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Appendix 13: Barthel’s  

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

A priori

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 





 





 





 



‎

‘a state of nutrition in which a deficiency, excess or imbalance of energy, protein and 

other nutrients (e.g. vitamins) causes measurable adverse effects on tissue/body form 

and function and clinical outcome’

Growth in UK elderly population and projections as a 

percentage of UK population, 1948-2051
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‘The registered person ensures that service users receive a varied, appealing, wholesome 

and nutritious diet, which is suited to individual assessed and recorded requirements, and 

that meals are taken in a congenial setting and at flexible times.’  











 

 

 

 





 





 

 

 

 

 

 





‎



 



2.3.4.1 ‘MUST’; Step 1 
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2.3.4.2 ‘MUST’; Step 2 
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2.3.4.3 ‘MUST’; Step 3 
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2.3.4.4 Calculation of ‘MUST’ score 

 



 

2.3.5.1 Protocol for measuring standing weight 

2.3.6.1 Protocol for measuring standing height 

2.3.6.2 Protocol for measuring forearm (ulna) length 
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Sex 

Male; % 

Female; % 



 

2.5.2.1 Use of weighing scales 
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2.5.2.2 Routine use of nutrition screening tools 
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2.5.2.3 Access to Dietetic Services in Hampshire 

 

2.5.2.4 Use of nutritional interventions in Hampshire care homes 

 



2.5.3.1 Overall prevalence of malnutrition 

2.5.3.2 Malnutrition according to source of admission 

 

2.5.3.3 Deprivation and malnutrition risk in care homes 
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2.5.3.4 Malnutrition according to type of care received 
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2.5.3.5 Malnutrition according to age categories 
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2.5.3.6 Malnutrition according to gender 

 

2.5.3.7 Malnutrition according to body systems and health conditions 
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Sex 

Male; n, (%) 

Female; n, (%) 

% malnutrition 

Overall risk; n, (%) 

‘MUST’ Category 

Medium risk; n, (%) 

High risk; n, (%) 

Type of care 

Residential care; n, (%) 

Nursing care; n, (%) 

Sex 

Male; n, (%) 

Female; n, (%) 

Age 

<70y; n, (%) 

70-84y; n, (%) 
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Sex 

Male; n, (%) 

Female; n, (%) 

Overall risk; n, (%) 

Medium risk; n, (%) 

High risk; n, (%) 

Type of care 

Residential care; n, (%) 

Nursing care; n, (%) 

Sex 

Male; n, (%) 

Female; n, (%) 

Age 

<70y; n, (%) 

70-84y; n, (%) 

>85y; n, (%) 
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Sex 

Overall risk; n, (%) 

‘MUST’ Category 

Medium risk; n, (%) 

High risk; n, (%) 

Type of care 

Residential; n, (%) 

Nursing; n, (%) 

Sex    

Male; n, (%) 

Female; n, (%) 

Age 

<70y; n, (%) 

70-84y; n, (%) 

>85y; n, (%) 
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2.6.2.1 Factors affecting malnutrition risk in Hampshire care home residents 







 

2.6.2.2 Use of nutritional interventions in the management of malnutrition in Hampshire 

care homes 
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RCT – Randomised controlled trial, ADL – Activities of daily living
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3.5.1.1 Food fortification versus control  

3.5.1.2 ONS versus control  

3.5.1.3 ONS versus ONS 

3.5.1.4 Food fortification versus ONS  



 

3.5.2.1 Food fortification versus ONS 

3.5.2.2 ONS versus Control 

 



3.5.2.3 ONS versus ONS 

 

3.5.2.4 Food fortification versus ONS 

 

3.5.3.1 All interventions 

 

3.5.3.2 Food fortification versus control 

 



3.5.3.3. ONS versus control  

 

3.5.3.4 ONS versus ONS 

3.5.3.5 Food fortification versus ONS 

3.5.4.1 Food fortification versus control 

 

3.5.4.2 ONS versus control 



3.5.4.3 ONS versus ONS  

 

3.5.4.4 Food fortification versus ONS 

 

3.5.5.1 Food fortification versus control 

 

3.5.5.2 ONS versus control 

 

 

 

 

 



3.5.5.3 ONS versus ONS  

 

 

3.5.5.4 Food fortification versus ONS 

 

3.5.6.1 Food fortification versus control 

 

3.5.6.2 ONS versus control 

 

3.5.6.3 ONS versus ONS 

 



3.5.6.4 Food fortification versus ONS  

3.5.7.1 Food fortification versus control 

 

3.5.7.2 ONS versus control  

 

3.5.7.3 ONS versus ONS 

 

3.5.7.4 Food fortification versus ONS  

 

 



 

3.5.8.1 All interventions 

 

‎

Study name Statistics for each study Mean and 95% CI

Standard 
Mean error p-Value

Kwok (FF) 106.000 185.200 0.567

Manders (ONS) 190.000 105.900 0.073

Fiatarone 2000 (ONS) 119.000 16.260 0.000

Lauque 2000 (ONS) 278.000 121.700 0.022

123.205 15.875 0.000

-500.00 -250.00 0.00 250.00 500.00

Favours Control Favours ONSFavours Intervention 



3.5.8.2 Food fortification versus control 



3.5.8.3 ONS versus control 

 

‎

3.5.8.4 ONS versus ONS 

 

Study name Statistics for each study Mean and 95% CI

Standard 
Mean error p-Value

Manders (ONS) 190.000 105.900 0.073

Fiatarone 2000 (ONS) 119.000 16.260 0.000

Lauque 2000 (ONS) 278.000 121.700 0.022

123.333 15.933 0.000

-500.00 -250.00 0.00 250.00 500.00

Favours Control Favours ONS



3.5.8.5 Food fortification versus ONS 

 

3.5.9.1 All interventions 

 

 

3.5.9.2 Food fortification versus control 

 



3.5.9.3 ONS versus control 

 

 

3.5.9.4 ONS versus ONS 

 

 



3.5.9.5 Food fortification versus ONS 

3.5.10.1 All interventions 

 



‎

3.5.10.2 Food fortification versus control 

 

Study name Comparison Statistics for each study Mean and 95% CI

Standard 
Mean error p-Value

Smoliner (FF) ff 0.400 0.681 0.557

Manders (ONS) ons 1.600 0.730 0.028

Fiatarone (ONS) ons 1.680 0.708 0.018

Wouters (ONS) ons 2.200 1.080 0.042

1.322 0.381 0.001

-5.00 -2.50 0.00 2.50 5.00

Favours Control Favours ONSFavours Intervention 



3.5.10.3 ONS versus control 

 

‎

3.5.10.4 ONS versus ONS 

 

Study name Comparison Statistics for each study Mean and 95% CI

Standard 
Mean error p-Value

Manders (ONS) ons 1.600 0.730 0.028

Fiatarone (ONS) ons 1.680 0.708 0.018

Wouters (ONS) ons 2.200 1.080 0.042

1.743 0.460 0.000

-5.00 -2.50 0.00 2.50 5.00

Favours Control Favours ONS



3.5.10.5 Food fortification versus ONS 

 

3.5.11.1 All interventions 

‎

Study name Type of study Statistics for each study Mean and 95% CI

Standard 
Mean error p-Value

Gil Gregorio ONS 0.459 0.234 0.050

Fiatarone ONS 0.600 0.265 0.024

Smoliner FF 0.400 0.276 0.147

0.486 0.148 0.001

-1.20 -0.60 0.00 0.60 1.20

Favours Control Favours ONSFavours Intervention 



3.5.11.2 Food fortification versus control  

3.5.11.3 ONS versus control 



‎

3.5.11.4 ONS versus ONS 

3.5.11.5 Food fortification versus ONS 

 

3.5.12.1 Food fortification versus control 

 

Study name Type of study Statistics for each study Mean and 95% CI

Standard 
Mean error p-Value

Gil Gregorio ONS 0.459 0.234 0.050

Fiatarone ONS 0.600 0.265 0.024

0.521 0.175 0.003

-1.20 -0.60 0.00 0.60 1.20

Favours Control Favours ONS



3.5.12.2 ONS versus control 

 

3.5.12.3 ONS versus ONS 

 

3.5.12.4 Food fortification versus ONS 
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4.3.4.1 Inclusion criteria 

 

 

 

 

 

 

4.3.4.2 Exclusion criteria 

 

 

 

 

 

 

 

 





4.3.8.1 Oral nutritional supplements (ONS) 

ad libitum

4.3.8.2 Dietary advice 

4.3.9.1 Malnutrition risk 



4.3.9.2 Quality of life  



‎



‎



4.3.9.3 Activities of Daily Living 

4.3.9.4 Anthropometry 



‎



4.3.9.5 Handgrip Strength 



4.3.9.6 Activity levels and mobility  

4.3.9.7 Healthcare use  

 

 

 

 



4.3.9.8 Appetite 

4.3.9.9 Nutritional intake 

4.3.9.10 Subject satisfaction 



4.3.11.1 Sample size calculations 
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4.3.11.2 Statistical tests 



‎





‎



‎

Type of care 

‘MUST’ Categories 



‎



‎

BMI Categories^; 

Percentage weight loss categories‡ 

‘MUST’ Categories 

† Relates to comparisons between ONS and Dietary advice * Chi Squared, ** Unpaired t-test, ^BMI (kg/m
2
): mean ± SD,  ONS: 

18.44 ± 2.35, DA 19.90 ± 2.90, p=0.007**, ‡Percentage weight loss (%): mean, SD ONS; 3.04 ± 4.33, DA 3.82 ± 4.70, p= 0.392** 



4.4.2.1 Differences in characteristics between residents that completed the 12 week 

intervention and those that did not  

‎



‎

‎

‎

‎





‎



‎



‎

Skinfolds (mm)    

Handgrip (kg) 



‎



‎

Pressure ulcers 

Hospital Admissions 

‎



‎

 ±

±



4.4.4.1 Quality of Life  



‎

* 



‎

Dietary Advice 

Dietary Advice 

Dietary Advice 



‎



‎



‎



‎

† Relates to comparisons between ONS and Dietary advice at week 6, Chi squared ‡ Relates to comparisons between ONS and Dietary 

advice at week 12, Chi Squared



4.4.4.2 Activities of daily living 



‎



† Relates to comparisons between ONS and dietary advice at week 6 * Chi Squared, ** Unpaired t-test; ‡ Relates to comparisons 

between ONS and Dietary advice * Chi Squared, ** ANCOVA, mean ± SE, All results were adjusted for the baseline result, designated 

intervention, ‘MUST’ category and type of care  



4.4.4.3 Weight, BMI, Mid Upper Arm Circumference (MUAC), skinfolds and handgrip  

4.4.4.4 Activity levels and mobility   



‎

Skinfolds (mm) 

Handgrip (kg) 



‎



4.4.4.5 Number of Healthcare Professional (HCP) visits, pressure ulcers and hospital 

admissions 

 

‎



4.4.4.6 Appetite 

‎



4.4.4.7 Dietary intake 

‎



‎



‎



4.4.4.8 Subject satisfaction 



‎



‎

None: n (%)

25%: n (%) 

50%: n (%) 

75%: n (%) 

100%: n (%) 

Yes: n (%) 37 (92.5) 34 (87.2) 

No: n (%) 3 (7.5) 5 (12.8) 

Yes: n (%) 

No: n (%) 

Like them more: n (%) 

No change: n (%) 

Like them less: n (%) 



‎









‎

(this 

study)

 





 

4.5.3.1 Compliance to the ONS 



4.5.3.2 Compliance to the dietary advice 
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5.3.3.1 Cost of the intervention 
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Audiologist 

Chiropodist 

Dietitian 

District nurse 

GP 

Optician 

Phlebotomist 

Physiotherapist 

Practice nurse 

Accident and Emergency visit, but not admitted 

Consultant physician outpatients appointment 

Endoscopy 

Gastroenterology outpatients appointment 

Ophthalmology outpatients appointment 

Orthopaedics outpatients appointment 

Parkinson’s outpatients appointment 

Radiographer 

 

Hospital Admission   

(Short stay, Emergency†)
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Imputation 1 

Imputation 2 

Imputation 3 

Imputation 4  

Imputation 5 

Imputation 1 

Imputation 2 

Imputation 3 

Imputation 4 

Imputation 5 
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Imputation 1 

Imputation 2 

Imputation 3 

Imputation 4 

Imputation 5 

Imputation 1 

Imputation 2 

Imputation 3 

Imputation 4 

Imputation 5 
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‎
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‎

Imputation 1 

Imputation 2 

Imputation 3 

Imputation 4 

Imputation 5 

Imputation 1 

Imputation 2 

Imputation 3 

Imputation 4 

Imputation 5 
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Projecting Older People Population Information

Nutrition Support for Adults:Oral Nutrition Support, Enteral Tube Feeding and 

Parenteral Nutrition 

To screen or not to screen for adult 

malnutrition?

Malnutrition in the UK: where does it begin?

Malnutrition prevalence in The Netherlands: results of the annual 

dutch national prevalence measurement of care problems.

Nutrition screening survey in the UK and Republic of Ireland 

in 2010

Anorexia and weight loss in older persons.

Management of malnutrition in the elderly 

and the appropriate use of commercially manufactured oral nutritional supplements.

Malnutrition and ageing.

Sarcopenia: effects on body composition and function.

The anorexia of aging.

Prevalence of dementia in institutional care.

Reduced appetite. A predictor for undernutrition in aged 

people.

The willingness to eat. An investigation of appetite 

among elderly people.

The influence of protein-calorie malnutrition on quality 

of life in nursing homes.

Combatting Malnutrition: Recommendations for Action

Report from the Advisory Group on Malnutrition, Led by BAPEN

'Malnutrition Universal Screening Tool' predicts mortality and 

length of hospital stay in acutely ill elderly.

A positive approach to nutrition as treatment

The state of social care in England 2006-2007

SCIE Guide 15: Dignity in Care

Care homes for older people: national minimum standards and the Care Homes 

Regulations: third edition (revised)

Nutrition Action Plan

The 'MUST' Report

MNA User Guide

Nutritional risk screening (NRS 2002): a new method based on an 

analysis of controlled clinical trials.

Development and validation of a hospital screening tool for 

malnutrition: the short nutritional assessment questionnaire (SNAQ).

http://www.mna-elderly.com/default.html
http://www.mna-elderly.com/default.html


Nutrition screening survey in the UK in 2007

Nutrition screening survey in the UK in 2008

Manual of Dietetic Practice

Healthy Aging; The Role of Nutrition 

and Lifestyle

National diet and nutrition survey: people aged 65 years and over

Unidentified under-nutrition: dietary intake and anthropometric 

indices in a residential care home population.

Dietary Reference Values for Food Energy and Nutrients for the United Kingdom. 

Report on Health and Social Subjects

Dietary advice and nutritional supplements in the 

management of illness-related malnutrition: systematic review.

Dietary advice for illness-related malnutrition in 

adults.

Is dietary counselling effective in increasing dietary calcium, protein 

and energy intake in patients with osteoporotic fractures? A randomized controlled 

clinical trial.

Does additional feeding support provided by health care assistants 

improve nutritional status and outcome in acutely ill older in-patients?--a randomised 

control trial.

Randomized clinical trial of nutritional 

supplementation shows little effect on functional status among free-living frail elderly.

Failure of conventional strategies to improve nutritional status in 

malnourished adolescents and adults with cystic fibrosis.

Oral supplements as adjunctive treatment to 

nutritional counseling in malnourished HIV-infected patients: randomized controlled 

trial.

Nutrition supplementation enables elderly residents of long-term-care 

facilities to meet or exceed RDAs without displacing energy or nutrient intakes from 

meals.

Dietary foods for special medical purposes. L91.

British National Formulary.

Encouraging appropriate, evidence-based use of oral 

nutritional supplements.

The cost of disease related malnutrition in 

the UK and economic considerations for the use of oral nutritional supplements (ONS) 

in adults.

ESPEN guidelines on enteral nutrition: Geriatrics.

Who benefits from nutritional support: what is the evidence?

Elucidating effective ways to identify and treat malnutrition.

Meta-analysis: Protein and energy 

supplementation in older people.



A prospective randomised controlled trial of nutritional 

supplementation in malnourished elderly in the community: clinical and health 

economic outcomes.

Prevalence of malnutrition and use of nutritional support in 

Peterborough Primary Care Trust.

Deprivation linked to malnutrition risk and mortality in 

hospital.

The influence of deprivation on malnutrition risk in outpatients 

with chronic obstructive pulmonary disease.

Patient weighing scales

Oral nutritional supplement prescribing review

The English Indices of Deprivation

Essential standards of quality and safety

Malnutrition and associated factors among aged residents in all 

nursing homes in Helsinki.

Malnutrition in Dutch health care: Prevalence, prevention, 

treatment, and quality indicators.

How well do nurses recognize malnutrition in elderly patients?

Implementation of a nursing home care 

management pathway developed to facilitate the use of The Malnutrition Universal 

Screening Tool.

Projecting Older People Population Information System (POPPI)

Use of oral supplements in malnourished elderly patients 

living in the community: a pharmaco-economic study.

Effect of nutritional supplements on 

wound healing in home-nursed elderly: A randomized trial.

Nutrition in the community - an exploratory study of oral nutritional 

supplements in a health board area in Ireland.

Manual of dietetic practice

Protein and energy supplementation in elderly people at risk from 

malnutrition.

Cochrane Handbook for Systematic Reviews of Interventions

The QUORUM statement.

Disease-related malnutrition: An evidence-based 

approach to treatment

Assessing the quality of reports of randomized clinical trials: is 

blinding necessary?

Does low lactose milk powder improve the nutritional 

intake and nutritional status of frail older Chinese people living in nursing homes?

The effect of oral nutritional supplements on habitual 

dietary quality and quantity in frail elders.

Protein-energy oral supplementation in malnourished nursing-home 

residents. A controlled trial.

http://www.poppi.org.uk/


Effect of a nutrient-enriched drink on dietary intake and 

nutritional status in institutionalised elderly.

Effects of food fortification on nutritional and functional status in 

frail elderly nursing home residents at risk of malnutrition.

Study of the effect of a liquid nutrition supplement on 

the nutritional status of psycho-geriatric nursing home patients.

Dementia and Nutrition. 

Intervention study in institutionalized patients with Alzheimer disease.

Serving meals of reduced portion size did not improve 

appetite among elderly in a personal-care section of a long-term-care community.

Effect of family style mealtimes on quality of life, physical 

performance, and body weight of nursing home residents: cluster randomised 

controlled trial.

Effect of family-style meals on energy intake and risk of malnutrition 

in dutch nursing home residents: a randomized controlled trial.

Finger food for patients with dementia.

Impact of a buffet-style dining program on weight and 

biochemical indicators of nutritional status in nursing home residents: a pilot study.

Compliance with an oral hyperproteic supplement with fibre 

in nursing home residents.

A prospective study of the use of liquid oral dietary 

supplements in nursing homes.

Does a liquid supplement improve energy and protein 

consumption in nursing home residents?

The efficacy of pre-thickened fluids on total fluid and nutrient 

consumption among extended care residents requiring thickened fluids due to risk of 

aspiration.

Improving nutrition care for nursing home 

residents using the INRx process.

Effects of oral functional training for nutritional improvement in 

Japanese older people requiring long-term care.

Is it possible to increase weight and maintain the protein status of 

debilitated elderly residents of nursing homes?

Disease-specific, versus standard, nutritional support for the 

treatment of pressure ulcers in institutionalized older adults: a randomized controlled 

trial.

The effect of vitamin, mineral, and nutritional supplement in the aged.

Improved nutritional status of the elderly given an nutrient 

supplement drink.

Multifaceted nutritional intervention among 

nursing-home residents has a positive influence on nutrition and function.

Physical and social functional abilities seem 

to be maintained by a multifaceted randomized controlled nutritional intervention 



among old (>65 years) Danish nursing home residents.

The Boston FICSIT study: the effects of resistance training and 

nutritional supplementation on physical frailty in the oldest old.

Exercise training and nutritional supplementation for physical 

frailty in very elderly people.

High-intensity functional exercise program and protein-enriched 

energy supplement for older persons dependent in activities of daily living: a 

randomised controlled trial.

Combined effects of functionally-oriented exercise 

regimens and nutritional supplementation on both the institutionalised and free-living 

frail elderly (double-blind, randomised clinical trial).

Nutritional care in old age: the effect of supplementation on nutritional 

status and performance

Home-made oral supplement as nutritional 

support of old nursing home residents, who are undernourished or at risk of 

undernutrition based on the MNA. A pilot trial.

Enhancement of select foods at 

breakfast and lunch increases energy intakes of nursing home residents with low 

meal intakes.

Prevention of unintentional weight loss in nursing home 

residents: a controlled trial of feeding assistance.

Oral nutritional supplement use in elderly 

nursing home patients.

Pressure ulcer healing with a concentrated, fortified, collagen protein 

hydrolysate supplement: a randomized controlled trial.

The effect of a nutrient dense drink on mental and physical 

function in institutionalized elderly people.

Providing nutrition supplements to institutionalized seniors with 

probable Alzheimer's disease is least beneficial to those with low body weight status.

Energy-containing nutritional 

supplements can affect usual energy intake postsupplementation in institutionalized 

seniors with probable Alzheimer's disease.

Early nutritional supplementation immediately after 

diagnosis of infectious disease improves body weight in psychogeriatric nursing home 

residents.

A randomized, crossover trial of high-carbohydrate foods in 

nursing home residents with Alzheimer's disease: associations among intervention 

response, body mass index, and behavioral and cognitive function.

Systemic inflammatory markers in older persons: the effect of 

oral nutritional supplementation with prebiotics.

The feasibility of serving liquid yoghurt supplemented with 

probiotic bacteria, Lactobacillus rhamnosus LB 21, and Lactococcus lactis L1A--a pilot 

study among old people with dementia in a residential care facility.



Individually adjusted meals for older 

people with protein-energy malnutrition: a single-case study.

Energy-dense meals improve energy intake in elderly residents 

in a nursing home.

The effect of nutritional intervention in elderly subjects 

residing in group-living for the demented.

Benefits of an oral nutritional supplement on pressure ulcer 

healing in long-term care residents.

The effect of nutrient supplements on high 

risk long term care residents receiving pureed diets.

The importance of dietary protein in healing pressure ulcers.

Dietary supplementation and nutritional status in 

elderly women.

Home-made oral supplement as nutritional 

support of old nursing home residents, who are undernourished or at risk of 

undernutrition based on the MNA. A pilot trial. Mini Nutritional Assessment.

Disease-related malnutrition: an evidence-based 

approach to treatment

EQ-5D Value Sets: Inventory, Comparative Review 

and User Guide

Health-related quality of life in unselected outpatients with heart 

failure across Spain in two different health care levels. Magnitude and determinants 

of impairment: The INCA study.

Body fat assessed from total body density and its 

estimation from skinfold thickness: measurements on 481 men and women aged from 

16 to 72 years.

The use of visual analogue scales to assess motivation to eat in 

human subjects: a review of their reliability and validity with an evaluation of new 

hand-held computerized systems for temporal tracking of appetite ratings.

Guide to the methods of technological appraisal

Missing outcomes in randomized trials: addressing the dilemma.

Outcome after femoral neck fractures: a comparison of Harris Hip 

Score, Eq-5d and Barthel Index.

Physical activity and quality of life in subjects with chronic disease: 

Chronic obstructive pulmonary disease compared with rheumatoid arthritis and 

diabetes mellitus.

Economic evaluation of a minimal psychological intervention in 

chronically ill elderly patients with minor or mild to moderate depression: A 

randomised trial (the DELTA-study).

A systematic review of compliance to oral nutritional 

supplements.

Can people with mild to moderate 

dementia provide reliable answers about their quality of life?

How can we best assess the quality of life 

of people with dementia? the Bath Assessment of Subjective Quality of Life in 

Dementia (BASQID).



Proxy completion of EQ-5D in patients with dementia.

Quality of life in older Belgian people: comparison between people 

with dementia, mild cognitive impairment, and controls.

Health Economics - An International 

Perspective

Cost Effectiveness Thresholds: economic and 

ethical issues

Using cost-effectiveness analysis to improve healthcare opportunities 

and barriers

Methods for the Economic Evaluation of Health Care 

Programmes

Non-parametric methods for cost-

effectiveness analysis: the central limit theorem and the bootstrap compared.

A cost-utility analysis in patients receiving enteral tube 

feeding at home and in nursing homes.

Cost-utility analysis of home parenteral nutrition.

Is INTERdisciplinary COMmunity-based COPD management 

(INTERCOM) cost-effective?

Unit Costs of Health and Social Care 2009

UK Healthcare Data

Intergenerational equity: an exploration of the 'fair innings' argument.

A national survey of General Practitioners 

understanding and awareness of malnutrition.

Attitude of British General Practitioners towards 

nutritional counselling and treatment of malnutrition.

Older adults and patients in need of nutritional support: 

review of current treatment options and factors influencing nutritional intake.
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Total care homes in Hampshire 

n=633 

(489 residential, 98 nursing, 46 dual) 

Total care homes contacted 

N=255 

(157 residential, 65 nursing, 33 dual) 

Feasibility visits completed 

N=87 

(43 residential, 28 nursing, 16 dual) 

Total care homes participated in screening survey 

N=63 

(34 residential, 17 nursing, 11 dual) 

Portsmouth n=42 

Council owned n=41 

<10 beds n=178 

Dementia n= 67 

Learning Disabilities n= 

16 

No reply n= 48 

Dementia n= 32 

Learning disabilities n=14 

Not interested n=8 

Too busy n=6 

Nutrition support in place n=3 

Selling care home n= 2 

No suitable residents n= 2 

Bad experiences with research 

n=1 

Dementia n=11 

Not interested n=4 

Too busy n=4 

Nutrition support in place 

n=2 

No suitable residents n=2 

No residents at risk n=1 

All aged under 50y n=1 



Community Nutrition Research Project. 
GENERAL DETAILS. 
 

Name of care home  

Name of manager  

Number of beds  

Private / NHS  

Contact Details  

Previous participation in 
research 

 

Any current research in home  

Associated hospital  

Date of visit  

Visit undertaken by  

 
OVERVIEW OF RESIDENTS 
 

Types of patients  

Age range of patients  

Average length of stay  

Primary Diagnosis  

Turnover of patients  

Malignancy  

Able to consent  

GP input  

 
NUTRITION 

Currently Screening? How often  

Use of MUST?  

% malnourished   

Dietetic Input into home?  

% ONS  

% Tube feeders  

Food fortification / special 
menus 

 

Equipment and facilities  











Invitation to take part in research.  

 

We are currently involved in a nutrition research project with the University of Southampton. 

 

This research aims to find out the best way of giving nutrition to elderly people who are thin, losing 

weight, or have a poor appetite. The research will assess the effects of nutritional drinks and dietary 

advice on your quality of life, strength, mobility, and appetite.  

 

Tackling nutrition in care homes has recently been highlighted by many national bodies.  

 

Each person, who is willing and suitable for the research, will be given nutrition drinks or dietary advice 

for 3 months and followed up for 3-6 months.  Participation is voluntary and you would be free to 

withdraw from the research at any time.   

 

If you are interested and would like to discuss this further, please let me know so that we can arrange 

for you to meet a member of the research team.  

 

 

 

THE CARE HOME MANAGER.  

 

 

IHN Institute of Human 

Nutrition 



 

 

 

 

 

 

- 

- 

- 

 

 



 

 

 



 

 Medium risk / 

Residential care 

High risk / 

Residential care 

Medium risk / 

Nursing care 

High risk / 

Nursing care 

1 1 0 1 1 

2 0 1 1 0 

3 0 1 0 1 

4 1 1 1 1 

5 1 0 1 0 

6 1 1 0 0 

7 1 0 1 0 

8 1 0 0 0 

9 1 0 0 0 

10 0 1 1 0 

11 0 1 0 1 

12 0 1 1 1 

13 1 0 0 1 

14 0 0 1 0 

15 1 0 1 0 

16 0 1 1 0 

17 0 0 1 1 

18 1 0 0 0 

19 0 0 1 0 

20 1 1 1 0 

21 0 1 0 0 

22 1 1 0 0 

23 1 0 0 1 

24 0 0 1 0 

25 1 0 0 1 

26 1 1 1 1 

27 1 1 0 1 

28 1 1 1 0 

29 0 1 0 1 

30 1 1 1 1 

31 1 1 0 0 

32 0 0 1 0 



33 0 1 1 0 

34 0 1 1 1 

35 1 1 1 1 

36 1 0 0 0 

37 1 0 1 1 

38 1 0 0 0 

39 0 1 0 1 

40 1 1 1 0 

41 0 0 0 1 

42 1 0 1 1 

43 0 1 0 0 

44 0 0 1 1 

45 1 0 1 1 

46 0 1 0 1 

47 1 0 0 0 

48 0 1 1 1 

49 0 0 1 0 

50 1 0 0 1 

51 1 1 1 0 

52 0 1 0 0 

53 1 0 0 1 

54 0 0 0 1 

55 1 1 0 0 

56 0 1 1 1 

57 0 0 1 0 

58 0 1 1 0 

59 1 0 0 1 

60 0 0 0 0 

61 1 0 0 0 

62 0 1 0 1 

63 0 1 0 0 

64 1 0 0 1 

65 0 0 0 0 

66 0 0 0 0 

67 0 0 1 1 

68 0 1 1 0 



69 1 1 0 1 

70 1 0 1 1 

71 1 0 0 0 

72 0 1 0 1 

73 1 1 0 0 

74 0 1 0 1 

75 0 1 0 1 



 





NUTRITION DRINKS 

 

Nutrition drinks are palatable, ready-made drinks 

packed full of calories, protein, vitamins and 

minerals.   

 

You should aim to have 2 or more drinks per day. 

 

Continue to eat as much food as you can. 

 

The drinks are best served chilled and can be 

poured into a glass or drunk through a straw from 

the bottle. 

 

You can have a variety of nutrition drinks as there 

are many styles and flavours to choose from during 

the trial. 



If you wish to change the nutrition drinks you are 

taking let us know.  

 

YOUR NUTRITION DRINKS: 

 ______________________  

 ______________________  



 

 

 

BUILD YOURSELF UP 

 

A GUIDE TO HELP INCREASE THE CALORIES AND 

PROTEIN IN YOUR DIET 

 

 

 

 

 

 

 

 

 

This is not a “special diet”, but just some practical tips on 

how to build yourself up. 

 

This advice will help you to get your energy back and keep 

your strength up.  If you have lost weight these tips may 

help you to put some pounds back on.



WHEN SHOULD I EAT? 

 

Try to eat something between your meals. This is particularly 

important if you have a reduced appetite and can only manage 

small meals.  

 

Aim to eat something, or have a milky drink, six times per day, 

i.e.:  

 

 Breakfast 
 Mid-morning snack 
 Lunch      
 Mid-afternoon snack 
 Evening meal 
 Bedtime snack 

 

Everyone’s appetite varies between good and bad days and 

from hour to hour. Make the most of the good times by eating 

and treating yourself to your favourite foods.  

 

 



ARE THERE ANY FOODS I SHOULD AVOID? 

 

There are no particular foods you should avoid or foods that you 

must eat, unless you are allergic to something. Everyone is 

different: if you find that certain foods upset you, avoid them! Try 

to have as wide a variety of foods as possible.  

 

Often people, when they are well, are told to avoid fat and 

sugar. This is not relevant to you. In fact, it is these foods that 

will help you put some pounds back on if you have lost weight.  

Smoking tends to reduce your appetite. If you are off your food, 

cutting back on smoking will help.  



HOW CAN I INCREASE THE CALORIES AND PROTEIN IN 

THE FOODS THAT I EAT? 

 

 

 

MILK: Drink full cream milk or milky drinks (like 

ovaltine or milky coffee). Choose milky puddings like 

custards, blancmanges and rice puddings. 

 

 

 

BREAKFAST CEREALS: Use plenty of milk, and add sugar, 

honey or syrup freely. Many people enjoy breakfast cereals as 

between meal snacks and at bedtime.  

 

 

 

CASSEROLES AND SOUPS: Have casseroles or soups that 

contain minced meat, lentils, beans or noodles.  

 

 

 



MEAT POULTRY AND FISH: These foods are very good for 

you as they are an excellent source of protein. Choose meat, 

poultry and fish dishes that are served with sauces such as 

cheese, white or parsley, for added protein and calories. Sauces 

are particularly helpful if you have a dry or a sore mouth.  

 

 

 

POTATO: Add butter or margarine to potatoes or sprinkle 

cheese on top.  

 

 

VEGETABLES: Melt butter or margarine on top of hot 

vegetables or ask for some grated cheese to be sprinkled on 

top.  

 

Sauces such as cheese or white sauce are tasty on cauliflower, 

leeks and marrow and represent another good way to fortify 

vegetables. Mayonnaise and salad cream can also add extra 

calories to salads.  

 

 



DESSERTS: Try to have a dessert after meals. If necessary 

wait a while between the main course and dessert. Add ice-

cream, cream or evaporated milk to puddings.  

 

Use sugar, honey or syrup liberally. Thick and creamy yoghurts 

or fromage frais and cream cakes are excellent sources of extra 

calories.  

 

 

DRINKS: Milky drinks are better than just tea between meals. 

Use plenty of milk when making coffee and milky drinks. Milk 

shakes are a useful source of calories and protein and are very 

good as between meal snacks.  

 

Fresh fruit juice is a good source of vitamins particularly if you 

are not eating much fruit.  

 

 

NIBBLES: Enjoy snacks like nuts, fruit, crisps, biscuits, sweets 

and chocolate between meals.  

 

 

 



WHAT CAN I DO IF I HAVE LOST MY APPETITE? 

 

The following list may give you some ideas of the types of food  

you may prefer to eat if you do not fancy a main meal. 

 

 

ON TOAST: Cheese, baked beans, scrambled 

eggs, sardines, pilchards, mackerel, pate, 

spaghetti, ravioli, tinned mushrooms, toast 

toppers.  

 

 

SANDWICHES AND FILLED ROLLS: Try fillings such as 

cheese, cheese spreads, tuna or other fish, egg mayonnaise, 

pate, cold meats (e.g. corned beef, ham, beef), bacon, peanut 

butter, jam, marmalade, banana.  

 

BAKED POTATOES: Butter, cheese, baked beans, tuna 

coleslaw 

 

 

FILLED OMELETTES: Ham, cheese, mushroom 

 



SOUPS: Soups can make quick nutritious 

meals  

 

 

 

SNACKS: Your care home may provide a variety of snacks for 

you to have between meals that can help when you have a poor 

appetite. These could include pasties, pies, biscuits, cakes, 

scones, chocolates, nuts, crisps and dried fruit. 

 

ALCOHOL: If you have lost your appetite, a glass of sherry or 

brandy before a meal may stimulate your appetite.  

SAMPLE MEAL PLAN:  

 

Breakfast 

Porridge or cereal and milk with sugar or honey 

Cooked breakfast e.g. bacon, sausage and 

tomato 

Bread/toast with butter and marmalade 

 

Mid-morning 

Snack and/or drink e.g. milky coffee with a piece of cake 

Glass of milk and a sandwich 



Crisps or biscuits 

 

Lunch 

Soup 

Large portion of meat, fish, egg or cheese 

Vegetables 

Potatoes with butter or margarine 

Dessert 

Cheese and biscuits 

 

Mid-afternoon 

Snack with drink e.g. scone and tea 

Fruit juice with toast or a sandwich 

 

 

Dinner 

As lunch, or sandwich with fillings such as meat, 

fish cheese or egg 

Dessert or yoghurt 

 

Bedtime 

Hot chocolate or Horlicks made with milk 

Biscuit, cake, toast or cereal 



 
Mobility 
 
I have no problems in walking about    1    
 
I have some problems in walking about    2 
   
I am confined to bed       3 
 
Self-Care 
 
I have no problems with self-care      1 
 
I have some problems washing or dressing myself   2 
 
I am unable to wash or dress myself     3 
 
Usual Activities (e.g. work, study, housework, family or leisure activities) 
 
I have no problems with performing by usual activities  1 
 
I have some problems with performing my usual activities  2 
 
I am unable to perform my usual activities    3 
 
Pain/Discomfort 
 
I have no pain or discomfort      1 
 
I have moderate pain or discomfort     2 
 
I have extreme pain or discomfort     3 
  
Anxiety/Depression 
  
I am not anxious or depressed     1 
 
I am moderately anxious or depressed    2 
 
I am extremely anxious or depressed    3 
 

 
 



 





Appendix 13: Barthel’s 

The highest score, 20, indicates that the patient is fully independent in physical function; the lowest 

score, 0, represents a totally dependent, bedridden state.  
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