the level of knowledge and to col-
lect staff evaluations of the nutrition assistant's function.

e The nutrition assistant was interviewed before and after the project period
to determine their expectations of the job and to evaluate whether they
had been fulfilled.
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Results

The data collected showed that all patients at nutritional risk had their nutritional
requirements covered satisfactorily when the final measurement was taken. For
patients not at nutritional risk, the coverage of their nutritional requirements was
unchanged for the most part from before to after the project period.

Monitoring showed that there was a significantly higher rate of success in weigh-
ing, primary screening, and the provision of individual nutrition plans by the end
of the project than before the project began. Food waste was also limited to well
below the target.

The questionnaire given to patients at the end of the project revealed general satis-
faction with the food and the way it was served. There was no significant differ-
ence in the level of knowledge about the dietary offer before and after the project
period.

According to the questionnaire given to staff, the nutrition assistant was regarded
as a colleague and a resource person. The level of staff knowledge in relation to
nutrition did not change significantly. However, it should be noted that the results
of the questionnaires before and after the project period cannot be directly com-
pared due to staff changes.

The only area in which the nutrition assistant failed to fully live up to expecta-
tions was regarding teaching of staff. She is now permanently employed in the
ward.

Conclusions

The report sums up what is necessary for successful implementation of the project
through a number of recommendations:

Tasks:

e To ensure that patients' nutritional requirements are covered

e To implement the nutrition assistant's function on the ward

e To upgrade the qualifications of health care staff in the field of nutrition
e To reduce food waste

e To describe the function of a nutrition assistant on the basis of patients'
needs in the various units

e To document which resources are necessary for successful implementa-
tion.
Structure:
e FEach ward has its own speciality — and possibly different needs in the
field of nutrition.

e The nutrition assistant refers to the senior clinical nurse on their own
ward.

e Each ward has its own budget in relation to setting norms.
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The work description for the nutrition assistant in M 4 should be the basis
for planning the work of the nutrition assistant in M 2.

The nutrition assistant should have staggered work shifts in order to be
able to advise night staff.

Technology:

Players:

Upgrading the nutrition assistant's qualifications by attending a course
(four weeks).

Introduction / training of an experienced nutrition assistant on the ward.
Staff training (theme days and guidance in practice).

Ongoing control of both covering nutritional requirements and weight
stability of patients.

Daily monitoring of food waste.

The nutrition assistant's responsibility for ordering food reduces food
waste.

Tables and calculators should be available to calculate the energy content
of the food.

Quality monitoring twice a year.
Patients should be given a template for a nutrition plan at discharged.

A green prescription so that patients can receive subsidies for protein
beverages at discharge.

Instructing / advising patients.

The nutrition assistant as a role model and guide.

The health care staff’s acceptance of the nutrition assistant's role on the
ward and their motivation to contribute to nutritional care.

The project manager and senior clinical nurse as support for the nutrition
assistant.

A network for nutrition assistants at Bispebjerg Hospital to support and
inspire each other.

The nutrition assistant in close contact with diet consultants in the central
kitchen.

A clinical dietitian as a consultant and adviser.

Resourceful patients can participate as based on their own understanding
and initiatives in the field of nutrition.

Ongoing initiatives

After the project period, the nutrition assistant in M 2 was permanently employed
in the unit in this capacity and a full-time nutrition assistant has similarly been

hired in

unit M 4. This only leaves a nutrition assistant to be hired in one unit and

it is believed that this position can be established in 2007. It is clear that screening
is far more efficient in the wards that have employed a nutrition assistant.

Key people, who can advise staff, have been trained in the admitting unit, the out-
patient clinic, and the elective unit.
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The two nutrition assistants already on the ward in units M 2 and M 4 are now in
the process of creating their own little network group where they can exchange
experience. Any resource people in the area could certainly take part in this and
gain new inspiration and knowledge.
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Project no. 5

Implementing goal-oriented nutritional initiative for patients admitted to a joint
medical and surgical gastroenterology ward

Organisation

Hvidovre Hospital, Gastro Unit
Tel.: (+45) 36 32 36 32

Contact
Inge Nordgaard-Lassen, senior physician

Tel.: (+45) 36 32 60 05
E-mail: inge.nordgaard-lassen@hvh.regionh.dk

Target group

Medical and surgical gastroenterology patients hospitalised in the Gastro Unit at
Hvidovre Hospital.

Purpose and background

Purpose: To ensure goal-oriented, consistent nutritional therapy for medical and
surgical gastroenterology patients hospitalised in the Gastro Unit at Hvidovre
Hospital by hiring a full-time project nurse skilled in the field of nutrition.

The project had the following subsidiary goals:

e To involve the individual patient in nutrition related self-care and treat-
ment based on recoding ones own food intake on a previously developed
dietary recording form.

e To allow user to evaluate the nutritional initiatives.

e To quality assure the project via two reviews of the medical records dur-
ing the project period.
e To evaluate the quality of the patient-related significance of nutritional

therapy based on a telephone interview 30 days after patients had been
discharged.

e To clarify staff's evaluation of nutrition as an active part of care.

The Gastro Unit at Hvidovre Hospital is a specialised ward for medical and surgi-
cal gastroenterology with national and regional functions in both specialities. Nu-
tritional risk is of particular importance for gastroenterological diseases since
there is often a risk of reduced supply of nutrition due to poor appetite as well as
restricted passage of food through the gastrointestinal by impaired digestion
and/or absorption of nutrients due to diseases of the pancreas and the small or
large intestine.
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Initiatives

Location
Hospital

Players
Nurses or social and health care assistants, doctors.

Focus
Patient involvement, quality assurance of nutritional care.

Grant
The National Board of Health granted the project DKK 370,000.

Duration
1 January 2004 — 31 December 2004.

Performance

Initially, health care staff were interviewed to discover their level of nutrition
knowledge. Additionally, the nurses responsible for the project instructed individ-
ual staff members about practical application of nutritional screening and nutri-
tional therapy. Written guidelines for staff were prepared as well as a score card
for secondary screening, a weight table, the folder "Appetite stimulation" (Appe-
titvaekker) for patients who ate too little and an information folder on nutrition for
all patients. The project nurse worked closely with the kitchen and dietitians, and
regular audits were carried out on the doctors' and nurses' journals in order to
evaluate the nutritional care. Finally, there was a survey conducted among pa-
tients and staff regarding the relevance of nutritional therapy.

Results

The percentage of health care staff who ensured that patients were nutrition
screened rose from 73% to 85%. Systematic dietary counselling rose from 69% to
81% and by the end of the project, staff had become much better at making diet
plans (from 76% to 96%). Screening of patients rose from 77% to 93% (screening
within 24 hours from 60% to 86%).

On average, 45% of patients admitted to the Gastro Unit were at nutritional risk.
The nutritional therapy initiated rose from 75% to 81%. For the most part, all pa-
tients (92%) could eat ordinary food; supplementary nutritional beverages were
used by 75-88% and the use of tube feeding had risen from 6% to 31% by the end
of the project at the expense of parenteral nutrition, which fell from 39% to 17%,
as supplementary nutrition for the hospitalised patients.

Patients were extremely positive regarding the nutritional initiatives and almost
all of them found the area relevant.

Conclusions

Conducting the project was more demanding than expected. In particular, it was
shown that there was a great need for training throughout the process and for the
development of nutritional guidelines and information material for staff and pa-
tients. Older and younger nurses and social and health care assistants in particular
felt a need for training and three goal-oriented courses were therefore held during
the project period. Other staff members were also offered the opportunity to par-
ticipate.

Better food for patients — joint report 42



The Gastro Unit established the following future goals for nutritional initiatives:

e To maintain a high percentage of screening.

e To improve the initiative for adequate intake of energy and protein for pa-
tients in nutritional therapy.

e To improve and document counselling for patients on nutritional issues.

e To regularly re-evaluate the content of the nutrition folder. The nutrition
folder contains all relevant information and material on nutrition and is
apparently used as a reference book by staff.

Ongoing initiatives

Patients are still screened at the unit within 24 hours of admission. In addition, a
nutrition group regularly conducts audits on the wards once a month to assess if
there are any problems on the individual units that should be addressed.

There is still a problem with ensuring that patient intake of energy and protein
corresponds to at least 75% of their nutritional requirements.

All patients with nutritional problems receive written advice at discharged.

In connection with the project, all staff members were taught about the materials
used for nutritional screening and nutritional therapy and this was followed up so
that all newly hired doctors, nurses and social and health care assistants received
similar training.

One particular problem has been ordering meals via a computer, which was there-
fore also included in training for health care staff.
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Nutritional intervention for haemodialysis patients
Organisation

Odense University Hospital, Nephrology Ward
Tel.: (+45) 65 41 33 68

Contact
Birgitte Bak, practice development nurse

Tel.: (+45) 65 41 11 08
E-mail: birgitte.back@ouh.regionsyddanmark.dk

Target group
Haemodialysis patients who receive dialysis three times a week.
Purpose and background

Purpose: to initiate a process that to a high degree includes nutrition as an active
link in treatment and care of dialysis patients and hereby ensures that patients are
provided sufficient nutrition as early as possible during the course of treatment.

There project had the following subsidiary goals:
Pilot project:
e To quality assure the nutritional status of haemodialysis patients with an
average nPCR (protein metabolism calculated on a weekly basis) of 1.0-
1.2 g/kg/day through goal-oriented quality development, clear allocation

of responsibility, screening, dietary recording, intervention by a dietitian,
and encouragement to take nutritional supplements.

Implementation project:

e To provide patients with the background to handle disease-related nutri-
tional problems with the help of adapted information and continuous
communication, with “The Motivating Interview" (Den motiverende sam-
tale) as a frame of reference.

0 To work with structures, processes and result indicators as a stan-
dard for quality measurement.

e To enhance the competence of nutrition nurses through training in com-
munication and project management.

0 To develop methods for qualitative and quantitative surveys to
secure and maintain nutrition projects through the "Regional Pro-
ject Manager Training Scheme" (Den regionale projektlederud-
dannelse).

The Nephrology Ward at OUH has had interdisciplinary focus on nutrition since
2000 because chronic kidney disease patients are exposed to undernutrition
throughout the complex course of their disease as a result of loss of nutrients dur-
ing dialysis, anorexia, poor dental status, general weakness, social isolation, and
immobility.
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The prerequisites for nutritional interventions for haemodialysis patients at the di-
alysis unit were the previously implemented screening tools, training staff in nu-
tritional intervention, screening and scoring as well as a cross-sectional survey of
108 patients at the beginning of 2003 which showed that there was a serious nutri-
tional problem at the clinic: 37% of patients were undernourished and 29% were
at nutritional risk.

Initiatives

Location
Hospital

Players
Physicians, nurses, dietitian.

Focus
Patient involvement, quality assurance of nutritional care.

Grant
The National Board of Health granted the project DKK 233,000.

Duration
1 October 2003 — 1 March 2005.

Performance

The pilot project was connected with the projects first subsidiary goal and was
conducted from 1 October 2003 — 1 February 2004 with 120 patients taking part
in the pilot project. There was group teaching on the contents of the project by
way of introduction. Following the first screening of patients, a nurse handed out
a form for dietary recording for three days if patients had nutritional problems.

Based on the diet recording, a clinical dietitian conducted 12 interviews with rela-
tives of patients with dementia and older patients, which made it possible to gain
greater insight into their eating habits and problems. In order to create a good
starting point for implementation, a focus group interview was held with staff..

Another screening was carried out at the end of the pilot project.
Results

The two screenings in connection with the pilot project showed that a number of
quality objectives for the pilot project had been achieved by help of dietary re-
cording, screening and intervention by a dietitian. The percentage of patients in
the group with a nPCR of 1.0-1.2 rose from 44.2% to 50.8% during the pilot pro-
ject, while the percentage of the group with an nPCR of < 0.8 fell from 28.3% to
21.7%. The percentage of the median group with an nPCR of 0.8-1.0 was un-
changed at 27.5%.

Conclusions
Nutritional intervention through interdisciplinary cooperation with a dietitian im-

proved the nutritional status of dialysis patients and guidance provided by one
consistent person strengthened the process.
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The responsibility for nutritional intervention was clarified as based on dietary
policy, instructions, and function descriptions. Over and above this, nutrition, as
one of the ward's core areas, was ready for auditing and continuous quality devel-
opment in connection with accreditation.

Among other things, the pilot project showed that dietary recording is a good
starting point for discussing with patients and relatives; that training for nutrition
nurses should be enhanced through project management and control, communica-
tion and counselling; and that patients' food intake can be positively influenced if
dietary intervention is always carried out by one consistent person who possesses
extensive professional insight, such as a dietitian.

Staff were positively surprised by the considerable interest shown by patients in
dietary recording. A total of 72 patients agreed to have their diets recorded and 59
patients carried out dietary recording themselves, which corresponded to 81.9%.
Furthermore, relatives generally expressed a great need for knowledge regarding
how they could help patients to vary their diets and make them richer in protein.

The nutrition nurses found it resource demanding to follow up on the training for
screening and they experienced varying degrees of motivation among nursing
staff in relation to the project.

Ongoing initiatives

“The Motivating Interview" has been maintained through the "Fitness and Nutri-
tion Council" (Ernaringsradet) and has been an initiative area for education and
training by a course arranged in 2005-2006 at the general and specific level.

Fourteen nurses were trained to function as key persons and role models ("habit
breakers") in the individual units. Training for the key persons focused on com-
munication and comprised of NLP-training and professional nurse counselling.

Among other things, the nurses learned by help of the "key" method to inquire
about and analyse patients' present status and wishes. Patients received bio-
feedback in relation to parameters that they could appreciate such as reduction of
total muscle mass or weight changes.

Time and recognition of problems with nutritional intervention for dialysis pa-
tients (knowledge, attitudes, and skills) are important elements to bear in mind
and apply to the ongoing process for patients, relatives and staff — doctors as well
as nursing staff.

The focus is therefore on maintaining progress — such as over holiday periods.
This can be brought about through such means as mentioning it in annual reports.
Each ward has a nutrition group with a physician as a guarantor for the medical
basis for the initiatives.

In continuation of the project, a nurses' outpatient clinic was established in the
middle of 2005 in which all patients receive a written invitation to attend every
other month (of which 95% of the approximately 130 patients actually do attend).
Impedance measurements are conducted here in order to monitor patients' nutri-
tional status. Patients receive a print-out of their medical histories to motivate
them to make an extra effort with diet and exercise.

These initiatives have had a particularly good effect on younger patients up to 35
years, but in a number of cases, older patients have also been able to make use of
the ongoing support to avoid weight loss.
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Project no. 7

Nutritional initiatives for surgical patients, when and how?
Organisation

Odense University Hospital, Unit A6
Tel.: (+45) 65 41 22 44

Contact
Hanne Christiansen, senior clinical nurse

Tel.: (+45) 65 41 12 44
E-mail: hanne.christiansen@ouh.regionsyddanmark.dk

Target group

Patients who are to be operated for cancer of the oesophagus, stomach, and pan-
creas.

Purpose and background

Purpose: to investigate whether the nutritional status of cancer patients could be
improved through systematic provision of information and/or dietary counselling
preoperatively. This could be done by:

e Strengthening patients' nutritional status up to an operation via goal-
oriented dietary counselling at an early stage and following developments
at admission, during hospitalisation, and after discharge.

e Gaining knowledge of patients' motivation and handling of their nutri-
tional situation.

e Creating a naturally cohesive course of treatment by focusing on food and
nutrition in relation to an upcoming operation.

Patients with cancer of the oesophagus, stomach, and pancreas are admitted to
ward 6 at Odense University Hospital. The symptoms that appear in connection
with these diseases have a varying degree of influence on ones ability to eat or ab-
sorb nutrition. The ward has experienced that patients are often at nutritional risk
up to admission. Thereforem there has been a long-standing interest in strengthen-
ing initiatives for these patients preoperatively aimed at improving their nutri-
tional status and thereby better preparing them for an upcoming operation. The
preoperative care should in the long term help patients avoid nutrition-related
complications during the course of the hospital admission.

Initiatives

Location
Hospital

Players
Nurses, clinical dietitians
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Focus
Patient involvement, quality assurance of nutritional care.

Grant

The National Board of Health granted the project DKK 38,440.
Duration

1 September 2003 — 1 December 2004.

Performance

When first coming to the hospital, patients received information on the project, as
well as an invite to participate of which 23 patients accepted — but four had to
withdraw. The patients were interviewed directly after being examined and their
weight and BMI were also recorded. Based on this information, the patients’ nu-
tritional requirements were calculated. Subsequently, systematic follow-up of
height and weight was conducted at admission, during hospitalisation and after
discharge.

A folder was developed with patient information "Food and drink during hospi-
talisation" (Mad og drikke under indlaeggelse) and was given to patients at admis-
sion. Patients were also screened for nutritional risk as based on the nutrition
form. The goal was for patients to intake at least 75% of their calculated energy
and protein requirements by the third postoperative day. Furthermore, it was de-
cided that a weight loss in excess of 5% should result in contacting a clinical die-
titian. Finally, there was a patient satisfaction survey in the form of a question-
naire.

Results

Of the 19 patients that completed the project, 13 had put on weight from the first
interview up to the admission. Nine of the patients were given supplementary
beverages three times a week and they experienced the greatest weight gains of
between two and four kilograms.

None of the patients acheived an intake of 75% of their calculated energy and pro-
tein requirements by the third postoperative day. All patients received nutrition
from the first postoperative day, but due to the type of operation involved and
other circumstances, there was a limit to how much parenteral nutrition could be
given.

Fourteen patients returned the questionnaire and the responses indicated great sat-
isfaction with both the oral information and materials they had received including
the folder.

Conclusions

Proactive initiatives including dietary counselling and supplements of protein-
enriched nutritional beverages had a beneficial effect on patients' weight gain. An
evaluation of whether the initiatives had also influenced the postoperative stage
by reducing complications would require further analysis and is over and above
the objects of the project. However, it is clear that focusing on dietary advice and
nutrition at an early stage creates a foundation for a prophylactic and cohesive
surgical course of treatment.
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The initiatives showed that patients at nutritional risk and their relatives are
highly motivated to make an active effort to improve their nutritional status. The
project was very much enriched by the fact that the patients involved and their
relatives showed great interest in following the development of their nutritional
situation and by taking responsibility.

The guidelines on courses of treatment for patients, which are available on the
hospitals' intranet, should also include links to food and nutrition guidelines for
patients prior to an operation, but also after discharge.

Although reservations should be made for the fact that the patients involved in
this project had a serious cancer diagnosis, which they were being operated for,
there are some areas where initiatives were carried out that could be transferred to
other courses of surgical treatment.

Ongoing initiatives

Preoperative interviews regarding food are conducted with a large proportion of
patients who have been identified during the preliminary examination. However,
these examinations are carried out in other wards, which makes the transfer of in-
formation more difficult.

The project has also led to more interviews being conducted after operations and
also in cooperation with a dietitian who attends morning conferences once a
week. This has initiated the completion of more dietary records than before the
project and earlier initiatives involving supplementary nutrition.
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IMERAS: Implementing and evaluating a goal-oriented nutrition plan at Ringkje-
bing Regional Hospitals (IMERAS: Indfgrelse og evaluering af Malrettet Ernze-
ringsplan pa Ringkjgbing Amts Sygehuse)

Organisation

The Nutrition Unit in Ringkjebing Region
Tel.: (+45) 99 12 58 93

Contact
Lone Degn Olesen, clinical dietitian

Tel.: (+45) 99 12 58 93
E-mail: ernaeringsenheden@ringamt.dk

Target group
Patients admitted to hospitals in Ringkjebing Region
Purpose and background

Purpose:

e To introduce a goal-oriented nutrition plan that includes:
0 screening hospitalised patients for nutritional risk
0 the preparation of an action plan
0 individual evaluation of goal attainment

e To evaluate the degree of goal attainment based on established effect pa-
rameters and standards

e To prepare the field of nutrition for upcoming accreditation.

Ringkjebing Regional Hospitals comprises of five hospitals with approximately
800 beds distributed with about 345 beds at each of the hospitals in Herning and
Holstebro and about 110 at the three smaller hospitals in Tarm, Ringkjebing and
Lemvig. Work has been done at all of the hospitals for many years to improve nu-
trition for patients at risk, but with varying intensity, structure and organisation.

From July 2001, the hospital structure was changed from five independent hospi-
tals to a single, cohesive regional hospital with intersecting centres, local hospital
managers and a health management board as the overall leadership. The hospitals
in Ringkjebing Region lacked common guidelines, procedures or tools, which
could promote goal-oriented, individual nutritional care for hospitalised patients.

Initiatives

Location
Hospitals
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Players
Doctors, health care staff, dietary consultants, dietitians, catering officers, kitchen
assistants.

Focus
Patient involvement, quality assurance of nutritional care.

Grant
The National Board of Health granted the project DKK 193,900.

Duration
1 January 2004 — 31 December 2004.

Performance

The implementation of three different types of diets — normal diet, hospital diet,
and diets for people with low intake — had begun before the project period at all
five hospitals in Ringkebing Region. Common teaching materials were prepared
to optimise and uniform nutritional care at the hospitals.

All of the health care staff at the five hospitals were offered training. The training
for nurses, auxiliary nurses, social and health care assistants, and service assis-
tants from the wards was handled by a team comprising of a nurse, a dietary con-
sultant, and a clinical dietitian. The content of the training covered areas such as
practical screening of patients, recording and calculating patients' food intake by
help of pre-printed forms and the use of nursing forms for screening patients for
nutritional risk and the preparation of diet plans. In addition, health care staff
were informed about the food offered by the kitchens and how to order meals.

At the same time, folders were prepared at all kitchens (one for each of the five
hospitals) for patients to inform them about the normal diet, hospital diet and diet
for those with low intake as well as about the food offered by the kitchens in rela-
tion to these diets. In addition, a folder was prepared for patients at nutritional risk
entitled "Meals for those who can only eat little" (Mad til dig, der kun kan spise
lidt), which describes briefly why it is important for people of poor health to eat
whilst also providing concrete recommendations on food for those who have little
appetite.

As part of the evaluation, an audit of key nutrition staff in the hospital units was
conducted.

Results

Three out of five patients were weighed and one out of two was primary screened.
Of the 94 screenings performed, 85% were performed during the first 24 hours.
Just over a third of the patients were found to be at nutritional risk and about one
in two of these were provided secondary screening.

Half of all patients, who were not at a terminal stage, were screened for risk
within 24 hours after admission. This is lower than the standard set for the project
(= 80%). Almost all patients at risk received a diet plan and 85% of them were fed
in accordance with the plan drawn up.

A total of 51 patients received the hospital diet or the diet for people who eat little
corresponding to 86% of those for which a diet plan was indicated.

Very few patients were hospitalised long enough for monitoring weight and a re-
peated secondary screening to be applicable.
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In relation to the staff, about 1,180 people were offered training of which 840 par-
ticipated. This corresponds to more than 70% of health care staff.

Conclusions

There was increasing interest in "doing something" for patients at nutritional risk
throughout the project period. For example, more and more patients had dietary
recording, which improved the staff’s ability to evaluate their need for and quan-
tity of tube feeding.

The nursing notes could not be used to the same extent on all wards since several
individuals pointed out that they found the nursing notes to be poorly arranged
and that they took up too much space.

The evaluation showed that a large number of patients were hospitalised for such
a short time that no secondary screening could be conducted. This emphasises the
need to improve cooperation between hospitals and the primary sector so that pa-
tients identified as being at risk can be followed up.

There was no contact with outpatient clinics during the project. It would have be
en advantageous to screen patients for nutrition risk in the outpatient setting so
that any nutritional treatment could be initiated as soon as possible. Furthermore,
contact with home care could also be established.

Teaching health care staff about the importance of nutrition for patients should be
followed up. There is especially a great deal to suggest that a higher priority
should be given to training key nutrition staff so that they feel better equipped to
handle their tasks.

It takes time to change well-established cultures, procedures, and routines. For
example, some people found it difficult to screen patients using the nursing forms
— this applied in particularly to those wards that had previously used other types
of screening forms. The follow-up group has begun a revision of the nursing
forms and has also contacted the documentation group with the aim of making the
form more user-friendly and ensuring further implementation.

Ongoing initiatives

The goal-oriented nutrition plan has now been implemented at all five hospitals in
Ringkjebing Region.

In the future, particular attention will be paid to key nutrition staff with the aim of
offering them further advanced training. A two-day course on nutrition was held
at the end of the project (it included screening and dietary recording) for the 45-
50 key nutrition staff and this will be repeated as a one-day course twice a year,
primarily for new staff.

Training on the use of the nursing forms led to their use throughout the region.

One consequence of the project was that key nutrition staff will now be trained in
performing audits at the unit level so that detailed feedback regarding the initia-
tives can be obtained.

Better food for patients — joint report 52



Room service (Is it the choice and flexibility in connection with meals or is it care
on the part of staff that motivates patients at nutritional risk to eat more?)

Organisation

Rigshospital
Tel.: (+45) 35453545

Contact
Lise Munk Plum, clinical practice development nurse

Tel.: (+45) 35 45 31 66
E-mail: lise.munk.plum@rh.regionh.dk

Target group

All patients hospitalised in the diagnostic units during the pre-measurement and
intervention period and who were at nutritional risk at admission or who became
at-risk patients during hospitalisation.

Purpose and background

Purpose: to investigate the effect of two different ways of organising meals and
mealtimes on the food intake of hospitalised patients at nutritional risk and to il-
lustrate undernourished patients' views of meals and mealtimes related to hospi-
talisation especially including their experience with factors that are important for
encouraging them to eat despite loss of appetite as a consequence of disease or
treatment.

In recent years, a variety of dinning options have been established in which peo-
ple can buy food to take home or eat out. This includes fully and partially pre-
cooked meals and pizzerias, cafés, etc., that are characterised by the offer in
which one can informally and without advance ordering choose items from a
menu card to customise their own meal as based on their immediate hunger and
desire to eat. The food is cooked and delivered within a short space of time. This
can be though of as a type of global menu, which takes in account individual eat-
ing patterns and a special food culture. The intention of this project was to incor-
porate these developments into a new catering system and to try out individual,
flexible solutions with a high degree of user involvement.

Initiatives
Location
Hospital

Players
Nurses, kitchen assistants

Focus
Patient involvement, quality assurance of nutritional care.
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Grant
The National Board of Health granted the project DKK 609,900.

Duration
1 May 2004 — 31 December 2004.

Performance

Room service is a flexible, individualised way of ordering meals and snacks via
the telephone from a specially designed menu. Patients could make use of this
service every day of the week between 10:30 and 19:00 and meals were delivered
to the ward within an hour. Four kitchen staff shared the room service tasks.

This new type of catering was offered in three selected wards at Rigshospital. Pa-
tients at nutritional risk on two of the wards (medical and surgical) were offered
the opportunity to order their meals according to the room service concept and a
full-time nurse responsible for nutrition was appointed on the other medical spe-
cialty ward.

The nutrition responsible nurse had been trained as a super-user of the existing ca-
tering system and her job during the intervention period was to optimise patients'
nutrition within the existing system’s framework.

Qualitative interviews were carried out with eight patients to gain more knowl-
edge of their experience of eating at the hospital despite loss of appetite.

Results

There was a significant increase in energy intake in the form of food on one of the
room service wards while there was no difference on the other food service ward.
The vast majority of patients at risk on both room service wards —75% and 86%,
respectively — took the opportunity to order food. Patients on the ward with the
nurse responsible for nutrition ate more and there was a significant increase in
protein intake in the form of food. The patients had not only eaten more, but also
of a better quality in relation to covering their need for both energy and protein.

During the interviews, patients expressed that serving of the food was also of im-
portance for their ability to eat. The quality of serving was perceived as being
widely variable. Flexibility in terms of eating times, choice of menus, and indi-
vidual adaptation of menus were also perceived to be important factors and these
considerations, according to the patients, were met by both of the tested forms for
catering.

Conclusions

Choice and a high degree of self-determination regarding meals and mealtimes
can promote patients at nutritional risk to eat more, but this in itself is not suffi-
cient to ensure that they have their nutritional requirements covered.

According to the project staff, the direct contact with patients influenced them
both professionally and personally. This contact had an inspiring and binding ef-
fect on the project staff in the kitchen, but surprised them by taking more time and
effort than expected.
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The project also leads up to the need for wards with many patients at nutritional
risk to work strategically in the future on ensuring that the necessary resources are
available to perform the task of encouraging patients to eat more. This involves
resources in the form of time and competencies of staff who ought to have knowl-
edge and experience with nursing the undernourished.

In addition, the catering system must live up to the requirements for flexibility,
choice, and reliability of delivery. It is important that the meals are easily accessi-
ble so that staff can focus their efforts on serving of meals. This makes a well-
developed cooperation between the kitchen and the ward necessary if the catering
system is to live up to the well-founded requirements described by the patients in
this project.

Ongoing initiatives

The patient hotel kitchen continues its work on the offers launched in connection
with the project. From 1 February 2007, patients who the dietitian determines as
most at nutritional risk will be offered an "on call menu" consisting of exception-
ally nutritious food, which arrives within 45 minutes of being ordered. This offer
applies throughout Rigshospital.

A nurse responsible for nutrition has been hired at the Haematological Clinic for
two years at present and the idea is that this position will be incorporated perma-
nently in future operation. With the new offer from the kitchen, this nurse will be
able to combine the two initiatives that were tested in the project.

Knowledge from the project is now included in the regular H:S course for key nu-
trition staff (six days).

Better food for patients — joint report 55



Project no. 10

Project "Snack-pack" (Appetite stimulators and educational initiatives for patients
at nutritional risk — orthopaedic surgery patients, respiratory medical patients, and
hotel patients.

Organisation

Arhus Hospital
Tel.: (+45) 89 49 44 44

Contact
Ella Abraham, head of department, hospital hotel manager

Tel.: (+45) 86 99 53 52
E-mail: ella.abraham@adr.dk

Target group

Orthopaedic surgery patients, respiratory medical patients, and oncology hotel pa-
tients with a BMI of < 21 and/or more than three risk points and hospitalised for
at least five days.

Purpose and background

Purpose: to maintain or improve the nutritional status of at-risk patients during
hospitalisation in the form of nutritionally balanced snacks or appetite stimulators.

The project had the following subsidiary goals:

e To sharpen the attention paid by staff to undernourished patients and pa-
tients with low intake and improve patients’ nutritional status.

e To cooperate with patients regarding the importance of meals both from
culinary and nutritional viewpoints.

e To experiment with the content of snacks and appetite stimulators.
e To record relevant parameters in a pilot project for six months.

e To create curiosity about the project.

e To sell the idea.

The nutrition committee at Arhus Municipal Hospital has been working with the
problem of undernutrition since 1998. Cross-sectional surveys at the hospital
wards have shown that only modest progress has been made in connection with
initiatives in this area such as weighing, nutritional screening, and dietary re-
cording. The idea of special snacks arose at the hospital's patient hotel where they
have experimented with the significance of nutrition to patients for a period of
two years. The experience from the patient hotel has shown that patients clearly
eat more if staff eat with them. There is therefore also a question of educational
initiatives.
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Initiatives

Location
Hospital

Players
Nurses, doctors, clinical dietitians

Focus
Patient involvement, quality assurance of nutritional care.

Grant
The National Board of Health granted the project DKK 452,000.

Duration
1 November 2003 — 31 October 2004.

Performance

The pilot project involving appetite stimulators and educational initiatives for pa-
tients at nutritional risk focused on snacks and was conducted in collaboration
with the private food and packaging industry. The project involved three different
wards and 97 patients.

The so-called "Snack-pack" box was a central feature of the initiatives. The box
contained products such as energy beverages, fruit, chocolate, cake, bread, butter
and cheese. The composition of the products varied, but the box always contained
food providing 2,500 kJ and 20 grams of protein. The name "Snack-pack" is sym-
bolic and used as a play on words since it refers to the importance of conversation
relating to the active process between patients and health care staff regarding nu-
trition. (Danish: "snakke" = "chat").

The daily preparation of the Snack-pack snacks was carried out in the patient ho-
tel kitchen. The project nurse then took the boxes to the project patients in their
various wards. The patients' daily food intake was noted on the recording forms,
entered in a database, and statistically analysed. There were also interviews with
patients and staff.

Results

Of the 97 patients who took part in the project, 40% had their diets optimised by
use of Snack-pack with a daily average intake of more than 2,000 kJ, and 68%
had an average intake of more than 1,500 kJ. The greatest success of the project
was with long-term hospitalised patients especially oncology patients.

All patients felt that the nutritional care initiatives were of great importance for
both their health and well-being and the daily contact with the project nurse was
often given as the reason for this. According to reports from staff, half of the pa-
tients had low intake and required further diet optimisation. Therefore, the aver-
age selection of patients for the project of approximately 9% was very low, which
could be due to shortcomings in the nutritional screening procedures or a lack of
focus on the group of patients with low intake.

The project was most firmly established on the medical ward where the proce-
dures regarding patients with low intake has now been changed. Among other
things, patients can now order their main meals and snacks, they receive Snack-
pack when required, nutritional screening has been introduced in 100% of cases
and food waste has been considerably reduced.
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Conclusions

The general recommendation is that the Snack-pack concept should be further de-
veloped with three varieties of energy and protein content: one of less than 1,500
kJ, one from 1,500 to 2,000 kJ, and one of more than 2,000 kJ as products that
can be ordered directly from the central kitchen. The collaboration with private
industry has been developmental, inspiring, and instructive, and a unique project
focused on finding products suitable for patients with low intake has been per-
formed. The project attracted great attention during the entire period, which has
resulted in publications of both popular and professional articles.

The staff’s screening procedures were in focus and this proved to be very appro-
priate since there was often uncertainty about the extent to which all patients with
low intake had been screened and therefore had the opportunity to participate in
the project.

There was only modest success in motivating staff to become active partners in
the project. The educational aspect was often left up to the project nurse since she
visited patients on a daily basis and talked with them to relatively frequently.
Conversations focused on diet, disease and health. Loss of appetite and patients'
own experience in relation to this was a central subject. Patients were to record
their daily intake themselves and this often resulted in a process that provided pa-
tients and relatives with new knowledge.

The interviews with patients and staff revealed several contradictory viewpoints.
When patients spoke subjectively about loss of appetite, for instance, then staff
spoke of patients with low intake, and described them as a large, uniform group
on the ward similar to diabetes patients. Patients spoke about individualised solu-
tions based on their own experience, whereas staff spoke about routines and
busyness and described individual focus as extra work.

Patients were enthusiastic about Snack-pack. It was seen as a creative, cosy pack-
age that was private and could be eaten at any time of the day with no restrictions.
Individuality and creativity were believed to be important elements of nutritional
care. It was difficult for staff to come up with creative suggestions and specific
experiences of success during interviews, which could be imperative for change
and results of initiatives aimed at hospital patients at nutritional risk.

Ongoing initiatives

After the project, oncology outpatients were given the packages for a period of
time. They ate the contents of the packages such as while waiting to be attended
on or during transport to and from the hospital.

Arhus Hospital's nutrition committee recommended that the offer should be intro-
duced and adapted for the individual wards.

Ready to eat Snack-pack boxes are no longer packed because there was too much
waste as patients either did not like or could not eat the entire contents. Instead,
the contents of the boxes can now be ordered by patients from food trolleys.

Patients are still screened and the diets of patients at risk are recorded for three
days. In addition, staff continue to focus on the educational aspect.
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Appendix 1c: Projects that included all three focus areas:
quality evaluation of nutritional care, patient
involvement, and cooperation with the pri-
mary sector

Project no. 11

Post-hospitalisation nutrition coordinated by a clinical dietitian.
Organisation

Frederiksberg Hospital, Medical Centre
Tel.: (+45)38 16 38 16

Contact

Vibeke Sode, clinical dietitian
Tel.: (+45) 38 16 44 40
E-mail: vibeke.sode@frh.regionh.dk

Target group

Patients over the age of 65 that had been hospitalised for longer than five days
with a risk score > 3 and a BMI of < 20.5 or recent major weight loss. Expected
length of stay in hospital of at least five days. An inclusion criteria for taking part
in the project was previously established contact with home care.

Patients with the following diagnoses were not included:
e Terminal patients (life expectancy of less than three months).
e Patients with alcohol and durg abuse problems.
e Patients with severe dementia or other cognitive defects.

e Residents of nursing homes.
Purpose and background

Purpose: to establish a function in one’s own home to follow-up individualised
diet plans for undernourished elderly medical patients.

The intervention had the following goals:

e Patients should maintain a stable weight or gain weight in relation to an
individual plan.

e To encourage patients to pay more attention to the health-related signifi-
cance of the diet.

e To motivate patients to play an active role in regaining their health.

Additional goals were to illustrate circumstances related to the continuity of nutri-
tional treatment, develop standards for "following up on nutritional problems" be-
tween the primary sector and Frederiksberg Hospital, and to train staff in the pri-
mary sector as based on an analysis of needs.

An important subsidiary goal was to record patient involvement and satisfaction,
and to define the interface with the primary sector regarding nutrition for patients
at risk.
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Prior to the project, nutritional initiatives exclusively addressed patients at nutri-
tional risk during hospitalisation. There was no knowledge of the significance of
this initiative or of a potential continuation of nutritional treatment after dis-
charge.

As lengths of stay on medical wards have fallen considerably over the years, it
was found relevant to consider the importance of continuing nutritional therapy
after discharge. There was therefore a desire to investigate how an organisation
could be established in order to conduct treatment after discharge to the primary
sector. Among other things, the continuation of nutritional therapy could be im-
portant for rehabilitation in the home, continued poor health following discharge,
and the risk of readmission due to a worsening of the disease.

Initiatives

Location
Hospitals, people's homes.

Players
Dietitians, doctors.

Focus
Patient involvement, quality assurance of nutritional care, cooperation with the
primary sector.

Grant

The National Board of Health granted the project DKK 323,376.
Duration

1 January 2004 — 28 February 2006.

Performance

The project was divided into two phases. The first phase involved testing the
method and inclusion, whereas the second phase involved continued adjustments.
Patients were informed about the project by a nurse or a doctor who then referred
them to the project dietitian.

The counselling schedule was arranged in such a way that patients were offered
four visits over the course of six months. The first visit comprised of an introduc-
tory interview during hospitalisation. The three subsequent interviews were car-
ried out two weeks, two months, and six months after patients had been dis-
charged.

During the first counselling session, the dietitian prepared an individualised diet
plan together with the patient. The diet plan had to be realistic and easy to follow,
and also had to include five to six meals per day and ensure a fluid intake of at
least 174 litres.

The patients were weighed at each visit and the goal for the next weighing was
discussed.

In addition to the oral counselling on diet, patients were also given the folder
"Food is the best medicine" (Maden er den bedste medicin), which is an informa-
tion folder containing dietary guidance for people with low intake.

As an additional part of the project, a questionnaire was sent to GPs and there was
training and a questionnaire for staff from Frederiksberg Municipal Home Care.
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Results

The first phase of the project included a total of nine patients, whereas the second
phase included 44 patients. An audit conducted during the project period showed
that 22% of patients from medical wards were discharged with a continued need
for nutritional therapy at home.

Of the patients included, three out of four were willing to be visited at home. It
was predominantly women who took up the offer to participate. A meal service
had been established for 65% of them. About four out of five received one or
more visits after inclusion. Seventeen patients were followed for between 6-12
months and they generally had a good understanding of changing their diets in ac-
cordance with "Better food for patients".

Of these patients, 65% succeeded in preventing weight loss or actually gaining
weight. Diet plans were followed. Patients ate and drank more and meal distribu-
tion was improved. The success in retaining and motivating patients was revealed
by their request for further visits up to 12 months after inclusion.

A questionnaire showed that home care staff generally knew a lot about "Better
food for patients". On the other hand, there was uncertainty regarding the evalua-
tion of nutritional risk. There is an interest in nutritional therapy among GPs, but
the general attitude at the time was that nutritional treatment should be handled by
a dietitian or at the hospital.

Conclusions

A visiting clinical dietitian function is effective, but it could be extended advanta-
geously with an outpatient function in hospitals. There is a clear interest in nutri-
tional therapy in the primary sector, but this is regarded as a job that requires spe-
cial referral and resource allocation. There is also a need for more information on
and training in detecting nutritional problems among people of poor health (both
for GPs and in home care) and for better referral options to a clinical dietitian or
hospital clinic.

Inclusion in the project was far lower than expected, which was to a certain extent
due to what was still a far from optimal implementation of the screening proce-
dure on the wards. The procedure for referring patients to a visiting dietitian could
perhaps be improved by a daily presence at the hospital close to discharge until
the function has been firmly established later as a natural link in the nutritional
treatment of discharged patients at nutritional risk.

The motivated patients, who were predominantly older, single women that prided
themselves on following their dietary advice and attaining the goals for weight
gain. All of the patients who were asked would not have accepted the offer of fol-
low-up visits if they were to have been carried out at the hospital rather than in
their own homes.

Patients who did not want to be visited at home should be encouraged to take part
in nutritional treatment in other surroundings, such as an outpatient clinic for the
ward or through referral to their own GPs for a health and nutrition check-up.

The questionnaire used to evaluate patients' food intake was a good instrument
that can be used by all professional groups.
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In general, it can be concluded that through relatively modest initiatives over a 6-
12 month period it is possible to achieve significant changes in the nutritional
status of undernourished patients through the couselling and follow-up of a visit-
ing clinical dietitian.

Ongoing initiatives
There are plans to hire a clinical dietitian as a link between the hospital and the
primary sector. It should be possible for both the hospital and GPs in the munici-

pality to refer patients. Frederiksberg Municipality already has two dietitians, but
they only work with prophylaxis.
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Project no. 12

Improved nutritional initiatives in home care — a cooperative project between
home care in Brenshgj-Husum and the Geriatric Ward at Bispebjerg Hospital.

Organisation

Copenhagen Municipality, Health Care Administration, Health Staff
Tel.: (+45) 3530 35 30

Contact

Susanne Westergren, special consultant
Tel.: (+45) 353035 24

E-mail: fql 7@suf.kk.dk
Target group

Two hundred and sixty-nine elderly people attached to Husumvange home care
who were followed as home care clients; as patients during hospitalisation; after
discharge from the Geriatric Ward, the outpatient clinic, and the day hospital; and
from January 2005, ward H (rheumatology), and ward Y (cardiology) at Bis-
pebjerg Hospital.

Purpose and background

Purpose: to improve the nutritional status of home care patients by:

e developing a cooperative model between home care and the Geriatric
Ward, which would strengthen cooperation and knowledge sharing in
hospital admission, discharge, and nutrition planning including improved
opportunities to refer patients to a geriatric team for examination and
thereby improving the likelihood of being referred to an outpatient clinic.

e offering nutritional therapy in home care for underweight elderly with
low intake and to follow-up on discharged patients who need home care.

In January 2004, the Geriatric Ward at Bispebjerg Hospital and home care in
Brenshgj-Husum in Copenhagen Municipality initiated a two-year cooperative
project designed to improve nutritional initiatives in home care before, during,
and after hospitalisation with an intervention period of 1'% years from April 2004
up to and including October 2005.

The Geriatric Ward at Bispebjerg Hospital has been focused on the nutritional
status of elderly people during hospitalisation throughout the last ten years. The
ward has been accredited and, as a consequence of this, all patients are nutrition
screened within 24 hours after admission. Sufficient nutrition is prioritised during
hospitalisation and many elderly people's nutritional status is upgraded during
their hospital stay.

In Copenhagen Municipality, 15,000 elderly people are referred to home care of
which, according to nutrition research, 5,000 of them can be expected to have low
intake and to be underweight.
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Initiatives

Location
Hospitals, people's homes.

Players
Nurses, visiting nurses, home carers, social and health care assistants, social and
health care helpers.

Focus
Patient involvement, quality assurance of nutritional care, cooperation with pri-
mary sector.

Grant

The National Board of Health granted the project DKK 800,000.
Duration

1 January 2004 — 31 December 2005.

Performance

As a starting point, staff at the hospital and in home care had little knowledge of
each other's organisations, competencies, and conduct’s potential. Therefore, in
the spring of 2004 a joint introductory seminar was held for home care nurses, so-
cial and health care assistants and social and health care helpers from home care
in Brenshej-Husum, and the project nurse. Participants were instructed in such
subjects as nutrition for the elderly in relation to their attitudes surrounding meals
and mealtimes. Subsequently, home carers began to offer home care patients nu-
tritional screening as based on the "Diet table for the elderly” (Kostskema til
&ldre) from "Recommendations for Danish Institutional Meals" (Anbefalinger for
den danske institutionskost) for use in connection with a zero-point measurement
of their nutritional status.

Home care staff developed a categorisation model for use regarding interventions
based on nutritional screening. The model divides home care patients into the col-
ours red, yellow, green, and grey in relation to their nutritional status and inter-
vention.

The project nurse visited home care staff weekly at their group meetings, where
she instructed them in nutrition and helped and guided them in connection with
nutritional screening and later following up on patients with low intake.

Results

Home care clients in Brenshej-Husum, the two groups of home care staff, and
hospital staff derived great benefit from the project.

Among the home care clients in Brenshegj-Husum, the percentage of clients with
low intake and those who were underweight with a BMI of < 24 fell from 49% to
33%. Additionally, the percentage of elderly people with a BMI > 24 rose from
28% to 40%. The tools used by home care staff for following weight and well-
being of the elderly proved to be extremely useful for both the home care staff
and clients.

The greatest benefit for the staff groups was the removal of barriers and greater
understanding of each other's practice and daily routines. Where hospital staff was
concerned, it was particularly the knowledge of the municipal BUM structure in
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geriatrics (order-executor-recipient) that was considerably heightened. For home
care staff, a greater knowledge of nutrition better equipped them to advise and
guide the elderly and their relatives in relation to nutrition, meals, and mealtimes.

Given the new sphere of activities for home care staff — including weighing home
care clients, support in connection with meals and mealtimes, and the offer of an
energy and protein-rich "menu for those with low intake" from the municipal sup-
plier of the meal service — home care staff have become better at handling nutri-
tion-related problems and are also more satisfied with their jobs.

Conclusions

It was a great challenge for many of the social and health care assistants to talk to
the elderly about nutrition and to offer to weigh them. Some of them did not want
to take on this role since they only visited the elderly to clean every other week.
Therefore, during the first part of the project a great deal of time was spent on
motivating the social and health care assistants, and related to this, one social and
health care assistant with a high level of commitment to nutritional care was
nominated as an instigator for the others. The instigator was responsible for fol-
lowing up on patients with poor nutritional status who thereby had the opportu-
nity to build a trusting relationship with a consistent contact person. The instigator
function among the other staff provided the support and quality of nutritional care
that was most appropriate for home care patients.

Some aspects of the project's cooperative model could function as a model for
others who wish to enhance knowledge sharing and dialogue within a specific
professional group between the primary and secondary sectors.

The following central recommendations were brought about by the project:

e To hire a resource person who is present in both the hospital and primary
sector.

e That the social and health care assistants who are closest to the clients are
ensured the tools and updated knowledge necessary to be able to motivate
and advise elderly people with low intake.

e That all home care clients are offered the opportunity to be weighed regu-
larly.

e That nurses' case notes and commentaries from hospitals clearly describe
nutritional status at discharge.

Ongoing initiatives

Copenhagen Municipality has adopted a dietary policy and 800 people (elderly
people living at home who receive home care) are given nutritional therapy each
year (four hours during a period of three to six months). The municipality trains
instigator-persons among nurses who make the first visit in connection with the
therapy.

There are also dietary consultants in the local areas whose job is to ensure that nu-
trition is part of holistic care.
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The municipality offers nurses a key person course in nutrition offered through
the CVU (Centre for Further Education). The key persons must make ensure that
the nurses' case notes and commentaries are followed up in the primary sector.

Nutrition is also a part of the quality standard that will be established in the mu-
nicipality during 2007.
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Project no. 13

Cooperation with the primary sector, continued nutritional initiatives for patients
after discharge, and nutritional screening of people before hospital admission

Organisation

Randers Central Hospital
Tel.: (+45) 89 10 20 00

Contact

Birgit Svendsen, head of development
Tel.: (+45)89 1020 11

E-mail: bsv@rc.aaa.dk

Target group

e People/patients from Mariager, Grenaa and Rosenholm Municipalities
discharged from Randers Central Hospital and Grenaa Hospital in need of
continued nutritional care.

e People from Mariager, Grenaa and Rosenholm Municipalities who have
been nutrition screened before being referred to admission, examination,
and/or treatment at Randers Central Hospital and Grenaa Hospital.

Purpose and background

Purpose:

e to prevent and remedy nutrition problems for hospitalised patients
through goal-oriented nutritional care

e to ensure that nutritional care continues after patients have been dis-
charged from hospital

e to nutrition screen people before they are referred to examination and/or
treatment at the hospital

e to discover the nutritional needs of people who receive prophylactic home
visits
e to clarify the opportunities for supplying various meal options for those

people with nutritional problems who are not covered by the municipal
meal service

e to determine specific quality standards for the municipal meal service so
that individual's various nutritional needs can be taken into account.

These goals are also further specified in a number of subsidiary goals and the spe-
cific success criteria for the initiatives are also included in the project.

People who are referred to hospital admission, examination and/or hospital treat-
ment are not nutrition screened and do not receive counselling about sufficient
nutrition until they come into contact with the hospital.
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Patients who need ongoing nutritional care are presently discharged from hospital
with only written and oral information on the importance of nutrition as part of
treatment, care, rehabilitation, and convalescence. Nothing has been established to
support and guide health care staff in the municipalities or GPs regarding dietary
offers that take in consideration the nutritional care for patients.

Therefore, the project was intended to provide knowledge and experience regard-
ing how nutritional measures for patients can continue following discharge and
how nutritional screening of people who have been referred to hospital admission,
examination and/or hospital treatment can be introduced and carried out in the
municipality and by GPs.

Initiatives

Location
Hospitals, people’s homes.

Players
Health care staff, doctors, clinical dietitians, diet consultants, catering officers,
kitchen assistants, GPs.

Focus
Patient involvement, quality assurance of nutritional care, cooperation with the
primary sector.

Grant

The National Board of Health granted the project DKK 484,780.
Duration

1 September 2004 — 30 September 2005.

Performance

Health care staff at 17 medical and surgical units at Randers Central Hospital and
Grenaa Hospital were taught about nutrition, nutritional screening, and dietary re-
cording. Doctors also attended courses and/or received an orientation.

Health care staff in Grenaa, Rosenholm and Mariager Municipalities including
about 500 people involved in home care also attended courses on nutrition, nutri-
tional screening and dietary recording. GPs in the three municipalities were in-
formed about the project.

In connection with the nutrition project, a new form for nutritional screening was
developed, which follows the recommendation from the National Board of Health
in 2002. This nutritional screening form was implemented in home care in the
three municipalities and in the hospitals. A new dietary recording form was also
implemented at the hospital and dietary recording for people outside the hopsital,
which was not previously routine practice, was newly introduced in home care in
the three municipalities.

Health care staff at the hospitals nutrition screened all patients within the first 24
hours after admission. All people needing care in the municipalities were regu-
larly nutrition screened when deemed necessary and when referred to the meal
service. The results from the nutritional screening determined whether peo-
ple/patients should subsequently have their dietary intake recorded.
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Finally, an audit was carried out on the nutritional screening forms to gain famili-
arity of people's/patients' nutritional status as based on the nutritional screening
and of the completeness of the forms.

Results

The project coordinator, diet consultant, clinical dietitians and key nutrition staff
taught, held meetings, and in conjunction with the health care staff and physicians
in the individual wards, followed up on the goal-oriented nutritional care, nutri-
tional screening, dietary recoding as well as handling, arranging, and serving of
the food.

An analysis of the nutritional screening forms from home care in Grenaa and Ro-
senholm Municipalities and from the hospital showed that people and patients
aged 75 years or older were at risk for becoming nutritionally compromised with
a low weight and low BMI.

An audit at the hospital showed that 85% of patients were screened within the
first 24 hours after admission. All fields in the table were completed in 70% of the
screening forms. Dietary recording was assessed and implemented for 10% of pa-
tients.

An audit of the nutrition forms in two municipalities showed that in Grenaa Mu-
nicipality all of the fields in 93% of the screening forms were completed and that
patients' dietary recording had been evaluated and implemented in 5% of cases.
The corresponding percentages for Rosenholm Municipality were 79% and 7%,
respectively.

In a study of the course of treatment for 24 patients in which focus had been di-
rected towards the patients’ nutrition during hospitalisation and subsequently in
home care in the municipalities after being discharged, ten patients gained an av-
erage of 3 kilograms after returning home from the hospital, which was followed
by a continued focus on nutrition by the health care staff. Six patients maintained
their original weight while eight lost an average of 7 kilograms. These patients
were all considered to be severely ill.

Conclusions

Focus on nutritional care must be maintained after the project both in home care
and the hospital. This enables the possibility for prevention and proactive meas-
ures in specific situations so that individuals or patients avoid becoming at nutri-
tional risk. The knowledge and experience gained from the project must be in-
stilled within home care in the municipalities and the hospital so that there will be
future cohesion within the patient's course of treatment regarding nutritional care.

Nutritional screening and dietary recording must also be incorporated into the
everyday routines in home care and the hospital so that actual and potential cases
of underweight and undernutrition can be prevented or treated. There are also fur-
ther recommendations to focus on the course of patients' treatment when a pa-
tient/person is discharged from or referred to hospital so that nutritional care can
continue during home care or at the hospital.

The project has heightened the awareness of the importance of cooperation be-
tween home care in the municipalities and in the hospital regarding patients' nutri-
tional status when discharged from or referred to a hospital. It was also shown
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that future, goal-oriented nutritional care must focus on and development in rela-
tion to professional and organisational activities so that people and patients re-
ceive and experience a satisfactory course of treatment in which nutrition is an in-
tegral part.

Ongoing initiatives

The report resulted in a large number of recommendations for integrating the pro-
ject including:

e The introduction of new staff to nutrition, nutritional screening, and die-
tary recording.

e The preparation of guidelines for nutritional screening and dietary re-
cording and the development of various dietary offers for people at nutri-
tional risk in home care.

e The establishment of a nutrition organisation in home care.

e The exchange of knowledge and experience regarding nutrition between
the municipalities' home care organisations, the hospital and kitchens.

e Ongoing training and implementation should be continued in home care
by actively including nutritional care in the prophylactic home visits.

The municipal reform in Denmark will result in Mariager Municipality no longer
belonging under Arhus Municipality and therefore, the cooperation has concen-
trated on Grenaa and Rosenholm Municipalities.

Joint courses on patients with low intake were held together with the municipali-
ties in January 2006 in which more than 100 health care staff and kitchen staff
participated.

In addition, the two municipalities introduced a ‘super diet’ for older people.
Relatives can buy meals at the nursing home cafés and visiting nurses in the two
municipalities can order these meals from the cafés.

Finally, consideration is being given to including nutrition in the forthcoming
health agreements between the region and the municipalities.
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Project no. 14

Organising treatment for patients at nutritional risk between hospital wards at
Aalborg Hospital, GPs and home care in Aalborg Municipality — an inter-sector
quality development project.

Organisation

The Municipal Nutrition Committee in Nordjylland Municipality and the hospital
management at Aalborg Hospital.
Tel.: (+45) 99322511

Contact

Henrik Hojgaard Rasmussen, chairman of the Municipal Nutrition Committee,
physician, PhD

Tel.: (+45) 99 32 62 29

E-mail: hhr@rn.dk

Target group
Patients at nutritional risk.
Purpose and background

Purpose: to develop a cooperative model which will ensure that the necessary in-
formation on patients' nutritional risk and a plan for follow-up is passed on to GPs
and home care so that it will be possible for the primary sector to continue rele-
vant nutritional care after patients are discharged from hospital.

The project has the following subsidiary goals:

e Staff on the hospital wards must document nutritional risk, treatment
plans, and follow-up and monitor in patients' medical records.

e The responsibility for ensuring that nutritional care continues after dis-
charge must be clearly allocated and defined between the primary and
secondary sectors.

e Patients must be informed at discharge about their nutritional problems
and advised on handling their own nutrition.

e Information on patients at nutritional risk must be passed on to the pri-
mary sector through nurses' case notes and comments and reports at dis-
charge.

The knowledge possessed by GPs and visiting nurses on handling nutritional
problems of patients at nutritional risk must be heightened.

Two projects were carried out in North Jutland Municipality in 2001-2003, which
are of relevance for this project. The Nutrition Committee at Aalborg Hospital ini-
tiated a project in four hospital wards which in April 2003 resulted in the imple-
mentation of the National Health Board publication "Guidelines for doctors,
nurses, social and health care assistants, auxiliary nurses, and clinical dietitians.
Screening and treating patients at nutritional risk". In 2003, the Municipal Nutri-
tion Committee in North Jutland Municipality conducted a questionnaire survey
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sent to GPs and visiting nurses in North Jutland Municipality in order to reveal
the level of knowledge of nutritional problems and nutritional therapy among the
municipality's GPs and visiting nurses. Among other things, the survey showed
that the responsibility for patients at nutritional risk at discharge from hospital
was not clearly allocated between hospitals, GPs, and home care, that there was a
lack of knowledge that prevented active nutritional intervention and that staff in
the primary sector felt inadequately equipped to offer dietary counselling to un-
dernourished patients.

As a natural continuation of these projects, the Municipal Nutrition Committee in
North Jutland Municipality wanted to develop a cooperative model between hos-
pitals, GPs, and home care which would ensure that patients with nutritional prob-
lems could be followed up in the primary sector after discharge.

Initiatives

Location
Hospitals, people's homes.

Players
Chefs, doctors, nurses, GPs, health care staff, clinical dietitians, auxiliary care
managers, head of secretariat.

Focus
Patient involvement, quality assurance of nutritional care, cooperation with the
primary sector.

Grant

The National Board of Health granted the project DKK 589,600.
Duration

1 November 2003 — 1 October 2004.

Performance

Initiatives were carried out as an inter-sector quality development project between
two wards (medical and surgical gastroenterology ward, Aalborg Hospital) and
Aalborg Municipality. The intervention was conducted at primary and secondary
sector levels.

Nutrition records and discharge summaries that contain nutrition data for doctors
and nurses were implemented on the wards. A treatment algorithm, patient infor-
mation materials and a dietary recording system (for home care) were introduced
in the primary sector,

For both the primary and secondary sectors, courses were held for doctors and
nurses and an interdisciplinary expert committee was set up, which could be con-
tacted by e-mail. An evaluation was conducted in the hospital in the form of an
audit of medical records and discharge letters and in the primary sector through a
questionnaire sent to GPs and home care before and after the intervention.

Results
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The audit in the hospital showed that more than 90% of the medical records (doc-
tors and nurses) contained satisfactory information on nutrition, but that 24-44%
of the discharge letters contained no data on nutrition.

For the questionnaire survey, the response rate percentage for GPs and visiting
nurses was 32 and 24, respectively. The level of knowledge among GPs, includ-
ing knowledge of dietary supplements, was increased and more patients were
screened as well as more diet plans were prepared. More than 70% found that the
information materials and tools supplied were relevant.

In home care, the general level of knowledge was increased including knowledge
of dietary advice (nutrition prescriptions, dietary supplements, etc.). There was
also greater awareness of undernutrition among patients, and there was a higher
degree of use of the information materials and tools including screening.

Hospitals, GPs and home care now use the same nutritional screening and provide
the same patient information, which has helped to create more consistency in the
course of treatment for patients. Tools have been prepared for all professional
groups with considerations taken for the tasks performed by the individual groups
in handling patients at nutritional risk.

There is also more clarity about the potential tasks of visiting nurses in connection
with handling patients at nutritional risk and this includes the opportunity for hos-
pital staff and GPs to "order" a visiting nurse to visit older patients with nutri-
tional problems that require some form for follow-up after discharge.

Conclusions

It is considered possible that the project model and its related tools could be used
throughout Denmark. However, there is still a need for further studies, which can
illustrate the implementation and clinical outcome objectives for patients at nutri-
tional risk in the primary sector.

It was difficult to change the routines of hospital doctors for writing medical re-
cords especially in one of the wards. There was also little support for visiting
nurses to take part in the questionnaire survey even though a far higher percentage
of responses had been expected from this group than from GPs.

Only a relatively small percentage of GPs (25%) and visiting nurses (48%) took
part in the courses offered. This had been expected to a certain extent and there-
fore, other forms of communication were used in order to reach as many people as
possible including written communication via local professional journals, per-
sonal letters, and the Internet.

Continued initiatives

The nutrition records from the project are still used on the two wards. Initiatives
have also been continued by the help of a full-time dietitian in Aalborg Munici-

pality.
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