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NUTRITION AGENDA WITHIN
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5.2 million people
£12 billion

14 Health Boards
8 Support Boards

Emphasis on partnership
and collaboration

Moving to health and
social care integration
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at home at different times of the day to check he's
ok, eating well and taking his medication. All the
different services are working well together and
this is enabling John to stay in his own home.

and wellbeing

Jane cares for her husband who has MS and her
frail mother who lives over 25 miles away. She
has become increasingly depressed, wormes
constantly about her mum falling and has back
pain from lifting her husband. Her GP put her in
touch with the social work department. The local
carers centre amranged a hoist and care workers
to help shower and lift John. A community
alarm, bed, chair sensor and falls detector have
also been fitted in her mum’s home which has
lessened Jane's worry.

Support and services I use
protect me from harm

Tanq has Down's syndrome, an assoacated heart
condition and visual impairment. At aged 20, one
of his biggest priorities was to leave home and live
in his own flat. His mother was worried about
whether he would be safe living alone. Tanqg's
social worker amranged for his specialist heart
nurse fo join one of the transition planning
meetings so they could talk through the issues.
With Tariq, they agreed that they would find a flat
for him where support is available if he needs it,
and that any minor risks were worth taking.

I coordinate my family's health m

his heart condition and how he could manage it
She signposted him to a local cardiac
rehabilitation group. Through the social worker,
Graham was put in touch with a peer support
worker who has helped him to regain his hope

I get the support and resources
I need to do my job well

Sharon is a Healthcare Support Worker and
together with her other colleagues in health and
in social care, they combine their broad range of
skills and knowledge to deliver a joined-up
service to those that they care for. This
approach makes Sharon feel like she is not
working in silo and it can avoid the scenano
where the left hand doesn’t know what the nght
is doing. She gets a great sense of satisfachon
being in a team where the person being cared
for receives the health and care outcomes that
matter most to them.

touch with. This included helping them to leamn
about self-management and the chance fo join a
peer support group in a nearby town. They
found the mutual support provided by the group
invaluable.
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Services and support are reliable
and respond to what I say

Mr and Mrs Taylor's GP listened as they
described their daily challenges with Mrs
Taylor's dementia and diabetes. Mrs Taylor
was no longer safe at home and they were both
becoming isolated, experiencing symptoms of
depression and anxiety. The GP, Dementia
Specialist Nurse and an Occupational Therapist
worked with the Taylors to agree the support
that would enable them to stay well at home.
The GP also arranged for a Diabetes Specialist
Nurse to help Mr Taylor learn how to support his
wife in managing her diabetes

D

I am able to live independently

Since leaving school, Tariq has used a personal
et to employ a personal assistant to support

his local swimming club, which has helped him
to stay fit and meet new friends. Tariq continues
to receive support from his social worker, GP
and specialist heart nurse. This has helped him
to self-manage his heart condition and visual
impairment and to access different types of
support when he needs it. He now feels
confident in being able to live the life he has

1 am supported to do the things

with all aspects of her daily life to live
independently at home. Suselle receives
financial support to employ her own personal
assistants who support her to live well and to
do the things she wants to_ It's important to
Suselle that she has this choice, control and
the flexability in her own life.

healthier
scotland

0 planned for.

that matter most to me
n his daily fife. He has also used a small From infancy, Mary has had a musdle wasting
ount of this budget to pay for membership to condition and now requires 24-7 assistance
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Nutritional wellbeing of

Tayside Council Areas

ayside

Ages

+ 0-15 (16%)

* 16-64 (64%)

* >65yrs (20%)

Tawucida Damlatine 2004
Angus Population - 116,210
Dundee Population - 147,800
Perth & Kinross Population - 147,740

Data source: GRO 2012 mid-year population estimates Total population 411,749



2015 Nutrition and dietetic innovative clinical leadership model

 dietetic service leads

» collectively responsible for a multi-agency/multidisciplinary and whole systems
approach to prevention and treatment of nutrition related disease.

Weight Management

Community Food & Health

Therapeutic Nutrition

Nutritional support




Integratedjoint Boards ———— S
Legislation to implement health Tayside NHS functions include:
and social care integration came , ,
in to force on April * Developing a single local
2016, bringing NHS and local health plan addressing health
council care services under one priorities
partnership for each area. » Allocating resources to local
In Tayside the IJBs deliver adult priorities & to meet strategic
health and social care services. objectives

Local teams and health - , :
professionals across health and [mplementing the Tayside

social care are working together Delivery Plan & managing
to deliver quality, sustainable performance

care and services resulting in

improve outcomes for the

population.

Carers and service-users will have a

role to play in the work of the
Board.



Criteria for the Healthcare
Retall Standard "

Improving Maternal

in Scotland and Infant Nutrition:
Management of Obesity
A Framework for @

Action

A national clinical guideline

January 2011

The Scottish Govemment
July 2016

<
- N healthier
The Seofish S February 2010

? %althcare

r Healthcare
( lmpro\rement
2 5cotland

National Institute for

Health and Clinical Excellence FOO D I N H OS P ITALS

Mafional Catering and
Mutition S pecficafion
for Food and Flud
Provision in Hospitals
inScofland

ssue date: May 2008

Coeliac disease

Recognition and assessment of coeliac
disease

Food, Fluid and Nutritional Care

Complex Nutritional Care
Standards

Standards

October 2014
December 2015

NICE clinical guideline 86
Developed by the Cendre for Clinical Practice at NICE



'NHS-Tayside Nutrition Network

Obesity Prevention (women of childbearing
age and children in Dundee)

Maternal & Infant Nutrition — breastfeeding
and infant formula milk feeding, maternal
nutrition and family food skills

Child Healthy Weight - East Play Learn Well
(East End Dundee and Perth & Kinross)

Oral Nutrition Support Pathway
Health Promoting Health Service

Modern Outpatient Programme — coeliac
disease , IBS and IBD

Food, Fluid & Nutritional Care in Hospitals

Scottish Government

We will provide national leadership in relation
to Modern Outpatient Programme

National Bodies

We will provide national leadership in relation
to the UNICEF Baby Friendly Initiative, the
British Dietetic Association (Scotland) and
British Association for Parenteral and Enteral
Nutrition (Scotland).

Outcomes Framework:

Maternal & Infant Nutrition
Framework

Child Healthy Weight
Adult Weight Management

BDA Centre for Education
Development

NHS Tayside Oral Nutrition
Support
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Prevalence of malnutrition
Nutrition Screening week 2007-2011

® 661 hospital centres BAPEN

Advancing Clinical Mutrition

® 34,699 adult patients

® 29% ‘at risk’ of malnutrition medium & high risk - BAPEN NEEDS YOU |
according to ‘MUST’ criteria TA..

e Source of admission of those ‘at risk’

e 35% other hospitals
e 32% other wards

e 50% care homes

e 27% home

Source: BAPEN Survey NSW 07-11


http://www.bapen.org.uk/pdfs/nsw/nsw10_flyer.pdf

~NHS Tayside adult population at risk of malnutrition

No. of Prevalence of NHST no.
admissions malnutrition
(%)

Care homes 289 36 100
Mental health unit 1912 ~20 382
admissions

Hospital admissions 82 813 16 13 250
General population - ~5% 20 100

BAPEN Survey Nutrition Screening Week 2011; ISD 2011
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Partnership working

Health and Social Care

Iase
rmment
Ragratas o hoabs

Integration

Supporting people to Iive well and independently at home or
in a homely setting In their community for as long as possible

B werwscotiand govus/HSCl

There’s no ward like home

Prevention and management of undernutrition

*Early identification of risk

«Signposting to early interventions
Community and nurse led management
*Appropriate prescribing

21042016



Decrease GP
workload

Reduce inequalities

Allow self-care

Improve patient
experience

Ensure practice is
evidence based
including Food First
approaches

Prevent
undernutrition
occurring/early

intervention

Shift care from
secondary to
community care

More efficient
dietetic service

Utilise technology
enabled care
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Primary Drivers Secondary Drivers

@»

ONS PRESCRIBING MODEL
Application of an efficient prescribing
criteria for ONS in community

Identify prescribing data

Develop best value ONS formulary

Determine criteria for ONS prescribing by a dietitian

Determine a process to review ONS prescribing in Tayside

Create a data base for ONS

Implement a phased review of ONS prescribing across Tayside general practices staring with highest
prescribers

7. |dentify financial outcome

O R

Change dietetic referral criteria from ‘MUST’ 22 to from ‘MUST’ 23
Standardise first line ONS for hospital use

Provide direct access to ONS at ward level

Implement direct access policy to ONS at ward level

Support ward staff through education (see training & education)

Identify financial, staff experience, patient experience & capacity outcomes

ONS PATHWAY - HOSPITAL
Ensure 100% Of Implementation of ONS pathway

) within NHST hospitals
adult patients
follow NHS
TaYSide’S Adult ONS PATHWAY - COMMUNITY
Oral Nutrition ImPlem‘igitt;tifgoorifniﬁyl’athway
Support (ONS)
pathway

QU A WNE

[y

. Remodel ONS service provision to the new Gluten Free Food scheme (led by dietitians & community
pharmacists)

Undertake an equality impact assessment

Create a central dietetic referral system combining community and hospital services

Determine a process to implement ONS pathway across Tayside

Implement the ONS pathway

Develop new care home pathway, develop new ordering system and stop GP10 prescribing for ONS
Identify financial, staff experience, patient experience, capacity, grey costs (e.g.GP time) outcomes

SUERCEER

Assess training needs & deliver training to relevant health and social care personnel e.g.

TRAINING & EDUCATION 1.Management of malnutrition

Health & social care personnel have 2.Nutrition risk assessment using ‘MUST’
3.Nutritional assessment

knowledge, skills & competencies to 4.0NS pathway

deliver the ONS pathway 5.0NS product awareness
Improve access to e-health resources & support

=

Engage with communities to establish baseline knowledge and understanding relating to undernutrition

. Identify existing sources of nutritional advice and support and signpost communities to these resources

PREVENTION & ANTICIPATORY . Improve and increased knowledge of undernutrition in communities by developing and delivering training
CARE resources to communities and care providers

. To promote and raise awareness of undernutrition and nutritional well-being

. Working together to increase capacity within communities based on early intervention and an asset based

w N

S

Improve awareness and knowledge in
communities to empower people to HERieaEl

wv

If. hei 10 1 i 6. Development of resources for self diagnosis & self help materials to support the early detection and
sell-manage their own nutritional well- prevention of undernutrition in the community

being 7. Develop service level agreements on food, fluid and nutritional care with partner organisations where this a
need is identified




PREVENTION & ANTICIPATORY CARE
Improve awareness and knowledge in communities to empower

people to self-manage their own nutritional well-being
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Application of an efficient ONS Prescribing Model

Need to reduce
harm - better
NEED TO identification
BEST VALUE REDUCE WASTE, and Release capacity

VARIATION - management of a.nd become
inappropriate risk no reviews INNOVALOrs
prescribing — BMIs, long
term repeat Rx

Huge Rx spend
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NHS Tayside Oral Nutritional Sljrp“p'léments,redesign logic model

e Thdirect T T

Direct influence

ONS in community (GP1o and
CPUS)

(2) Patients satisfaction - Survey
Monkey results/Telephone
interview results

(3) Florence data

(4)Dietetic data via
TOPAZ/Trackcare

Resources

Direct control
P

[Tayside ONS pathway]>¢

Florence ONS Protocols®

Newly created database on

Trakcare

ordination of
care

I experience
equitable service

Major factors Changes Changespmrmrrrs ’Clﬁngés’"""”ﬁ
in behaviour, practice in awareness, attitudes in activities, training

As a person who is under | t

nourished, I experience Clinical d?XtPt‘?C otsee 4 I am seen by
individual high quality care, am resources are = dall f‘letl ian at my health

seen by the right healthcare used efficiently attend all my S tmentand professionals
professional as close to home as on my behalf app}? 1r111trn"enl:s ap]l:oom ment an who have been
possible, in a timely way, and W;It ; }f Tight gn Zts'ee a ¢ informed of the
feel able and supported to e:; . Farel I Le ttian agalln ! / [new pathway]
manage my condition for the prolessiona ave complex and [SOP]

needs

TOTE-teTm. AN I'access

Key appropriate =

CPS Community Pharmacy professional care My GP/CPS
Service . referral is triaged
GP General Practice . )
ONS Oral Nutritional by the Dietetic
Supplements ) I am aware of Service

SOP Standard Operating

Procedure I follow a high the need to

energy and make. dietary =

Evidence nutrient rich and lifestyle accurate and
>NICE Quality statement 1 (QS24) I engage with . . i

3NICE Quality statement 2 (QS24) gseglf- diet and hfeStyle ¢ . ang'es after us'e.ful

NICE Quality statement 3 (QS24 dietetic nutritional
SNICE Quality statement 5 (QS24) management N diagnosis and support
SFFNC 2014 Standard 1 tools . .
7FFNC 2014 Standard 2 access ONS information
SFFNC 2014 Standard 5 s o
NG s G i N AEEss presc.rll(ajtlons as fr(I)\Im T.aymde

appropriate require ut.rltlon

Measurement plan ) support to help website and
Measures ['experience me to self-

(D) ONS Spend - PRISMS data for effective co- manage [ am assessed,

I undertake
weight and
dietary intake
reviews

I know how to
manage my
condition, and
who to go to for
support if

ﬁ

I undertake
other health
reviews as
directed

needed

treated and
reviewed in a
way that meets
my needs

Dietetic resource®

including validated

screening tool for
malputrition?.6.7

[Standard Operating
Procedures|>7

Patient information support

and advice8

* Tayside Nutrition

e Set-up pack

¢ New information on

ONS CPS service

I am well-
informed about
the process for

dietetic

I know how I will
be reviewed in
the long-term

diagnosis,
treatment and
review

Service support359
SOP

Standard Letters
Training Resources

Dietetic Service ONS
Specification>¢

"Model adapted from Reed et al. (2014), available from

April 2016)

(accessed


http://qualitysafety.bmj.com/content/early/2014/10/15/bmjqs-2014-003103.full
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Change referral criteria from ‘MUST’ 22 to from ‘"MUST" 23

Standardise first line ONS for hospital use
Provide direct access to ONS at ward level
Support staff through education

|dentify financial, staff experience, patient experience &

capacity outcomes
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TRAINING & EDUCATION
Health & social care personnel have knowledge, skills &
competencies to deliver the ONS pathway

Assess training needs & deliver training to relevant
health and social care personnel e.g.

Management of malnutrition

Nutrition risk assessment using ‘MUST’
Nutritional assessment

ONS pathway

ONS product awareness

Improve access to e-health resources & support
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ol :.}ﬂfr‘ed \ Person enters information on ONS usage,
by dietitian =y food intake and appetite into Flo once a month

Graphs and information provided by Fla -

be stopped and

reviewed

Oral Nutritional Supplement [ONS)
prescrigtion reminders sent
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~ ONCEFORSCOTLAND

» Reporting to the Effective Prescribing
Programme Board and Effective Prescribing and
Therapeutics Branch

*To review and advise on the current prescribing
of ONS and the future development of prescribing
practice and processes across NHS Scotland

« To promote and improve quality, safe and cost
effective ONS prescribing for the treatment of
malnutrition

» Report with recommendations for
implementation to improve patient care and
deliver efficient management and monitoring of
prescribing ONS across acute and primary care
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REALISTIC MEDICINE

CAN WE:

BUILD APERSONALISED
APPROACH TO CARE?

2 4 7

CHANGE OURSTYLE TO A a
SHARED DECISION-MAKING? g £

L8844

REDUCE UNNECESSARY
REDUCE HARM  VARIATION IN PRACTICE

AND WASTE?  AND OUTCOMES?

MANAGE RISK BETTER?
AKX

BECOME IMPROVERS
AND INNOVATORS?

>>>> NUTRITION

* Population based approach

Right clinician
Right time
Right place

ONS
« Right product
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