Prevalence of Malnutrition in nursing, care and residential homes in Walsall 

The aim of this study was to establish the prevalence of malnutrition in older people in nursing, care and residential homes in Walsall using the ‘Malnutrition Universal Screening Tool’ (MUST) 1, 2, 3. The study also aimed to determine how many residents were appropriately prescribed oral nutritional supplements (ONS), and by whom.

Rationale

Malnutrition is common among older people in nursing, care and residential homes. It is frequently unrecognised and is often under-treated in the UK1. Malnutrition costs an estimated £13 billion in the UK3. It is recommended that all patients admitted to a nursing, care or residential home, be screened for malnutrition2. Despite this, there remains little information on the prevalence of malnutrition in this population. However, there is a large body of evidence demonstrating that if malnutrition is identified, it is treatable, resulting in both clinical improvements and economical savings. Malnutrition has a negative impact on a patient’s health, and in turn this has cost implications for the NHS. Even a modest one percent decrease in the annual expenditure attributed to malnutrition would result in a saving in the region of £130 million per year5. Therefore identifying and appropriately treating malnutrition can avoid knock-on healthcare complications and inflated costs.
Background

In October 2009, the Clinical Community Dietitian from Walsall Community Health (now Walsall Healthcare NHS Trust) and Nutricia Nurse from Nutricia Advanced Medical Nutrition embarked on an exciting initiative to implement training to staff and screening in nursing, care and residential homes in Walsall.

The aim of this project was to support nursing, care and residential homes to implement routine, standardised nutritional screening of residents in line with the National Minimum Care Standards4 and NICE Guidance2. 

The homes initially trained were identified by the inappropriate referrals received by the Clinical Community Dietitian. The reason for referral was ‘losing weight’ and sometimes no other information was included.  Dietitians require weight record, height and a MUST score to make a nutritional assessment. The Clinical Community Dietitian approached Walsall’s local Nutricia Sales Executive, and together with his help with resources and introduction letters, the initiative commenced in October 2009.
The homes were then approached by the Clinical Community Dietitian were the initiative was introduced and explained what the training day entailed.  The managers then agreed on a date which was ideal for their staff to attend.  All resources were provided by Nutricia.
Six monthly follow ups were done at the homes that were trained.
Staff were trained to use the Malnutrition Universal Screening Tool (‘MUST’) 3, which is clinically validated and meets NICE guidance on screening.
Activities

Training was to a standard that staff were able to understand why it was important to screen patients for malnutrition. Case studies were also done to show different scenarios making the training session easy to understand. Thereafter, staff screened residents from their home. Staff were asked to ensure that all residents were weighed before the training sessions.
Nutrition care plans for residents found to be at low, medium and high risk of malnutrition have been developed by Nutricia and the Dietitian, to ensure that staff would be able to take appropriate action following screening.  This helped to empower staff to appropriately manage the nutritional care of all residents and to ensure that residents who were at risk received appropriate treatment.

 

Implementation
The training sessions took place at each home from 9:30 and included training, case studies and screening of residents. The training and screening sessions took the whole day to complete.  This involved the Clinical Community Dietitian and Nutricia Nurse.
 

The training session required a minimum of one member of staff from each Ward / Wing / Floor to attend and ideally accommodated as many staff as could be spared. Cooks and chefs of the home were also adviced to attend.
 

The training session involved a 1 hour presentation with practical workshops and case studies delivered by Nutricia Nurse Ellen Jerrams. This was followed by a 2 hour session when the newly trained home staff screened all of the residents and completed Nutrition Care Plans under the supervision and guidance of Walsall Community Health's Community Dietitian Reka Ragubeer & Nutricia Nurse Ellen Jerrams.

 

The homes were asked to identify a member of staff to act as a Malnutrition Link Nurse to ensure that future monthly screening was carried out as per the training session.

 

This Malnutrition Link Nurse was to liaise directly with Walsall Community Health's Community Dietitian Reka Ragubeer & Nutricia Nurse Ellen Jerrams to ensure all the homes’ residents were screened in accordance to NICE guidance.

 

All training was provided FREE of charge courtesy of Walsall Community Health & Nutricia Advanced Medical Nutrition.

 
Whilst continuing on the initiative, we also developed a ‘revolutionary’ resource which was very innovative. We decided to develop an easy to use MUST ready reckoner which would make it easier for staff to screen residents. We found some tools available, but they were not able to show residents MUST score on a monthly basis on one document.  The benefits of this resource would be the provision of an audit trail (numbers of malnourished residents, number of referrals to the dietitians, compliance of MUST). Advantages would also be more time for staff to care for residents instead of form filling and it would also promote timely access to the dietitian.

Results and Outcomes
249 residents (mean age 84; 73% female) from 6 nursing and care homes (5 nursing and 1 care home) were screened for malnutrition using ‘MUST’ from January 2010 to May 2010. The screening was carried out by the clinical community dietitian and Nutricia Nurse, as well as staff trained on the use of MUST. 58% (144 residents) were screened as being low risk, 19% (46 residents) were screened as medium risk and 23% (58 residents) were screened as high risk. The mean BMI for each risk group was as follows: low risk (26.0kg/m2), medium risk (21.4kg/m2) and high risk (17.8kg/m2). (Please note: 1 resident was admitted to hospital and no previous data available as she was a new resident). 

Table 1
Percentage of screened residents receiving supplements and the source of the prescription

	
	Low risk
	Medium risk
	High risk

	Hospital 
	2 (0.8%)
	0 (0%)
	5 (2.0%)

	GP 
	8 (3.2%)
	8 (3.2%)
	6 (2.4%)

	Dietitian 
	7 (2.8%)
	7 (2.8%)
	18 (7.3%)


From Table 1, only 13% (including ~7.0% at high risk of malnutrition) of residents in the care homes taking supplements were being monitored and reviewed by a dietitian. 10 low risk and 8 medium risk residents had been prescribed ONS either when discharged from hospital and from the GP. These residents were not being monitored. After the ‘MUST’ screening, these 18 residents who were on ONS were able to stop. Appropriate dietary advice was given to the staff on management of these residents, and also to re-screen according to care plans. 

Malnutrition is common in the nursing and care homes studied: 18% of residents were at risk of malnutrition according to ‘MUST’(6.0% medium risk, 12% high risk). Most of the residents with malnutrition did not receive ONS or dietetic input for oral nutritional support. Residents in the nursing and care homes studied were inappropriately prescribed ONS without further review (Table 1): 4.0% of low risk residents were on ONS prescribed by either the hospital or GP, 3.0% of medium risk residents were on ONS prescribed by the GP. 
This study showed that malnutrition is common (18%) across nursing and care home settings. Without continued staff training and resident screening using ‘MUST’, malnutrition would have been unrecognised and untreated. The study also showed that identifying and appropriately treating malnutrition could potentially reduce health care costs. 

To measure the success of the initiative, the same homes were revisited after six months.

246 residents (mean age 85; 72% female) from 6 homes (5 nursing and 1 residential home) were screened for malnutrition using ‘MUST’ from August 2010 to March 2011. The re-screening was carried out by the clinical community dietitian and Nutricia Nurse. 63% (154 residents) were screened as being low risk, 12% (29 residents) were screened as medium risk and 24% (58 residents) were screened as high risk. The mean BMI for each risk group was as follows: low risk (25.2kg/m2), medium risk (19.2kg/m2) and high risk (18.2kg/m2). (Please note: data for 3 residents was not available at the time of screening; 4 residents were not screened as they were in hospital).

Table 2
Percentage of screened residents receiving supplements and the source of the prescription

	
	Low risk
	Medium risk
	High risk

	Hospital 
	1 (0.4%)
	0 (0%)
	1 (0.4%)

	GP 
	14 (5.7%)
	4 (1.6%)
	4 (1.6%)

	Dietitian 
	3 (1.2%)
	2 (0.8%)
	24 (9.8%)


From Table 2, 12% (including 9.8% at high risk of malnutrition) of residents in the care homes taking supplements were being monitored and reviewed by a dietitian.15 low risk and 4 medium risk residents had been prescribed ONS either when discharged from hospital and from the GP. These residents were not being monitored.  2 of the residents had improved from high risk to medium risk, and 3 of the residents had improved from high risk to low risk and were being monitored by the dietitian. After the ‘MUST’ screening, these 24 residents who were on ONS were able to stop.
Malnutrition is common in the nursing and care homes studied: 14.2% of residents were at risk of malnutrition according to ‘MUST’ (2.4% medium risk, 11.8% high risk). Residents in the homes studied were inappropriately prescribed ONS without further review (Table): 6.1% of low risk residents on ONS prescribed by either the hospital or GP, 1.6% of medium risk residents on ONS prescribed by the GP. 
The re-screening shows that malnutrition in the homes re-screened after six months seemed to have decreased (from 18% at first screening to 14.2% at re-screen after 6 months). Without continued staff training and resident screening using ‘MUST’, malnutrition would have been unrecognised and untreated. The study also showed that identifying and appropriately treating malnutrition could potentially reduce health care costs.

Conclusions

Malnutrition is a state in which a deficiency of nutrients such as energy, protein, vitamins and minerals causes measurable adverse effects on body composition, function or clinical outcome. Malnutrition is both a cause and a consequence of ill health. It is common and increases a patient’s vulnerability to disease. Methods to improve or maintain nutritional intake are known as nutrition support. Currently, knowledge of the causes, effects and treatment of malnutrition among healthcare professionals in the UK is poor 2. 

This training initiative aims to train staff nursing, care and residential homes, educate them in identifying residents at risk of malnutrition and ensuring continual screening in this vulnerable group. When malnutrition is identified, it is treatable, resulting in both clinical improvements and economical savings. Malnutrition has a negative impact on a patient’s health, and in turn this has cost implications for the NHS. Even a modest one percent decrease in the annual expenditure attributed to malnutrition would result in a saving in the region of £130 million per year5. Therefore identifying and appropriately treating malnutrition can avoid knock-on healthcare complications and inflated costs.
This initiative continues in Walsall with training of staff, as well as re-screenings and updates to ensure that malnutrition is being identified to ensure appropriate nutrition intervention, outcomes and patient care. The development of the MUST ready reckoner has helped to screen residents in nursing, care and residential homes.

The initiative received a Patient Safety Award in 2011, as well as was nominated for the ‘Cross-functional Partnership Award’ for Pf Awards 2011.

This initiative would be of interest on a national and European level because it is easy to run, effective in its message about malnutrition, the re-screenings have shown a decrease in malnutrition in the homes initially screened.  However, more homes in Walsall need to be screened to show the benefits of this initiative, that is, whether malnutrition continues to decrease, staff knowledge of malnutrition continues to increase and that malnutrition is treated appropriately, as well as better patient outcomes and patient care.  
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