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1. Executive Summary

1.1 Background

1.1.1Rationale for HealtiNeeds Assessment

National giidance about improving nutrition and hydration care in communities and
healthcare settings, produced for commissioners by NHS England (2015), outlines 12 key
outcomes to be achieved by March 2018. This guidance arose from osnegsed about the
appropriate provision of food and drink in hospitals (Care Quality Commission, 2011; Francis,
2013; Burchardt and Vizard, 2015) and the wider problem of malnutrition and dehydration
across other settings (European Nutrition for HealthaAce, 2006; Department of Health,
2014; Oliveret al., 2014). This health needs assessment aims to addhess of the key
outcomes for older people in Leeds by developing an understanding of the scale of
malnutrition and dehydration amongst older pdepn Leeds, and outlinglocalservices that
contribute to tackling these problems.

1.1.2Definitions and screening

Malnutrition isl y& AYol t 1 yOS 2F ydzi NASy G a, alfhsughi | FFS
guidelines about malnutrition generally focus mndernourishment specificalljalnutrition

can be detected using screening tools, the most commonly used of which is the Malnutrition
Universal Screening Tool (MUST), which requires calculation of body mass index (BMI).

Dehydration isa deficiency of flal that adversely impacts on an individu&kcreening for
dehydration requires measurement of serum osmolality, which involves invasive blood tests.
There are currently ngalidatednon-invasive screening tools for dehydration.

1.1.3Relevance to older mple

Older people are at increased risk of undernutrition, due to health reasons and social factors,
for example the ceexistence of multiple healtiproblems and social isolatiofi odorovic,
2001)

Older people are at increased risk of dehydration duefactors such as reduced thirst,
medications that increase fluid output and dependency on others to provide d(Brkissh
Nutrition Foundation, 2016)

1.1.4Healthand healthcareconsequences

Malnutrition can cause sarcopenidecreased resistance to ie€tions andeads to ahigher
mortality rate (Todorovic, 2001) There is also some evidence that people at risk of
malnutrition require more healthcare resources than peoatiequately nourishedGuestet
al., 2011) It is estimated that 288% of people wer 65 admitted to hospital are at risk of
malnutrition on admissiofRussell and Elia, 2014)




Dehydration can lead to headache, Knlood pressure and fainting, and disorientation, as
well as increasing the risk of urinary tract infections and pressiazersiin the long term. The

full impact of dehydration amongst older people on healthcare services is unknown, although
it is suspected that it is associated with an increased number of hospital admissions (British
Nutrition Foundation, 2016).

1.2 Prevance data
1.2.1National prevalence estimatesd local application
National prevalence data estimate that in the UK:

1 Over 3 million people are living with malnutrition (BAPEN, 2017)

1 1.3 million (11%) people over 65 are living with malnutrition (BAPEN,)201

1 28-38% of people over 65 admitted to hospital are at risk of malnutrition (Russell and
Elia, 2014)

1 30-42% of people living in a care home are at risk of malnutrition (Russell and Elia,
2015)

Applying these national estimates to the Leeds populatiors, would imply that:

1 There are 13,540 people over 65 in Leeds living with malnutrition in 2018
i This will increase to 16,530 malnourished people over 65 in Leeds by 2030 if no action
is taken

Due to the requirement for invasive blood tests, it is diffidoltscreen for dehydration in
community settings and, therefore, the national prevalence of dehydratimoregst older
people is unknown.

1.2.2Locally available data
Locally recorded data in Leeds suggest tbat of the Leeds GP registered populatiomlofer
people (over 65)

1 5,727 (4.5%) are underweight (BMI under 18.5)

1 82,562 (64.3%are overweight or obese (BMI over 25)
1 34,656 (27%) are obese (BMI over 30)

1 5,454 (4.2%) have not had a BMI recorded

These dataprovide an incomplete picture of malnutiagh amongst older people in Leeds
because of the lack of recorded BMI for 4.2% of GP registered older people, the older people
who are not registered with a GBn unknown prevalence of undernourishment amongst
older people who are overweighand an absece ofknowledge about older people who have

lost a lot of weight but whose BMI has not crossed the threshold to underweight.




Dataaboutfrom Leeds Teaching Hospitals Trust over a five year period showp#rat00,000
admissions of older people (over 65)

1 There were 78 primary diagnosetvolume cepletion
1 There were 600 primary diagnoses of acute kidney injury
1 There were 1,600 primary diagnoses of urinary tract infections

Dehydration is likely to be a contributory factor in adsions for acute kidnewjury and
urinary tract infectionsThere are no local prevalence data for the number of older people in
Leeds living with mild dehydration, which is partly due to the difficulties in screening for this.

1.3Services in Leeds

1.3.1Formal health serves

Primary and secondary care services in Leeds have a considerable role around the detection
and treatment of malnutrition and dehydration in older people. Community dietetics, run by
Leeds Community Healthcare, and hospital dietetic services also adetti detecting and
treating malnutrition, alongside their broader role of prevention of malnutrition and
dehydration.

1.3.2Broader services

Broader srvicesfunded by Leeds City Countilat directlycontribute to improving nutrition
and hydration armongst older peoplanclude lunchclubs, Meals on Wheels and the Home
Food Baskets schemal of which provide hot or cold mealscluding provision of fluids

Other services help to reduce the wider determinants of malnutrition and dehydration,
particularly social isolation, including neighbourhood networks and Time To Shine projects
commissioned & [ SSRa hf R StNbughSsayILitt&yOFRandiGR NHzY

1.4Scope of health needs assessment

This health needs assessmeattlines what is currently known b@ut the scale of
malnutrition and dehydration amongst older people in Leeds, and the services available to
reduce the risk of these conditions. However, it is clear that identification of older people at
risk of malnutrition and dehydration in Leeds isther systematic nor comprehensive, and it

is, therefore, very likely that the full scale of these conditions is considerably greater than can
be presented hereRecommendationare made to improve the identification of older people

at risk of malnutritionand dehydration largely through increasing awareness of these
problems. Additionally, suggestions have been received from currently available services, and
some recommendations are made here in line with their perceived opportunities for
improvement.




2. Introduction

2.1 National context

In 2011, the Care Quality Commission published their findings from unannounced inspections
of 100 hospitals assessing their performance around dignity and nutritional care, which were
carried out following concerns logy raised. This publication highlighted serious problems
around a lack of appropriate food for patients with specialist diets, and a lack of time and
assistance provided to patients around eating and drinking (Care Quality Commission, 2011).
Although therequirement for appropriate provision of food and drink, and assistance with
consuming these where appropriate, were clearly outlined in national guidance at this time
(NICE, 2012a), similindings were also reflected in data from the Adult Inpatientv@yr

2012 (Burchardt and Vizard, 2015).

Conceris about standards of nutritional care for patients in hospitals were brought to the
forefront of public and political attention in 2013 whehe final report was published from

the public inquiry into Mid Stédrdshire NHS Foundation Trugtrancis, 2013)This inquiry,
chaired by Robert Francis QC, highlighted a number of aspects of care that were falling
considerably short of the expected standard within this Trust. Amongst these, the report
raised concernabout the lack of assistance with eating and drinking for patients in the Trust,
including examples of where food and drink had beendat of the reach opatients.As part

of the recommendations, th€rancigeport provided a list of possible approachesat could

0S dzaSR G2 TFIOAtAGIGS o0SGUSNI OFNB F2NJ LI GA€
hospital stay.Part of this included a recommendation far system toensure adequate
availability of facilities and staff to deliver appropriate nutribn and hydration to patients

and highlighted the importance of all staff within a hospital setting taking responsibility for
raising concerns about patierfisutrition and hydration care. Additionally, Francis highlighted
the unreasonableness of any patit being left without the nutrition and hydration they
require, or without the assistance they require to take this on board, and outlined a need for
some fundamental standards which set the minimum level of care expected.

In response to the Francis reppd2013), the Government published their commitmetot

putting in place systems to ensure that these failings would not recur (Department of Health,
2014). As part of this, they outlined a proposal for the suggested fundamental standards, to

be agreed wi the Care Quality Commission. One of these standards was flagged to be
around nutrition.¢ KA & g1 & FNIYSR o6& GKS / lybBnustlaiet A G& /
enough to eat and drink to keep you in good health while you receive care and treatrient

TheD2 OSNY YSy (i Qa LlfAOe LI LISNI 65SLI NLYSYyid 2F |
issue of malnutrition, including within the community, and its implications for health.
Malnutrition was particularly raised as a problem amongst vulnerable groups, inglottler




people, and funding was provided to the Malnutrition Task Force to fpietnitiativesacross
Englandto reduce malnutrition amongst older people across different health and care
settings.

The need for consideration ofutrition in settings otside hospitak has been recognised in
national guidelinesCare home staff are required to be alert to the signs of malnutrition
amongst their residents, and all care homes should provide nutritionally balanced diets for
residents to avoid malnutrition ad help prevent hospital admissionNICE, 2014). It is also
recognised that people coming into hospital may already be at risk of malnutrition, and NHS
England has embodied the need for timely identification of these people by statinglihat
hospital patients should be screened for risk of malnutrition, and there should be
monitoring of actions arising from this screening to ensure that they hapg®&S England,
2015b). These recent guidelines build on the multiple recommendations from the European
Nutrition for Health Alliance (2006) around raising awareness of malnutrition in older people,
training healthcare staff, addressing barriers to good nutrition, screening for malnutrition,
and treating malnutrition appropriately where it is identified.

In addtion to these guidelines for hospital and communitgalth and social carevorkers,

there is a recognition of the importance wider determinants andhe role of commissioners

in tackling tie probkem of malnutrition amongst older peopld report fromtts5 YA y 3 Qa Cdgz
emphasises the importance of taking holistic approach to providing healthcare for older

people in an ageing population (Olivet al., 2014). This includes recommendations for
appropriate consideration of nutrition and hydration, and theantribution to enabling older

people to live healthier, independent lives for longer.

As part of the response to the Francis report (2013) that committed to improving care, NHS
England produced new commissioning guidance designed to support the prowsio
appropriate nutrition and hydration care in local communities and healthcare set(MHS
England, 2015)This guidance outlined 12 key outcomes for commissioners to achieve by
March 2018t is intended that this health needs assessment will contelto the second,

the third and the ninth key outcomes (highlighted) for the Leeds health and care system.

1. Identify a local senior/executive champion who can drive the work fodwand
influence key stakeholders to make improvements.

2. Understand the locaburden of malnutrition and hydration and commission services
as identified by this evaluation.

3. Review existing service provision and agree improvement trajectories.
4. Commission services that:

a) LRSYUGATFEe WIHO NRA1Q LI LMz I dicordmbdityanK I & Ay
reducing health inequalities.




b) Implement appropriate interventions and evaluate their effectiveness.
c) Develop and implement strategies to prevent malnutrition and dehydration.

d) Connect hospital and community services to deliver an integratedtional
and hydration pathway of care across the health economy.

e) { UNBY3IIKSY TFIFIYATtASAQ YR LI GASyGaQ NB
maintenance and management of nutrition and hydration.

f) For children and young people, incorporate the psychalagiemotional and
interactional aspects of feeding relationship to ensure adequate intake.

5. Commission a workforce that has the necessary skills to undertake identification,
prevention and intervention to reduce burden of malnutrition and dehydration.

6. Increase public awareness of the importance of good nutrition and hydration and of
the local services available to provide support if needed.

7. Maximise opportunities for working across healthdasocial care using the Care Act
(2014).

8. Define clear outcomes fol G NA &A1 Q LRLzZ FdAz2ya G2 Sy
interventions are sustained.

9. Consider how data systems can be optimised to permit monitoring and evaluation.

10.Ensure patient/service user involvement in service development and quality
assurance of commissied services. Taking into account the needs of diverse
communities.

11.To ensure paediatric services are delivering high quality and safe nutritional care for
children and young people in a child friendly setting with appropriately trained staff.

12.To ensure thachildren and young people grow and develop normally and monitored
according to growth centiles.

2.2 Local context

Leeds has recognised the importance of good nutrition and hydration for older people, and
taken action to improve these, over a numberyefirs. The Older People Food Matters Group
(OPFMG) was established in 2010 to promote messages to older people around healthy eating
and facilitate action where required. This group brings together people from different
F3SyOASa (2 T2 Odnutritighyand ZhidRioNJand,)Sa@l4aor&ives, they
developed the Leeds Food Consensus, which promotes messages around good hydration and
eating appropriately to be a healthy weight. They also developed the Nutritional Champions
trainingand continue to ofér this for anyone working in a health and social care setting.




A Food Adit undertakenby Feed Leeds, commissioned by Li€2016found that, although
there already existed a number of community projects and initiatives around food in Leeds,
poor diet and food poverty continued to contribute to poor health and health inequalities
(Woodcocket al., 2016) One of the recommendations from the audit was to develop a food
partnership. Following this, the Leeds FooPartnership was set up with a number of
objectives, including addressing malnutrition and obesity within Leeds and reducing food
poverty. This organisation is made up of representatives from many ageneies, are
working together to creatéhe Leeds Food Chartewhich will provide strategic direicin for
nutrition in Leeds.

The Public Health team within Leeds City Council (LCC) have also been successful in securing
£51,000 funding from the Improved Better Care Fund (iB&€FRhance three projects over
one year within thePrevent Malnutrition Progamme;

1. Malnutrition Helpline (£25,000)
Leeds Community Healthcare will receive the funding to provide a utrétion
helpline for one yearThe aim of the helpline is to reduce health and social care
pressures, and hospital admissions. The helpline wikdive from14" June 2018
which coincides witf hirsty Thursdain the Leeds Nutrition and Hydration Week

A dietician support worker will be available via the helpline betweénMonday to
Friday, with an answerphone service sulethese hours. Théelpline is designed to
answer queries from health and social care professionals, and carers of older people,
and the dietician support worker will promote a Food First approach. Clinical support
will be available from a dietician during all hours that tiedpline is manned, should

this be required. The types of inquiries received will be logged to aid analysis at the
end of the year.

2. Campaign to raise public awareness (£8,000)
This project will be led by the OPFMG, and will run from April 2018. Thetiobgeof
this project are for healthcare workers to raise public awareness about malnutrition
amongst older people, including conveying the message Weight loss isnot a
normal part of ageing This may run alongside more focussed campaigns, for example
using posters or billboards.

3. Nutrition training for LCC staff (£18,000)
This project will be led by operational development partners within LCC, who will
undertake to deliveimproving Nutritional Cardraining to health and social care
professionals whin LCC, for example care workers and day centre professionals. This
training may also be offered to providers commissioned by LCC to provide health and
social care services, and third sector professionals working in this area.

10
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2.3Scope of HNA

This heah needs assessment will provide a background about what constitutes malnutrition
and dehydration, their causes and consequences, and estimated national prevalence rates in
older people where older people are defined as those aged 65 years or. dVver epected

local prevalence rates, extrapolated from national rates, will then be compared against local
data to provide a picture of the scope of malnutrition and dehydration amongst older people
in Leeds. The services available in Leeds that contribute docreg malnutrition and
dehydration amongst older people will then be outlined, along with any available information
about their cost and effectiveness. Finally, conclusions will be drawn about local need and
recommendations made as to how best to targeistneed in Leeds.

11
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3. Background

3.1. Malnutrition
3.1.1. Definition
The British Association for Parenteral and Enteral Nutrition (BAPEN) define malnutrition as:

G &adFaGS 2F ydzZiNAGA2Y Ay ogKAOK I RSTHAOASyOe®
other nutrients causes measurable adverse effects on tissue / body form (body shape, size
YR O2YLRaAldA2y o0 | yR TFdBAPENA2DW). | YR Of Ay A

Whilst excess is incorporated into this definition, malnutrition guidelines and interventions
generally focus on undernourishment, rather than owaurishment such as occurs with
obesity (BAPEN, 2017; NICE, 212 is important to note, however, that obesity can be
associated with a deficiency in specific, important nutrients (Porter &tad., 2016), for
example vitamin D deficiency (Volp al, 2016). Traditional tools designed to detect
malnutrition using measures of underweight may, therefore, not detect nutritional deficiency
in these groups of people.

The European Society for Clididdutrition and Metabolism (ESPEpHoduced guidelines
about the terminology of clinical nutrition (Cederholm et al., 2017). These guidelines
differentiate malnutrition from conditions commonly associated with malnutrition, such as
sarcopenia and frailtyThey also consider owautrition as a separate concept, with obesity
and sarcopenic obesity contained therein. Within the overarching concept of malnutrition,
ESPEN delineated diseastated malnutrition from malnutrition without disease.

3.1.2 Populabn at risk

It is knownthat the caloric intake of people generally decreases as they get older. The
National Diet and Nutrition Survey data, aggregated over the years-281ghd 201314,
demonstrate a reduced calorific intake amongst people aged ovee&Sgompared to those
aged 1964 years, paitularly in men. For men aged -64 years, the average total daily
calorific intake was ,207 kcal, compared t0,835 kcal for men over 65 years. For women
aged 1964 years, the average total daily intake waS9b kcal, compared t0,488 kcal for
women over 65 years (Bates al., 2016).

To a degree, the reduced intake in older people follows a reduced requirement due to less
energy expenditure through movement. However, other factors, including changingatadte
smell, can mean that the reduction in energy intake outweighs the reduction in energy
requirement, resulting in a higher risk of older people becoming malnourished compared to
their younger counterparts (Ahmed and Haboubi, 20T®jere are wider determants that

are also associated with an increased risk of malnutrition in older people, for exdogale

12
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poverty, social isolation, especially following a bereavement, and the presence of multiple
comorbidities, particularlyvhere this results in a dependey on other people for setfare
(Todorovic, 2001)This can be seen in data from the four survey weeks conducted by BAPEN,
which showed that 2381% of people admitted to hospital from their own home were at risk

of malnutrition, compared to 459% of th@e admitted from a care home (Russell and Elia,
2014).

There are a number of other health conditions that are assediatith malnutrition. These
include(Todorovic, 2001):

1 Being about to undergo, or just having undergone, surgery
1 Conditions that cause @achectic state, for example:
o Cancer
o Chronic Obstructive Pulmonary Disease (COPD)
1 Conditions that affect mobility, for example:
ot NJ]AyazyQa RAaSI &S
0 Motor neurone disease
1 Conditions that impact on cognitive function, for example:
o 'f T KSAYSNRa RAaSlIas
o Other cementia
1 Conditions that interfere with the normal digestive process, for example:
o Inflammatory bowel disease
o Stomas

The increasing prevalence of conditions associated with malnutrition, including
cerebrovascular disease, COPD and dementia, is likely toibedge to an increase of
malnutrition amongst older people (Elia and Russell, 2009).

As well as physical health conditions, problems with mental health and wellbeing can be
contributory factors in malnutrition. In particular, low mood and depression lema to
reduced nutritional intake. Due to the likelihood of depression amongst older people
presenting with physical symptoms, it is important to remember that:

oMalnutrition may be a presenting symptom of depression in the eld€rky (Evans, 2005).

3.1.3 Screening

The Malnutrition Universal Screening Tool (MUSTgommonly used to screen for risk of
malnutrition. Other validated tools mentioned within the ESPEN guidelines for screening for
malnutrition include the Nutrition Risk Screenig02 tool (NRS2002) for use within
hospitals, the Malnutrition Screening Tool (MST) and the Short Nutritional Assessment
Questionnaire (SNAQ). However, the ESPEN guidelines recommend using the Mini Nutritional

13
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Assessment (MNA) or the short form version (MSIR) for sreening for malnutrition in older
people because they have better validation in this population (Cederkbkh, 2017).

Both MUST and the NRB02 require measurement of body mass index (BMI). In the MNA,
the measurement of BMI may be substituted wahmeasurement of calf circumference if
BMI is unobtainableCooket al. (2005) discuss a number of problems with using BMI to screen
for malnutrition in older people:

1. @ £ Odzf F GA2y 2F . alL NBIldzANBa | OOdz2N» 4GS YSI a
which may be difficult in people with limited mobility, for example due to frailty or
pain, which is more comanly seen amongst older people.

2. BMI ranges were intended for use with populations and must be viewed in the context
in which they were created, requirirgautionwhen applied to an individual.

3. The BMI population ranges were originally created based on younger athdtling
to uncertainty about the reference ranges fan older population who may have
different body shapes, for exampées occurs wittheight loss in older people.

4. Using BMI to screenof malnutrition in older peoplanay failto detect small but
clinically significant losses of weiglaind is unablgo discern between lean and fat
body mass

Theyrecommend therefore, that instead of using BMto screen for malnutrition in older
people, weight and weight change, along with a history of physical change, could be used
instead (Coolet al., 2005).

Whilst using weight and weight change to screen for malnutrition in older people has some
advantages over using BMI, it is a more subjective measure and relies on professionals doing
the screening having sufficient training to be able to interpret individual results. Conversely,
using BMI allows a cuiff, below which a person may be considered at rigk
undernourishment. Using a formalised, structured tool allows screening to be conducted by
a wider group of professionals who have not received formalised weight assessment training,
and also allows for better consistency in weight intervention resedtahay, therefore, be

most appropriate to screen for risk of malnutrition using a structured tool, such as MUST, with
further assessment for atsk individuals involving more detail about their weight and recent
weight change.

3.1.4 Health consequences

Malnutrition can lead to decreased muscle mass and, subsequently, a reduction in mobility
(Todorovic, 2001)There isgoodevidence of an association between malnutrition and fyailt

in older people and preventing malnutrition may reduce the developmehfrailty (Artaza
Artabe et al,, 2016), which is likely related to the reduction in muscle dRtkduced muscle
mass can result in malnutritierelated sarcopenia. Whilst there is no universally accepted
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definition of sarcopenia, the European Working Grooip Sarcopenia in Older People
(EWGSOP) consigerarcopenia to be

GF a@yRNRBYS OKFNIYXOGSNARASR o6& LINPINBa&ZaAaAGDS
muscle mass and strength with a risk of adverse outcomes such as physical
disability, poor quality of life and deli K (CéuzJentoft et al., 2010).

TheEWGSORP laid out their diagnostic criteria for sarcopenia, being that a person must have
low muscle mass, combined with either low muscle strength or low physical performance
(CruzJentoft et al, 2010). Just as atd people with obesity may simultaneously be
malnourished, it is important not to overlook the problem of sarcopenic obesity in older
people, where muscle mass is lost while fat mass is gained (¥bile 2016).

Malnutrition can adversely affect an @dNJ LISNE 2y Qa AYYdzyS &aeadasSvy:
wound healingjncreased risk of pressure sores, andreasedrisk of infections and post

surgical complicationélodorovic, 2001)A survey of people visiting their GP in Southampton
demonstrated that peoplédentified at risk of malnutrition had more infections and wounds

than those not at risk (McGumt al., 2012).As a consequence of the reduced muscle mass

and mobility (Todorovic, 2001), malnutrition can increase the risk of falls, which can result in

an increased risk oheck of femur fracturesUltimately, malnutrition is associated with an
increased mortality rate (Todorovic, 2001).

As a result of the potential health consequences of malnutrition in older people, it is
important to consider the impadaif undernourishment on quality of life. Sarcopenia, pressure
a2NBa FyR AyFSOuAazya OFy |ftf NBRdAzOS I LISNA?2
usual activitest KA a fAYAGlIGA2Y 2y | LISNER2YyQa TFdzy Ol A 2
life, and even lead to low mood and depression.

3.1.5 Healthcare consequences

There is some evidence that people at high risk of malnutrition require more GP visits than
those at low risk (McGurkt al., 2012). In one caseontrol study, people of all ages Wit
malnutrition required twice the number of GP consultations and had three times as many
hospital admissions during the six months following their diagnosis, than people without a
diagnosis of malnutrition (Gues#t al, 2011). They also required over te&i@s many
laboratory tests, over tweand-a-half times the number of diagnostic procedurasd over

three times as many medical devices. Over the six months of the study, the average cost of
use of NHS resources for a person with malnutrition was estimagedver double that
required for a person without malnutrition (Guest al., 2011). These estimates are across all
age groups with no breakdown for older people.

Using the assimilated data from the four survey weeks conducteBIABEN, Russell and Elia
(2014) estimated that 284% of people of all ages admitted to hospital are at risk of
malnutrition, with 2838% of people aged over 65 years at risk on admission. Once people
with malnutrition had been admitted to hospital, Guesital. (2011) found thatheir length

15
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of stay was almost twice as long, on average, than for people without malnutrition (6.2 days
compared with 3.3 dayslt has been shown that prolonged bed réef 10 daystan reduce
muscle strength in the lega healthy adults aged betweerd@nd 85 yeargortebeinet al.,

2008) It is likely that this effect would be enhanced in undernourished older people, meaning
that a long hospital stay for these people could considerably reduce their muscle strength
further, contributing to developmentf sarcopenia.

3.1.6 National recommendations

NICE guidelines (2006a) state that people should be screened for malnutrition on admission
to hospital and weekly thereafter. People attending outpatient appointments should be
screened at their first appoimient and whenever there is clinical concern afterwards.
Similarly, people should be screened upon registering with a GP, or upon entry into a care
home, and then whenever there is clinical concern thereafi®hilst no specific screening

tool is recommendd, certain criteria for screening for malnutrition are outlinedcluding a
requirement for BMI calculatiorand MUST is presented as an example of a tool that may be
used to meet these criterialhese guidelines also include recommendations for recagnisi
malnutrition, and appropriate treatment considerations NICE, 2006a). They make no
reference to specific atisk groups of people, including older people or people with
associated health conditions.

There are specific recommendations about nutritionsé@ssment and support contained in

NICE guidelines fahe management of COPD (NICE, 2010a), heart failure (NICE, 2010b),
motor neurone disease (NICE, 2016), and stroke (NICE, 2008). Although the NICE guidelines
F2NI YFYIF3ISYSyid 27 t dirsdlyvefedefcy MainutiRidn®s@dering, they2 vy 2
do include a specific recommendation ftire consideration of referral to a dietician for
specialist dietary advice (NICE, 2017). The NICE guidelines about different cancers do not
include specific referenct® nutritional support but there are links to the general guidance

about nutrition support in adults (NICE, 2006a) and patient experience in adult NHS services
(NICE, 2012a).

ESPEN recommend screening for malnutrition in people with dementia, both &imbeof
diagnosis and regularly afterwards, for example every three to six months, with regular
monitoring of weight to ensure alertness to early signs of weight loss and malnutrition
(Volkertet al., 2015). They also make recommendations for improvingitranal status in
people with dementia through improving the environment and general social experience of
eating, with an allowance for enteral or parenteral nutritional support in situations where
nutritional status is threatened by an acute and revielsicondition (Volkeret al., 2015).
However, these recommendations are not reflected in great detail by NICE guidelines, which
note only that problems with nutrition should be identified by health and social care staff,
and recorded and addressed in are&glan, as part of the specific needs of people with
dementia (NICE, 2006b). Anticipated dementia care guidelines currently in development
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(NICE, exp. June 2018) may redress this discrepancy and include more recommendations
about nutrition support.

3.1.7National prevalencand costestimates

Estimates place the total number of people in the UK living with malnutrition at over 3 million,

with 1.3 million of those aged 65 years or over (BAPEN, 2017). Since there are 65.6 million
people in the UK, of whom8% are aged 65 years and over, there are approximately 11.8
YAfEA2Y 2f RSNJ LIS2LX S Ay GKS !'Yod ¢l 1Ay3a .1t9
malnourished, that equates to approximately 11% of the UK population aged over 65 years
living with malnutition.

It is estimated that 93% of people with malnutrition across all age groups live in the
community (BAPEN, 2017). In a survey of people visiting their GP in Southampton,
approximately 11% of people were identified as being at medium or high rislaloftrition,

using MUST (McGuesk al., 2012). For people aged 65 years and over, a secondary analysis of
National Diet and Nutrition Survey data that found 14% of this age group living in the
community were at risk of malnutrition (Margeté&t al., 2003) A study of older people living
independently in the community, assessed using MNA, found that 10% were malnourished
with a further 15% at risk of malnutrition (Riches and Jeanes, 2014). Although the exact figures
are unknown, it is clear that a substaadtproportion of older people living in the community

are at risk of malnutrition.

Analysis of the data from the four survey weeks conducted by BAPEN estimate #h2%a30

of people living in a care home are at risk of malnutrition, withd856 of peoplen nursing
homes and 2211% of people in residential homes being at risk (Russell and Elia, 2015). These
estimates are supported by findings from a study conducted in Newcastle that estimated that
37% of older people living in care homes were at mediumigh hisk of malnutrition, as
assessed using MUST (Mountfetdal., 2016). By contrast, Marget&t al. (2003) found that

only 21% of people aged over 65 living in either residential or nursing homes were at risk of
malnutrition. However, the criteria fobeing at risk of malnutrition in this study included an
absolute weight loss value, rather than a percentage of body weight lost that is included in
MUST, which may explain their slightly lower findings. The proportion of people at risk of
malnutrition inelderly mental health care homes in the four week survey by BAPEN showed
considerable variation, ranging from 13% to 59% amongst the different surveyed weeks
(Russell and Elia, 2015). Again, although the exact figures are unclear, there is evidence that
aconsiderable proportion of people living in care homes are at risk of malnutrition, and that
this proportion is greater than amongst people living in the community.

Estimates of risk of malnutrition amongst people living in sheltered accommodation show

considerable variation. BAPEN (2017) used MUST and found tha#i%0o0f people in
sheltered housing are at risk of malnutrition. Riches and Jeanes (2014) used MNA and found
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that 30% of people in wardeassisted living were malnourished, with a further 450fisk.
Some of this variation may be explained by the different screening tools and different types
of sheltered accommodation included, but further work is required to determine the
proportion of people living in sheltered accommodation who are at risk@nutrition.

Whilst only 1.3 million out of the 3 million malnourished people in the UK are aged 65 years
or over, over half the total cost of £7.3 billion per year spent on disease related malnutrition
is spent in that age group (European Nutritiom féealth Alliance, 2006). Other estimates
place the total cost of malnutrition in the UK at £13 million per year, with unknown division
amongst age groups (Elia and Russell, 2009). There are considerable estimated potential
savings to be derived from impteentation of NICE guidelines to tackle malnutrition, on both
local and national levels (NICE, 2606

3.1.8 Local prevalence extrapolatiand future predictions

According to the 2011 census, there were 751,485 people living in Leeds, of whom 109,598
(146%) were aged over 65 years (ONS, 2013). Using projections from the 2011 census, LCC
estimated the population of Leeds in 204s791,500people (Leeds Observatory, 2015). The
Institute of Public Carestimate the population of Leeds aged over 65 year20b8 as

123,10Q which equates to 15% of the Leeds populatioAssuming local applicability of the
national estimate that 11% of people aged overy@&arsare affected by malnutrition, tisi

equates to approximatel$3,540 older people in Leeds living witmalnutrition in 2018.

With a growing population, and a growing proportion of the population aged over 65 years,
the number of older people living with malnutrition in Leeds is likely to increase if no action
is taken.It is predicted that there will b&50,300 people aged over §garsin Leeds in 2030
(Institute of Public Care). If 11% of older people remain malnourished, there will be
approximatelyl6,530 older people living with malnutrition in Leeds in 2030

3.2 Dehydration
3.2.1 Definition
Dehydraion may bedefined as:

GF adlrasS Ay SKAOK I NBtFIAOBS RSTAOASyOe
Fdzy Ot A2y YR QNHSERg@Nf201B)dzi O2 YS v €

There are three recognised types of dehydration, delineated by their precipitating causes.
Hypertonc dehydration occurs when fluid loss exceeds electrolyte loss, isotonic dehydration
occurs when both are lost equally, and hypotonic dehydration occurs when electrolyte loss
exceeds fluid loss (Faesal., 2007) Huid loss through multiple factors meathat hypertonic
dehydration is the predominant hydration concern in older people (NHS England, 2015).
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3.2.2 Population at risk

It is recognised that poor fluid intake amongst older people leads to a higher risk of hypertonic
dehydration in that populatiofNHS England, 2015). The sensation of thirst reduces with
increasing age, and may be further reduced in people who have dementia or those who have
had a stroke (British Nutrition Foundation, 2016). This may be compounded by an inability to
acquire or dritkk fluid unaided, intentional fluid restriction due to fear about urinary
incontinence, or decreased understanding of the need to drink, for example due to cognitive
impairment (British Nutrition Foundation, 2016).

Hypertonic dehydration in older peopleralso result from increased fluid loss compared to
intake. This may occur due to diabetes, excess alcohol intake, or acute illness involving
diarrhoea and vomiting or a high temperature (NHS choices, 2015). Additionally, medications
that increase fluid otput, for example diuretics and laxatives, can also increase the risk of
dehydration (Britsh Nutrition Foundation, 2016).

3.2.3 Screening

Hypertonic dehydration may be diagnosed using serum osmolality or serum sodium levels.
Isotonic and hypotonic dehydtion are more difficult to diagnose unequivocally (Faeal.,
2007).Whilst serum osmolality is the reference standard method for detecting hypertonic
dehydration, it is limited by its invasive nature and need for phlebottrayned professionals
(Wilsan, 2014), which means that other detection methods are sometimes used. Urine
specific gravity, urine colour and urine osmolality are all commonly advocated alternatives for
detecting dehydration in older people due to their less invasive nature, but tisezeidence

that these are not sufficiently consistently accurate in their diagnostic capabilities (Hebper
al., 2016a). Until a neinvasive, accurate diagnostic measure of dehydration in older people
is determined, serum osmolality remains the standamdthod, meaning that detection of
dehydration in this population remains challenging in a community setting.

3.2.4 Health consequences

In the shortterm, dehydration has many familiar health consequences, incluthingt,
passing reduced amounts of dackloured urine and headache (NHS choices, 2015).
However, not all early symptoms are identified, particularly in older people (Wilson, 2014).
More serious levels of dehydration can caudgness of mouth, nose and eyes, light
headedness due to low bloodgssure, which can become lifereatening if the dehydration

is severe, and alteration of mental state leading to confusion (Wilson, 281ehmbination

of these symptoms can increase the risk of falls in older people who are dehydrated (British
Nutrition Foundation, 2016), putting them at risk of injury.

Longterm dehydration can havether health consequences, including muscle damage and
constipation, as well as kidney stones or kidney damage (NHS choices,Sxt&jned poor
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fluid intake can also orease the risk of urinary tract infectiomsd pressure ulcer@British
Nutrition Foundation, 2016).

As with the health consequences of malnutrition, the impacts of dehydration can extend
beyond physical symptoms. Recurrent urinary tract infections,qumesulcers and falls can

all contribute to a reduced quality of life for an older person due to restrictions on their ability
to participate in activities they enjoy and, as such, may lead to low mood and depression.

3.2.5 Healthcare consequences

Older people who are dehydrated require more hospital admissions (British Nutrition
Foundation, 2016)0re study found that older people who were dehydrated on admission to
hospital had a s#old risk of irhospital mortality compared with people who had a noima
fluid status on admission @Sharkawyet al, 2015). However, it cannot be determined
whether the dehydration increased the risk of mortality, or timedicalconditions with a
higher mortality rate increased the likelihood of being admitted with dehtidra However,

it is clear that older people who are dehydrated on admission to hospital may have greater
healthcare needs than those who are well hydrated on admission.

Older people who are dehydrated require rehydration, which may necessitate admtssion
hospital. However, for some older people who become mildly dehydrated through reduced
fluid intake rather than through acute illness, intravenous rehydration in a hospital setting
may not be required. If oral rehydration is not possible, commub#gedsubcutaneous
rehydration may be feasible in some settindgsr example in care homd$abriel, 2014).
Whilst this reduces hospital admissions for rehydratitms option requires staff and
equipment resources to be available in the community setting.

It is clear that the full impact of dehydration in older people on healthcare services is
unknown. Largely, this is due to the-egistence of dehydration with other health conditions,

as well as the challenges associated with screening for dehydrationicyarty in a
O2YYdzyAlleé aSGiAy3aoe |1 26SOSNE AYLINROAY3I 2f RSNJ
health, will lead to beefits for healthcare services.

3.2.6 National recommendations

Whilst no general NICE guidelines exist around hydratiscresning and maintenancen
adults, hydration considerations atwiefly included in the NICE guidelines about nutrition
support in adults (NICE, 2006a).

Hydration assessments are explicitly recommended in the NICE guidelines for stroke (NICE,

2008) and motoneurone disease (NICE, 201&lthough good hydration can reduce falls and
acute illness in older people, the NICE guidelines for preventing falls in older people (NICE,
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2013) and excess winter deaths and illness (NICE, 2015b) do not include hydration
asessments in their recommendations.

NICE guidelines about the management of dementia specify that people should be
encouraged to drink for as long as possible before alternative hydration options are
considered, but there are no specific recommendationsudlscreening for, or prevention of,
dehydration (NICE, 2006b). Forthcoming dementia NICE guidelines, expected in 2018, may
include more detailed recommendations about assessment of dehydration and prevention or
treatment options.

The Parliamentary Hydrain Forum recommended that all care institutions, i.e. hospitals and
care homes, should have a hydration policy with regular monitoring to ensure adherence
(Wilson, 2014).

3.2.7 National prevalencand costestimates

There are no definitive data about theational prevalence of dehydration amongst older
people, in part due to challenges with screening for dehydratparticularly in a community
setting. Studies from America have demonstrated very variable findings about the prevalence
of dehydration in peple aged over 70 years living in the commupnitging serum osmolality

as the measure of dehydratiofVhilst one study found no evidence of dehydration amongst
this age group (Morgaet al., 2003), anotherdentified approximately 21% of their cohort as
being definitively dehydrated, with approximately 37% being classed as borderline
dehydrated (Stookegt al., 2005).

In the UK, the Dehydration Recognition In our Elders (DRIE) study found that 20%tefriong
care home residents aged over 65 years iitlstudy were dehydrated, with a further 28%

at risk of dehydrationas assessed using serum osmoldhtgoperet al., 2016b).In another

UK study, 37% of people aged over 65 years were found to be dehydrated on admission to
hospital, according to theserum osmolality measurement {(Eharkawyet al., 2015).

The total national cost of dehydration amongst older people in the UK is unknown, partly
because the extent of the problem is difficult to assess, and partly because the healthcare
implications of @hydration have not been fully determined.

3.2.8 Local prevalence extrapolati@md future predictions

Since there are ngystematicnational data about the prevalence of dehydration amongst
older people, it is not possible &stimatethe scale of the ppblem locally. It is likely that local
data will underestimate the prevalence of dehydration in older people, due to the challenges
of determining hydration status, particularly in the community.
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4. Contributory demographics of Leeds

4.1 Demographics

4.1.1Age distribution

It is estimated that the population of Leeds in 304791,500(Leeds Observatory, 2015), with
123,100 (15.%0) aged over 65 years (Institute of Public C&wajrently, of all the older people
in Leeds, 54% are aged-B8 years, 33%re aged 784 years, and 13% are aged over 85
years.

Current predictionsuggest that the total population of Leeds will increase to 824,100 in 2025
and 848,800 in 2030 (Leeds Observatory, 2015). The proportion of the population aged over
65 years is atspredicted to increase to 16.5% in 2025 and 17.7% in 2030 (Institute of Public
Care). The population growth amongst older people is not predicted to occur evenly over all
age bands above 65 years, with the largest growth predicted amongst people agt 75
years, as can be seengnaphl. It is predicted that, by 2030, the age distribution of older
people in Leeds will reflect an increase in the oldest age group, with 50% agétl 85%

aged 7584 and 15% aged over 85 years (Institute of Public Care).

4.1.2 Gender

Data from 2018 suggest that approximately 68,000 (55.2%) of people aged over 65 years are
female, and 55,100 (44.8%) are male. However, the proportion of the population that are
female increases with increasing age, from 52.4% in people agéd §&ars, to 64% in
people aged over 85 years, as can be segraph 2

4.1.3 Ethnicity

As can be seen from table 1, the majority (97.6%) of people in Leeds aged over 65 years
identified as White under the ethnic group category in the 2011 censisntit possible to
project these figures forward to obtain estimates for 2018, as they would not be reliable. The
proportion of people identifying as White increases slightigr the age of 85 yearand there

is a respective converse decrease in all otsthnic groupsat this age.
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Age White Asian / Asian | Black / African|  Mixed / Other ethnic| Total
group British / Caribbean / multiple group
Black British | ethnic group
6574 53,883 1,530 703 171 168 56,455
(95.4%) (2.7%) (1.2%) (0.3%) (0.3%)
7584 36,772 971 593 121 104 38,561
(95.4%) (2.5%) (1.5%) (0.3%) (0.3%)
85+ 14,239 138 103 29 28 14,582
(97.6%) (1.3%) (0.7%) (0.2%) (0.2%)
Total 104,894 2,684 1,399 321 300 109,598
(95.7%) (2.4%) (1.3%) (0.3%) (0.3%)

Tablel: Ethnicity breatown of Leeds population by age group at the time of the 2011 census

4.2Wider determinants

4.2.1 Deprivation

It is known that deprivation, particularly food poverty, increases the risk of malnutrition
(Todorovic, 2001)In 2014 the percentage of peoplef all ages living in the 20% most
deprived areas in England in Leeds was 30.4%, compared with 20.2% in England overall (PHE:
Liver Disease Profiles). It is known that 20% of the Leeds population live in areas that are
classified as the most deprived 10%tionally (Leeds City Council, 2015).

Income deprivation affected 16.0% of people of all ages in Leeds in 2014, compared with
14.7% in England overall. A similar picture is reflected amongst older people in Leeds as 18.0%
experienced income deprivation #8014, compared with 16.2% in England overall, as assessed
using the Income Deprivation Affecting Older People Index (IDAOPI) (PHE: Health assets
profile).

Map 1shows the distribution of people aged over g@ars in Leeds 2017 whilst map 2
shows thedistribution of the same aggroupby deprivation index. From theseaps it can

be seen that although the majority of older people live further out from Leeds, the majority
of older people affected by income deprivation live towards the centre of Leeds.

The higher proportion of people in Leeds living in the most deprived areas compared with
England overall is reflected in the proportion of healthcare service use by the most deprived
sections of the population. For example, during 2016, 36.9% of patiags $tnd 32.1% of
deaths in Leeds Teaching Hospitals Trust (LTHT) occurred amongst the most deprived quintile,
compared with only 24% of patient stays and 20.7% of deaths in hospitals across England
(NHS Digital, 20H.
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It is also known that there are Higr prevalence rates of frailignd end of lifewithin Leeds
Integrated Neighbourhood Teams that have higher deprivation than in areas with lower
deprivation, as can be seen graph 3 Given the strong association between frailty and
malnutrition in olderpeople (ArtazaArtabeet al.,, 2016) the higher prevalence of frailtgnd

end of lifein more deprived areas increases the likelihood of higher numbers of people over
65 living with malnutrition in those more deprived areas.

4.2.2Fuel poverty

Since a rduced ability to afford food increases the risk of malnutrition (Todorovic, 2004&)
poverty may be used as an indication of people in Lebds are at increased risétue to
financial limitations

In 2014, 11.9% of households in Leeds experiencedpoedrty, compared to 10.6% of
households across England (PHE: Old®@2R.J S Q& | S| f ( fn 201¢1R, odlySt £ 0 S A
93.9% of people aged over 65 years received winter fuel payments, compared to 96.7% of

2f RSNJ LIS2L) S Ay 9y 3af | yami Weltbéing)Y hf RSNIJ t S2LJ SQa

4.2.3Social isolation

Social isolation is an importafactorthat increases the risk of malnutrition (Todorovic, 2001).

It is estimated that there are 45,002 people aged over 65 years living alone in Leeds in 2018
(Institute of Public @re), which equates to 36.6% of that age group.

Whilst there are no data about the degree of perceived social isolation amongst older people
in Leeds, whether living alone or not, other data from across all age groups can give an
indication. In 2015816, the percentage of adult social care users in Leeds who had as much

social contact as they would like was 45.2%, compared with 45.4% in England overall.
Similarly, in 20145, the percentage of adult carers who had as much social contact as they

would like vas 38.7% in Leeds, and 38.5% in England (PHE: Health assets profile).

4.2.4Dependencyand limiting long term iliness

Some longerm ilinesses increase the risk of malnutrition (Todorovic, 2001) and dehydration
(British Nutrition Foundation, 2016), wheth through direct physiological effects,
consequences of medication, or physical functional restrictior2018, it is estimated that
there are 32,305 (26.2%) people aged over 65 years in Leeds whose-diay activities are
limited a little by a limitiig long term illness. Additionally, it is estimated that a further 30,692
(24.9%) people aged over 65 years in Leeds have a limiting long term illness that limits their
day-to-day activities a lot (Institute of Public Care).

Dependency on another personas important risk factor for both malnutrition (Todorovic,
2001) and dehydration (British Nutrition Foundation, 2016), due to a reduced ability to
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acquire or consume food and drink unaiddiis estimated that 41,159 (33.4%) people over

65 years in Leedse unable to complete at least one selire activity unaided, in 2018, which
includes being able to feed themselves. Similarly, in 2018, it is estimated that 50,282 (40.8%)
people over 65 years in Leeds are unable to manage at least one domestic taskr awn,
including household shopping (Institute of Public Care). These figures give an idea of the
proportion of older people in Leeds that require assistance with eating and shopping for food.

In 2018, it is estimated that 3,236 (2.6%) people ovey&#ars in Leeds are living in a care
home with or without nursing provision (Institute of Public Care).

4.3Health conditions

As discussed in the background information, the presence of certain health conditions can
increase the risk of malnutrition andehydration. The prevalence of some of these health
conditions amongst people over 65 in Leeds is discussed here, to provide an idea of the
number of people over 65 who may be at risk of malnutrition and dehydration in Leeds.

4.3.1 Dementia

The cognitivampairment that results from dementia is a risk factor for both malnutrition
(Todorovic,2001) and dehydration (British Nutrition Foundation, 2016), due to a reduced
awareness of the need to eat and drink. Additionally, the sensation of thirst reducesjep
with dementia (British Nutrition Foundation, 2016).

In January 2018, there were 6,149 (4.8%) people over 65 recorded as having a dementia
diagnosis, amongst the population registered with a Leeds GP pradtiuést there is likely

to be an elementf underrecording for this diagnosis, it was estimated that, in 2017, Leeds
had a 73.8% dementia diagnosis rate amongst people over 65, compared to 67.9% in England
overall (PHE: Dementia Profile). This would imply that a further 2,183 people overesfsim L

are living with undiagnosed dementia, giving an estimated total of 8,332 (6.5%) people over
65 in Leeds living with dementia.

4.3.2 Cancer

People living with cancer are at increased risk of malnutrition due to the cachexia that can
result (Todorovic2001).In January 2018, 18,080 (14.1%) of people over 65 in Leeds were
living withcancer amongst the Leeds GP registered population

4.3.3 Chronic Obstructive Pulmonary Disease (COPD)

COPD can cause a cachectic state, which increases the msiktmftrition (Todorovic, 2001).

In January 2018, 11,821 (9.2%) people over 65 in Leeds were living with diagnosedt COPD.
is, however, likely that this condition in undegported, so the total number of people over

65 in Leeds with COPD is likely to be highantthis.
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4.3.4 Heart failure

Medical conditions that cause a cachectic state increase the risk of malnutrition (Todorovic,
2001). Since heart failure can result in cachexia, people living with heart failure are, therefore,
at an increased risk of develmyg malnutrition. Additionally, people with heart failure are

likely to be taking diuretic medications, which can increase the risk of dehydration (British
Nutrition Foundation, 2016).

In January 2018, 5,152 (4.0%) of people aged 65 and over were re@sdiethg with heart
failure, amongst the Leeds @€ygistered population.
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5. Prevalence in Leeds

5.1. Malnutrition

5.1.1 Hospital episode statistics

During the five years from April 2012 to March 2017, there were 1,103,136 admissions to
LTHTdr Leeds CCG registered patien@f these, 396,554 (35.9%) were for people recorded
as being aged 65 years and over. During the same time period, 64 adult admissions had a
malnutrition-related primary diagnosis, with7 of those being for people aged 65 yearsl

over. This equates t@pproximately4 primary diagnoses of malnutrition per 100,000
admissions amongst people aged 65 years and ovef the 17 admissions with a
malnutrition-related primary diagnosi® (35.3%)were for women and 1164.7%)were for

men. However, given the small numbers involved, it is not possible to draw any conclusions
from this.

Although only a small number of admissions amongst people over 65 were directly attributed
to malnutrition, it is likely that a much higher proportion thfese 396,554 admissions had
some contribution from poor nutritional intake, in combination with other factors. For
example, poor nutritional intake can increase the riskezfuced muscle mass and mobility
(Todorovic, 2001)leading to an increased riskfalls and associated injuricadmissions for
which are discussed below. However, it is no possible to ascertain the actual number of
hospital admissions amongst people over 65 that were partly due to insufficient nutritional
intake.

5.1.2 Primary cardata

Local data indicates that there are 878,650 people registered with a GP in the Leeds area
2018 of whom 128,474 (14.6%) are aged 65 years and over. Of this GP registeré&tipopu

of older people:

1 5,454 (42%) did not have a BMI recorded

1 5,727 (45%) were recorded as having an underweight BMI
0 4,218 (6.0%) women
o 1,509 (2.6%) men

Graph 4 displays the percentage of people over 65 who are recording as having an
underweight BMI (<18.5), broken down by sex and deprivation decile. It appears tigitthy sl
higher percentage of people over 65 in deprivation decile 1 (most deprikiag® an
underweight BMI recorded than in other deciles, and thisngre apparent in men than
women, although more women than men have an underweight BMI overall.

The geogaphical distribution of people over 65, registered with a Leeds GP and recorded as
having an underweight BMI (<18.5) during 2a¥bis shown irmmap 3 From this map, it can
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be seen that there are more people over 65 recorded as being underweight in dreesds
that have higher income deprivation affecting older people (as seemajm 2, rather than in
areas where the highest number of peopheeo 60 live (from map)1 This supports the finding
from graph4 that more people over 65 living in the most diged decile are recorded as
being underweight compared to other deciles.

5.1.3 Mortality data
There are no locally available data indicating mortality rate amowog$str peoplefrom
malnutrition.

5.2. Dehydration

5.2.1 Hospital episode statistics

FromApril 2012 to March 201here were 397 adult admissions that had volume depletion
coded as the primary diagnosis. Of these, 80B6%) were amongst people aged 65 years
and over.This equates to approximately8 primary diagnoses of volume depletion per
100,000 admissions amongst people aged 65 years and .o@érthe 308 admissions for
volumedepletion amongst older people:

1 198 (64.3%) were for women
1 110 (35.7%) were for men

Although the proportion of admissions of people over 65 directly attributedvatume
depletion is not that high, it is very likely that a proportion of admissions for other reasons
are partly caused by dehydration, for example people admitted with falls and urinary tract
infections(British Nutrition Foundation, 2016)he admissiomrates for which are discussed
below. It is, however, not possible to ascertain the proportion of these admissions that were
partly caused by dehydration.

5.2.2 Primary care data
There are no locally availabjpeimary caredata recording the number of pgbte aged over 65
years who are dehydrated.

5.2.3 Mortality data

In 2016, LTHT observed 15 deaths due to fluid and electrolyte disorders across all ages,
compared with 26 expected deaths in this time (NHS Digital, 2017a). Deaths attributed solely
to dehydiation would fall under this category, however deaths due to a broader range of
disorders will also be included. Additionally, whilst dehydration may be a contributory factor,
the cause of death will usually be the underlying diagnosis, for example demé&hisavalue,
therefore, does not give a very accurate estimation of the number of deaths due to
dehydration in Leeds. There are no other locally available data that give an indication of the
mortality rate of dehydration amongst older people.
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5.3.Related conditions

As dscussed earlier, some health conditions are more likely to occur in people who are
undernourished or dehydrated. Some of these health conditions, and their prevalence in
Leeds amongst people over 65 are discussed below. The presencwlofitrition or
dehydration is likely notrecognisedin all of the people with these conditions, but the
prevalence of these conditions can give some idea of the scale of wedegnised
malnutrition and dehydration amongst people over 65 in Leeds.

5.3.1 Obesity

People who are overweight are not necessarily over nourished. The imbalance of nutrition
can mean that they are simultaneously overweight but undernourisiitterStarret al.,

2016) In 2016-17, 64.26 of adults in Leeds were classified as wegght or obese, compared
with 61.3% in Englanaverall (PHE: Health Profiles).

In 2018, from the Leeds GP registered plagpion of 128,474 peoplaged 65 years and over

1 82,562 (64.3%hada BMI tha was overweight or obes¢BMI 25+)
1 34,656 (2710%)had a BMI that was obeseBMI 30+)

Intake of various dietary components contribute to weigind nutritional status. In 206-17,

520> 2F (GKS | Rdzf O LJ2 LJdzf l-aRl28y¢ AR/NIHEASIS Rlay RY S@iS 3dS|
recommendations omn average day, compared 57.4% of adults in England overall. In the

same yes, adults in Leeds consumed 2.48rtions of fruit and 2.54 portions of vegetables

per day, on average, compared with 2.portions of fruit and 2.7@ortions of vegetables per

day for adults in Englan@HE: Public Health Outcomes Framework).

5.3.2 Falls and injuries

It is known that dehydration increases the risk of falls amongst older people (British
Nutritional Foundation, 2016), making it more likely that they will be admitted for injury due
to a fall. Additionally, poor nutritional intake increases the riskeduced muscle mass and
mobility (Todorovic, 2001 which carfurther increase the risk dalls and subsequent injury.

In 2016-17, the agestandardised rate of emergency hospital admissgfor injuries due to
falls in pe@le aged over 65 years was 2,5p8r 100,000 populon in Leeds compared to
2,114per 100,000 population in England overall (PHE: Public Health Outcomeswere

Additionally in 2016-17, the agestandardised rate olemergency admissions for fractured

neck of femur in gople aged over 65 years was 6gér 100,000 population in Leedsvhich

is considerably higher than 57155SNJ mnn>nnn LR Lz FGA2Yy Ay 9y 3
Health and Wellbeing).
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5.3.3 Excess wintefeaths

It is estimated that in 20136, there were350 excess winter deaths Leeds. Given that
YFEydziNARGA2Y OFy AYyONBIaS GKS Nral 2F AyFSOi
infections (Todorovic, 2001), it is likely that undernourisim@ay account for some of these
excesswinter deaths, and reducing malnutrition in Leeds could contribute to reducing the
number of excess winter deaths.

5.3.4 Healthcare associated infections

In 201617, there were23 reported cases of Methicillimesigant Staphylococcus aureus
(MRSA) bacteraemiéPHE, 2017a), arzb9 reported cases of Clostridium difficile infection
(PHE, 2017b) across Lee@nce malnutrition increases the risk of infection (Todorovic,
2001), an undernourished person admitted to hitapis likely to be at higher risk of acquiring

a healthcare associated infection, than an adequately nourished peismoroving the
nutritional state of people in Leeds could, therefore, help to reduce the number of healthcare
associated infections.

5.3.5 Acute kidney injury
Acute kidney injury (previously known as acute renal failure) can be caused by dehydration
(NHS Choices, 201%).the five years between April 2012 and March 2017, there were

1 2,716 admissions to LTHT with a primary diagnosisuigaenal failure

1 2,187(80.5%) of these admissions weagnongst people aged 65 years and over
0 1,045 (47.8%) admissions amongst oveng&e women
0 1,142 (52.2%) admissions amongst overng&re men

Thismeans thatapproximately 0.6% of admissions amongsken people in this time period
had acute renal failure as the primary coded diagnosis

5.3.4 Urinary tract infection
Dehydration can increase the risk of developing a urinary tract infection (British Nutrition
Foundation, 2016Between April 2012 and Meh 2017, there were

1 8,988 adult admissions to LTHT that had a urinary tract infection coded as the primary
diagnosis (unrelated to inmdelling catheters or pregnancy)
1 6,393 (71.1%) were amongst people aged 65 years and over
o0 3,431 (53.7%) admissions amongdder people were women
0 2,962 (46.3%) admissions amongst older people were men

Thismeans thatapproximately 1.6% of admissions amongst older people in this time period
had urinary tract infection as the primary coded diagnosis
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6. Locally availabkervices

6.1. Supportive community services

6.1.1Neighbourhood networks

There are 35 neighbourhood networks in Leeds, covering 37 areas, providing services for
older people. They are run by a combination of paid staff and volunteers, usually older people
themselvesand are funded by LCASs of June 2017, neighbourhood networks were in contact
with over20,000 older people in Leeds

Whilst nutrition and hydration are not specifically mentioned in the current service
specification, the networks do run aumber of services that may promote these concepts,
including cooking courses for the recently bereaved, breakfast or lunch clubs, and promotion
of public health messages around nutrition and hydration. Additionally, the service
specification includegoalsto reduce social isolation of older people, enhance their wellbeing
and encourage them to make healthier life choices. These goals contribute to the promotion
of good nutrition and hydration.

6.1.2Lunch clubs

There are 87 lunch clubs in Leeds that catiereceive funding from LCC. There are additional
clubs, not included in this number, that do not currently receive funding. Some clubs receive
funding every year, otharuse the money to start up and as occasional boosts every few
years, whilst remainig selfsufficient in the interim.The current overall budget for the
programme is £166,500, and the clubs reaghon average?,500 older people per weekn
201617.The locations of lunch clubs within Leeds is shown in meapd4 on average, line up
with the geographical distribution of people over 65 recorded as having an underweight BMI
(seen in map 3)

The clubs are required to provide a hot, nutritious meal at least once a,fi@ek minimum

of 40weeks, to at leas?0 individuals, in order to redee the funding. The clubs are managed

by someone with food hygiene training, and the cooking and delivery of service is usually
provided by volunteers.

Just over half the clubs bring in a caterer, whilst the others cook the food themselves or have
a chd, so the quality and standard of the food varies amongst the cllihs.clubs have to be
registered as a food business with the Local Authority, and comply with food hygiene
regulations. There are no restrictions about the type of food provided, in tefmsitritional
content The volunteers in the clubs are very familiar with their local vulnerable people who
attend the clubs, however they are unlikely to know where to refer if they suspect weight
loss. They are likely simply to recommend going to sé®a
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6.1.3Meals on Wheels

Meals on Wheels is provided by Prestad funded byLCCThe service provides a hot meal,
chosen from a menu, and a sadadwell check by the DB&ecked person delivering the
meal. A sandwich or soup can also be added for elivi he service runs 365 days a year and
there is an attempt to maintain consistency of drivers delivering to specific areas.

Anyone living in the Leeds area is eligible for this service, and caefezlfo receive a meal
within 24 hours. Usually, &quest for a meal before 9:30am will allow delivery of that meal
around lunch time that day. Other services, such as Adult Social Care, can refer people to
receive this service, although numbers of these referrals has been decreasing recently at a
greaterrate than the increase in number of se#fferrals. Local competition in certain areas,

for example in Yeadon, means that the uptake of this service in those areas is lower than
desired.Theaveragenumber ofMeals on Wheels delivered per month in 204Bwas 9,909

which was a decrease from 10,833 per month in 2076 The seasonal fluctuation can be
seen ingraph 5 along with the overall lower uptake of Meals on Wheels in 208 ¢ompared

to 201617.

All meals are nutritionally weighed up and can beestdd off a menu. The service caters for

many requirements, including allergies or intolerances, as well as religious or lifestyle
specifications around food. If the person delivering the meal has concerns about a person on

their route, they ringthemai?@ F FA OS gK2 | f SNI GKI GO LISNE2Y QA&
2T 1AYyZ 2N GKS 2FFAO0S OFryy2i NBFOK lyez2ySz |
and wellbeing of that person.

The income to the service comes from sales of meals, which@peg£hot meal and £1 to

add a soup. The running costs of the service include drivers, vehicles, meals and meal
assistance. The balance between income and costs is met by a subsidyG@mdult Social

Care The longterm goal is for this service to be mopletely selfsustaining; higher uptake of

the service is required to achieve this. Adult Social Care referrals into the service used to be
subsidised such that the person would only pay £5.05 for a hot meal. However, this subsidy
was stopped for new refeals from October 2016.

Recommendations

1 Better promotion of the servie
Particularly within third sector organisations and in LTHT amongst people receiving
interim care packageso help increase uptake of the service and help it become self
sustainable
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6.1.4HomeFood Baskets scheme

The Home Food Baskets schemadsessed througMeals on Wheels in LCC, and consists of
community baskets and hospital dischanggrcels The community basketsontain around

25 food items to last for three days for peopfedmergency need, whilst the smaller hospital
dischargeparcelscontain very basic items for people being discharfyech hospital with no

food at home. Both are available to people over 65 years, and also contain an information
pack about malnutrition antiow to prevent this for the person and their carehs.201718,

there were 54 Home Food Baskets distributed in Leeds, and 20 hospital discharge parcels. As
can be seen igraph 6 these numbers have decreased over recent years.

Staff members of any sefge that comeinto contact with people aged over 65 years, and
notice insufficient food in their home, are able to complete a referral form for the community
baskets. There are 12 community basket distribution sites around Leeds. The hospital
dischargeparcelsare supported by the Red Cross and fhge UKHospital to Home service,

with a three year contract with Fareshare to provide thercels

There is around £8,000 per year available for this scheme, with a cost of £25 per community
basket and £1.92 foa hospital discharggarcel These costs leave few resources for
promotional activities, which are largely performed by the distribution centres. However, the
contract with Fareshare costs £750 per year, and will result in all food for the hospital
discharge parcelsbeing provided for three years, which may free up some resources for
promotional activities.

Recommendations

1 Engage partners, such as LTHT, in the provision of hospital dischpaeels
Theseparcelsare designed to facilitate earlier disaige and reduce readmissions for
social reasons, and there are clear benefits from this for LTHT. Engagement of the
Trust would facilitate redirection of the remaining funds towards providing more
community baskets, as a preventative measure, as well aslughimg more
promotional activities to widn the access to these services.

comdp [ SSRa hft RSNJt S2L) SQa C2 NHzy

[ SSRa hfRSNJ t S2LJ SQ&a C2NMzY o0[ htCO 62N] AY
organisations, some of whom run activities that contribute igproving the nutrition and
hydration of older people in Leeds. Amongst these partners are the ten Dementia Caf
around Leeds.

One important, overarching project is the Time To Shine (TTS) project. TTS aims to reduce

social isolation and loneliness amonhg#der people in Leeds, factors that can contribute to
malnutrition through reduced enjoyment of eating with socialisation. Some specific food
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projects are funded under TTS, for exam@dore than aMeall A Y S Q valuKi&eisit
older people to make ahshare a meal with them in their homesnother project is @ooking

class for Chinese older people, which works with a lot of older men who used to work in
catering. The hours involved in working in cateringamtethat they became isolateddm
family ard friends, and the cooking course provides them with social cooking and eating
experiences.

The funding for TTS comes from the National Lottery. Since TTS is a national, strategic
programme, there is a nationally mandateslaluationquestionnaire for alprojects funded

under TTS. The questionnaire should be administered for each service user at the start of each
project, and at three months into the project or at the end of the project. The data this
evaluation tool can be compared with national Tpr&gramme dataOf the 703 people that

had completed the questionnaire in Leeds by October 2818, (53.5%) reported that they

lived alone which is higher than the Leeds overall estimated proportion of older people living
alone (36.6%). Around0% of repondents reported improvement in social isolation and
lonelinessbetween baseline and followp questionnaires, on both scales used to measure
this outcome.

6.1.6 Age UK Leeds

Age UK in Leeds run a variety of services in which nutrition and tigrui@onsderations may

feature, and all staff are encouraged to train to inrition championsMost of the services

provided by Age UK in Leeds work with older people for up to 12 weeks. If, in that time, staff
Yy2G0AO0OSR 02y OSNYa | 02 dziouldidistusis thedeasdng fgr@aightdoSsh 3 K i >
with the person (for example any recent bereavements), advise them to speak to their GP if

there is no known cause of the weight loss (or speak to the GP directly themselves if
appropriate), and direct the person iaternal and external services, for example Meals on

Wheels. Age UK in Leeds do not really have any direct links with dieticians and, anecdotally,
GKS O2yOSLIJi 2F aC22R CANRGE A& y20 gARSte dzi

Arch café

The Arch caf run by Age UKtaff is used frequently by older people, and the staff in the café
are able to signpost customers to other internal services. Age UK also work very closely with
Neighbourhood Networkand refer people to them, for example to attend a local luncheon
club.

Hospital to Home service

¢CKS 1 2aLAGlrt G2 12YS aSNWAOS A& olaSR Ay {1
to support the admission avoidance of older people with no medical reason for hospital
admission. This service has strong links with H@me Food Baskets schemgoviding

hospital discharge packs of food for older people. Staff within this service can also refer to
other services both within and outside Age UK, for example the Independence at Home
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service and Meals on Wheels. The HospaadHome service often has contact with the most
isolated people who are not engaged with other services.

Independence at Home service

C2NJ GKS LYRSLISYRSYyOS G 12YS aSNWBAOS: adl ¥7
in their home. This involveompletion of a questionnaire that contains questions about food
sourcing and intake. Usually, people are referred for this assessment by their GP or another
health professional, and staff performing the assessments are able to refer into other services
provided by Age UK in Leeds. Funding for this service is provided by the Time To Shine
LINEAINI YYS 20SNESSY o6& [SSRa hftRSNJ tS2LX SQa
programme is used.

Recommendations

1 Additional training for staff to reinforce knowledg around food and healthy eating

6.2. Primary care and formal community services

6.2.1 Primary care

There is an opportunity to raise the awareness of malnutrition and dehydration in older
people amongst primary care practitioners. Currently, an oldes@e presenting with weight
loss s likely to be directed down medical pathways to exclude cancer, with flesus on
nutrition care. NHS Healtth€cks focus on identifying people who are overweight rather than
underweight, and weight loss may not be fladgn other chronic conditions templates. On
the new frailty template, one of the aspects includes consideration of MUST screening.

LF I Dt KlFa O2yOSN¥ya |o62dzi Iy 2fRSNJ LISNR2Y !
community dietetics. Additionallyhospital discharge letters, care homes or community

nurses may request that the GP makes a referral to community dietetic services. There is a

L2 GSYaArt RStFe Ay GKS LISNGuesing@fersaldzo befmade 2 v I f
through theGR

Recommendations

f Increaed availability of information dout W C 2 2 Ran€rdutNtonalGupplements
For primary care use whilst waiting for a person to see community dietetics

1 Incorporate a nutrition pathway into long term conditions reviews and the frailt
pathway

1 Increased availability of nutrition training for primary care professionals
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6.2.2 Leeds Community Headtire (LCH)Community Nutrition andDieteticsService

In 201516, LCHCommunity Nutrition and [@tetics Servicereceived 1,656 referrals for
people aged 65 years and over in Leeds for undernutrition serviCHsese referrals were
very variable amongsGP practices in Leeds. Graptshows the number of referrals for
malnutrition services for older people received from each GP practice againstithker of
older people in that practice identdd as having an underweight BMllap 5 shows the
geographical distribution of residence of people over 65 who were referred for underweight
services in 20186. It can be seen that, on average, this disttiba lines up well with the
distribution of people over 65 who are recorded as having an underweight BMI (as seen in
map 3).Funding iprovided in bulk for all core business and, therefore, it is not possible to
break down the funding allocation faider LJS 2 Liinde®@utrition services.

Referral pathway

Referrals to Leeds Community Healthcare (LCH) dietetics may be made by GPs or other health
LINEFSaaAz2yltftao 126SOSNE AG Aa Ffglea NBldsSali
case the dieti@n later requires the GP to prescribe something. This means that most referrals
02YS FTNRY GKS LISNA2YyQa Dt o

LT I NBFSNNIft O02YSa Ay F2NJ I NBAARSydG 27F |
need before arranging an appointment. This is duth®expectation that the care home will

have instigated food and weight charts, and will be practidifupd Fird®vith that person. If

this is not the case, advice is generally offered regarding these initial measures before a formal
dietetic assessmens undertaken.

If a person who is under the LCH dietetics services is admitted to hospital, they will receive a
letter inviting them to refer themselves back into the service when they are discharged. This
is to relieve the strain on GPs for people witiog hospital admissions. However, if a person

has a longer hospital stay, a new GP referral is required because their medical history is likely
to have changed.

When a person is discharged from LTHT and requires community dietician-tgd|divere is

currently no pathway for LTHT dietetics to refer directly into LCH dietetics, and a request is
YIRS 2y GKS RAAOKINHS tSGGSNI GKFG GKS LISNE 2
was trialled previously but the number of referrals for people with-8gifting problems was

too great and the LCH dietetics service was overwhelmed. Currently, discussions are
undergoing about the creation of a new pathway to facilitate direct referral, and LCH dietetics

are verykeen for this to be introduced, with a focas people requiring long term dietetic

care.
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Assessment and care services

When someone is referred, thejlocated to the appropriate clinic or for a home visit. Home
visits are generally undertaken within a few weeks, priority cases are seen withueeks
and specific clinic waits can be around®weeksThis is not an urgent service.

The care package for each person is based on their néetygical package of care consists

of approximately six sessions, with considerable variability amonggil@eafter the initial
FaasSaaySyiasz Fy FOGA2y LXIFYy Aa F3INBSR 02yl Ay
achieve Wood Firdis the initial course of action and, if a person becomes nutritionally stable

on this, they may be dischargedtiaut any need for supplements. Nutrition supplements

may be used in the short or long term, as appropriate for the individual.

For people who are olong-term supplements, once stable, they may be discharged onto the
W h IPdssporRwhich means that a rapid eess review may be requested should any changes
occur. It can be taken into hospital, if the person is admitted, to alert healthcare staff that
they are on supplements§.or people who have a progressive condition where further dietetic
intervention is nodnger of benefit to them, longerm supplements may be continued for
quality of life reasons.

During the sessions, behaviour change methodology and education are used to identify
reasons behind undernutrition and improve nutritional intake. Where theeea@her reasons
behind the undernutrition, they will refer on to other services, as appropriate, including:

1 speech and language therapy (SALT)
wounds team

falls team

Mealson Wheels

luncheon clubs

food banks

= =4 4 -4 A

Areas not covered by this service include egtiisorders, when the person would be referred
back to their GP, and services to promote weight loss, when the person would be given
information about how to selfefer to One You Leeds. Additionally, people who are under
outpatient care of LTHT, for a e@iant condition, should receive specialist outpatient dietetic
services provided by LTHT dietetics.

Advice and training

Whilst people are waiting for their appointment, GPs can prescribe supplements using a
traffic light guide available on Leeds Healthhays, where greetight supplements are safe

for first line use by GPs. However, this guidance does not include any pathways or suggestions
aboutWood Firdd
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LCH dietetics producea Wood Firdleaflet, which can be distributed to GP practices
following a telephone request. LTHT also has copies of this leaflet for appropriate distribution.
The leaflet is designed to support healthcare professional advice, and should only really be
used in the short term. For example, if a person has temporary prabl@mund nutrition
following a bereavement, their GP could advise them algingd Firdrinciples and support

that advice with this leaflet. Alternatively, if a person has been referred to LCH dietetics, this
leaflet could help support their nutritionatate while they are waiting to be seen. The leaflet
should be used for a maximum of about four weeks before the dieticians would want to see
that person.

LCH dietetics also condutrtining around nutrition. ThéBatird | YR S5 NAY Ay 3 & A
programme run by dieticians and SALT, is designed to improve management of
undernutrition and is made available for all care home managers. LCH dieticians also present
attheWL YLINR @A Yy 3 btadadingkutl By 2 §T- fdrdAly Sbchd&C@re workers.

Recommedations

1 Support development of the referral pathway from LTHT to LCH dietetics
1 Create a pathway for referral from GPs to LCH dietetics
This could be attached to the dietician referral form on a GP information system and
could help simplify dietetic advider primary care professionals, including:
0 Screening for malnutrition
0 WC22R CANROGQ 3IdzZARFIYyOS 6gA0K fAyla G2 0
o Nutritional supplement guidance (with links to the traffic light system)

6.2.3 Care homes

LCC has contracts with approximately 95 gelyaowned care homes faolder people in
Leeds, for which the quality standards and service specifications are being reviewed. The
current quality standards specify details about the use of an appropriate screening tool and
ensuring access to dieticianrsees where required, alongside individual care planning that
incorporates aspects of weight and nutritional intake. There are specific details around food
provision, including the need for provision of a nutritious diet that allows for resident choice,
assistance with eating where required, and ensuring an appealing environment for eating.
These standards are assessed on unannounced checks to the care hBuordeer
consideration of nutrition and hydration have been added to the new quality standards.

LCC do not collect any data around nutrition or hydration from the care homes about their
NEaARSyidGad LT adFFF Ay I OFNB K2YS KI @S 02y O
and that resident does not already receive input from a dietician, thee of referral is
OKNRdzAK GKFId NBaARSyiQa Dt o
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6.2.4 Home care

Home care in Leeds is provided on the basis of the results of an individual personal support
needs and risk assessment, which includes elements around nutrition and hydration. This
supportneeds and risk assessment is specified in the quality standard within the contract held

by LCC with the home care providers.

LF (GKS LISNB2Y A4 ARSYUGAFASR a NBIldZANRY I adz
care plan will specify how that pgon is to be supported. This may include what constitutes

a good diet for that person, how the food is prepared and who sources the food. If
appropriate, charts will be completed monitoring nutrition and hydration intake for that
person.Approximately 75%of people over 65 in Leeds that have home care receive some
assistance with their meals

LCC do not request any data around nutrition and hydration from home care providers. If a
K2YS OFNB 62N] SN KIR O2yOSNY & I o 2tikse wbuldLJS NA 2 y
0S FEF3IA3ISR dzZLJ F2NIJ I NBOGASg 2F GKIOG LISNE2Y Q3
RASUGAOALY AF (KSe& HSNB | fNBlIRe Ayg2f SR Ay
member or GP otherwise.

6.3. Secondary caservices

6.3.1 Leeds Teaching Hospitals Trust (LTHT) Care of the Elderly Medicine

The nursing specialist assessment performed for egergonon admission to LTHT contains
guestions about nutrition, including whether the person or their carers have concerns about
recent weight changeThe answers to this may trigger a referral to LTHT inpatient dietetics.
For people who are not referred at this point, other trigger points exist throughout the
inpatient stay. For example, everyone who has a protracted hospital admisisearid have
weekly weights, and any weight loss should trigger a dietician referral. However, these weekly
weights are not always completed 100%, due to difficulties such as getting people onto scales.
Other activities that may trigger referral includaiperson is kept nil by mouth for days, or if
they are being fed via a nasogastric tube.

Aside from these trigger referrals, nutrition is considered at the elderly medicine
multidisciplinary teamNIDT) meetings, and if there is a general consideratioatta person

is losing weight with no medical reason, a referral will be made to LTHT inpatient dietetics. All
referrals to LTHT inpatient dietetics are made by nursing staff.

In outpatient practice, a person with weight loss will usually undergo investigato exclude
medical causes. After this, a referral will generally be made to LTHT outpatient dietetics,
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dietetics if that is more appropriate.

6.3.2 Leeds Teaching hpatmls Trust (LTHD)etetics

Referralsinto LTHT inpatient dietetics service are made following screening questions that
use the MUST tool in the nursing specialist assessment, for all people admitted to hospital for
over 48 hours. If a person is iderdifi as being at medium risk of malnutrition, a nursing team
care plan will be instigated at the ward level, where they can mobilise red trays and extra
snacks, and prescribe sip feeds. If a person is identified as being at high risk of malnutrition,
this triggers a referral to LTHT inpatient dietetics. However, LTHT dieticians are aware that
there is unmet need here, because the service is in great demand and they are currently
unable to see every referral.

Currently,ongoing care after discharge relies GR referral to LCH dietetics following receipt

of a letter from LTHT requesting this. A pathway for referral to LCH dietetics directly from
LTHT dietetics is currently being developed, which would involve a triage system via
telephone. After discharge, ¢hperson would receive a phone call from a dietetic assistant
within LTHT to enquire about their nutritional status. If they need no further help, no action
would be taken. If they require specialist input, they would be referred to specialist LTHT
outpatient dietician teams. If they require a community dietetics review, they would be
referred to LCH dietetics. The intention of this system is that it would limit the number of
people referred to LCH dietetics following gtiiting issues around nutritionuting their
hospital stay. A 12 month pilot of this pathway will be starting soon, being rolled out in stages,
due to uncertainty about the number of referrals that this will generate.

There is an LTHT outpatient dietetics service embedded in specédisistfor people who
remain under the outpatient care of LTHT for a relevant condition. Whilst all people referred
by their GP to specialties in LTHT should be screened for malnutrition as part of the outpatient
process, this is not currently completed 100%his is because the LTHT dietetics service
focusses more on inpatient services, as these people may not have been reviewed by other
healthcare practitioners recently for their nutritional status monitoring.

LTHT dietetics have produced oral supplemendiglines, which are available on Leeds Health
Pathways. The LTHT intranet also contains links to pathways and policies for frontline staff.
Nutrition training, led by a dietician, is included in priority training for all new nursing and
support workers, ad should be repeated every three years. This is not currently completed
100% and other delivery methods are being explored to improve this, for exanigéareng.

LTHT dietetics service were also involved in theupeand ongoing review of the hospital
discharge packs, as part of the Home Food Baskets scheme.
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Referrals to LTHT dietetics are made by faxing a paper referral, which means that it is not
possible to carry out any data analysis by age. The budget for LTHT dietetics includes all
services, sotiis not possible to break down funding provision by undetrition or older

people services.

The biggest gap identified by LTHT dietetics is that people who have a short hospital admission
may be screened using MUST, referred to their services, butdieamarged from hospital
before they receive am-hospital dietician review. If the requirement for a dietician review

is not included in the discharge summarigese people may then not receive a review or
support for their nutritional status. There & belief that this is compounded by a lack of
knowledge within LTHT about where to signpost people for community nutritional support. A
suggestion to improve this is to create an electronic list of available community services, and
the pressures on thoseesvices, which would baccessible to nurses on admissions wards in
LTHT to enable them to direct people to those services on discharge.

Recommendations

1 Support development of the referral pathway from LTHT to LCH dietetics

1 Create an electronic list of ailable community services
This could be made accessible to nurses on admissions wards in LTHT to enable them
to direct people to those services on discharge
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7. Conclusions

7.1 Leeds data

7.1.1 Malnutrition

Amongst the GP registered population, agedy&ars and over5,727(4.5% were recorded
as having an underweight BMIThere appears to be a sex division, wit218 (6.0%) of

women in thisage groupbeing underweight, compared tb,509(2.6% of men. There may
be some underweight older people in Leagho were not detected from these Gdrata,

either because they are not registered with a GP, or because they were one 6{45é
(4.2%) that did not have a BMI recorded.

However, it is important to remember that malnutrition encompasses more than being
underweight. National estimates indicate thal1% of people over 65 are living with
malnutrition, which would equate to approximately 13,540 people over 65 in Leeltiss
likely that some of the82,562 (64.3%)f the GP registered older people in Leedsovare
overweight orobese have some degree of undernourishmead unintentional weight loss
can be masked by an initial high BMI, or they may be overweight but undernourished
Malnutrition camot alwaysbe detected by measuring BMI.

Therefore, althoughhe proportion of older people in Leedscorded as beingnderweight

is now known, this is only part of the problem of malnutrition. Currently, it is not possible to
determine the total number of older people living with malnutrition in Leeds. This is
supported by the feedback from primary care services that older people presenting with
weight loss will be investigated for medical causes of this weight loss, but may not be
recognised as being at risk of malnutrition.

It is not surprising that, over a fiwgear period, LTHT saw only four primary diagnoses of
malnutrition per 100,000 admissions of older people. This is because malnutrition is often a
chronic condition that does not warrant an acute hospital admission. However, it is very likely
that peopleover 65with other medical conditions have underlying malntitm that may not

be recognised, for example:

1 6,149 (4.8%peopleliving with dementia

1 18,080 (14.19%)eopleliving with cancer

1 11,821 (9.2%peopleliving with COPD

1 5,152 (4.0%peopleliving wih heart failure

7.1.2 Dehydration
Conversely, dehydration is more likely to be acute, and therefore warrant hospital admission,
if severe.Although there were only 78 primary diagnoses of volume depletion per 100,000
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admissions of older people to LTHTen¥ive years, dehydration is likely to contribute to
hospital admissions for other causes. For example, in the same time p2ri&¥,(0.6%9 of
admissions of older people were for acute kidney injury, a considerable proportion of which
were likely to hae dehydration as a contributing factor. Additionally, dehydration may
contribute to urinary tract infections, which were responsible 8d893(1.6%) of the primary

RAIFIJy2aSa Ay 2t RSNJ LIS2LX SQ& FRYAAdaAz2ya 2@SNJ

Although severe dehydradn is likely to occur acutely, it is possible for people to live with
mild dehydration over a longer time period. However, there are no local primary care data
that can reveal the number of older people in Leeds living with mild dehydration. In part, this
may be due to the acknowledged difficulty in assessing dehydration accurately without
invasive blood tests.

The lack of complete information about the numbers of older people in Leeds living with
malnutrition and dehydration is concerningiven that a onsiderable proportion of older
people in Leeds are at risk of both of these conditjonsluding:

1 The 18% of older people who experienced incodeprivation
1 The 36.6%of older people living alone
1 The 33.4% of older people who are unabtefeed themselve unaided

It is, therefore, vital to raise awareness about the risk of malnutrition and dehydration
amongst older people and develop methods to record the numbers at risk more accurately.

7.2Servicedn Leeds

7.2.1 Formal dietetic services

LCH dieteticseceivedl,656 referrals for undernutritionin people over 65 in 20156. It can

be seen that referral to LCH dietetics is very variable amongst GP practices in Leeds, which
may be improved by a clearer pathway from primary care to LCH dietetics.

The LTH dietetics servicexpressed concern that people who were discharged from hospital
before they were seen by dietetics, may not receive follggvabout their nutritional state.
They are currently working with LCH dietetioscreatea pathway for easier ferral from
LTHT dietetis to community dietetics.

7.2.2 Othercommunityservices

Lunch clubs in Leeds reach approximat200 people over 65 per weekand there are
approximately9,909 Meals on Wheels delivered each wetk people over 65 in Leeds.
Addtionally, there wereb4 Home Food Basketd 20 hospital discharge parcetispensed

in 201718 to peopleover65¢ KS o6 Sy STAG G2 2 R SoWihglth&tzhede S Q a
services provide is invaluable. The Meals on Wheels service identifiegstne that uptake
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of this service is poor in some areas, which could potentially be improved with further
promotion.

Other sevices inLeeds tackle the wider determinants of malnutrition and dehydration,
particularly social isolation. These servicedude the neighbourhood networksvho have
contact with approximatel\20,000 people over 65andthe Time To Shine projects run by

[ SSRAa hf RSNJ, frdn2which310¥6 of i@spondieNts who gave feedback reported
improved social isolation and loneliness

7.3 Meeting key outcomes
/| 2yaARSNAYy3I GKS wmu 1Se@
Leeds is taking action to address most of them.

2dzi 02YSa FTNRY bl {

Key outcome

LCCaction

1.

Identify a local senior/executive champion who ¢
drive the work foward and influence ke
stakeholders to make improvements.

Councillor Charlwood is th
executive champion in LCC.

Understand the local burden of malnutrition ar
hydration and commission services as identified
this evaluation.

It is hoped that this HNAwill
contribute to this key outcome

a) LRSYyiATe WHG NRalQ
needs ofa diverse community and reducir
health inequalities.

b) Implement appropriate interventions an
evaluate their effectiveness.

c) Develop and implement strategies to preve
malnutrition and dehydration.

d) Connect hospital and community services
deliver an intgrated nutritional and hydratior]
pathway of care across the health economy.

e) { UNBY3IGKSY FlFYAfASaAQ
learning about prevention, maintenance ai
management of nutrition and hydration.

f) For children and young people, incorporate t
psychological, emotional and interaction
aspects of feeding relationship to ensu
adequate intake.

3. Review existing service provision and ag| It is hoped that this HNA wi
improvement trajectories. contribute to this key outcome
4. Commission services that: A number of commissione

services in Leeds already deliy
against this outcome, fo
example:

Lunch clubs aim to reach th
most deprived older people i
Ledls, thereby reducing healt
inequalities.

The Leeds Food Charter w
provide an overarching strateg
around food in Leeds, includin
malnutrition.

The pathway between LTH
dietetics and LCH dietetics W
enhance integration of hospitg
and community sefces.

The OPFMG campaign, fund
by IiBCF will raise publ
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awareness about nutrition if
older people.

Commission a workforce that has the necess
skills to undertake identification, prevention ar
intervention to reduce burden of malnutrition an
dehydmation.

The Improving Nutritional Carg
training for all LCC health arn
social care workers, funded K
money from iBCF.

6. Increase public awareness of the importance

The OPFMG campaign, fund

good nutrition and hydration and of the loc| by IBCF will raise publ

services available to provide support if miesl. awareness about nutrition ir
older people.

7. Maximise opportunities for working across hea| Public Health in LCC sits with

and social care using the Care Act (2014). the Adults and  Healtl

directorate, which facilitates

integrated  working  acros

health and social care.

8. 5STAYS Of SINJ 2dzi02YSa
ensure any commissioned interventions g
sustained.

It is hoped that this HNA wi
KStLI 2 ARSyd
populations, so that clear
outcomes may be defined.

9. Consider how data systems can be optimised
permit monitoring and evaluation.

It is hoped that this HNA wi
contribute to this key outcome

10.Ensure patient/service user involvement in sery,
development and quality assurance 0]
commissioned services. Taking into account
needs of diverse communities.

It is recommended that this ke
outcome is considered in g
service development aroun
nutrition in Leeds.

11.To ensure paediatric services are delivering H
guality and safe nutritional care for children ai
young people in a child friendly setting wi
appropriately trained staff.

This outcome is outside th
scope of this HNA.

12.To ensure that children and young people grow ¢
develop normally and monitored accondj to

growth centiles.

This outcome is outside th
scope of this HNA.
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8. Recommendations

From the conclusias reached in this report, the following recommendations are made.

8.1 Raise awarenessthe community

Firstly, to improve the identification of older people with malnutrition and dehydration,
through increasing awareness of these probleifisis will lagely be accomplished through
the public awareness campaigled by the OPFMG in Leeds that will run from April 2018,
using £8,000 funding from the iBCF fund.

8.2 Increase training amongst the health and social care workforce
Secondly, it isecommended o:

1 Increasdraining for health and social carstaff to reinforce knowledge around food
and healthy eating

This will largely be accomplished through timeproving Nutritional Caretraining led by
operational development partners within LCC, using £18f0@ding from the iBCF fund. It is
hoped that health and social care professionals will be better equipped to recognise, and
screen for, malnutrition and dehydration. In time, this could lead to more accurate estimates
of the proportion of older people iheeds living with these conditions.

8.3 Support Malnutrition Helpline

Thirdly, it is recommended to support timealnutrition helpline that will be provided by LCH

from 14th June 2018using £25,000 funding from the iBCF fund. The helpline is designed to
provide advice to health and social care professionals, and carers of older people, who have
O2y OSN¥ya Fo2dzi GKIG LISNAR2Y QA ydziNAGA2Yy Il ail

8.4 Support creation of referral pathwsip LCH dietetics
Fourthly, it is recommended to

1 Support development dthe referral pathway from LTHT to LCH dietetics
1 Support incorporation of an LCH dietetics refergthway into long term conditions
reviews and the frailty pathway

Since LCH have expressed an interest in the creation of a clearer pdtwagrimary cae,

and the feedback from GPs is that they would appreciate more information about what to do
before referring people to community dietetics, there e&vidently an appetite for
improvement in this area. Supporting the creation of such a pathway, with apiate links

to Food Hst advice leaflets and supplement prescribing guidance, dawititate easier and
more appropriate referrals to community dietetics, as well as providing nutritional support
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guidance for people while they wait for an appointmemhis would support delivery of the
recommendation to:

1 Increaseavailability of information about¥ C 2 2 Ran€rutNtBrialBupplements

8.5Support aggregation it of services
Fifthly, it is recommended to

1 Support creation of an electronic list aivailable community services

This freely available list would enable nursing staff on admissions wards in LTHT to direct older
people to locally available services, where nutrition or hydration concerns have been raised,
but no dietetic review has occurdeprior to dischargeln order to achieve this, factors such

as where responsibility would lie for maintaining the list would have to be settled. However,
there is considerable overlap here with the Leeds Directory website. It may, therefore, be
possible 6 create a linlon this website under which all local services that support nutrition
and hydration could be collected. This link could then be distributed within LTHT so that staff
can signpost older people to these services.

8.6 Continue tosupportLealsservices

Finally, it is highly recommended that services that contribute to the maintenance and
improvement of good nutrition and hydration of older people in Leeds continue to receive
strong support. These preventative services are vital for a coradidkemproportion of the
Leeds older population, and help to reduce requirement for other healthcare services.
Continuing to support these services will, therefore, continue to benefit individuals,
healthcare services, and the wider Leeds community.

As partof this continued support, the following recommendations are highlighted.

1 Better promotion of theMeals on Wheelservice
Particularly within third sector organisations and in LTHT amongst people receiving
interim care package$p help increase uptake ahe service and help it become self
sustainable

1 Engage partners, such as LTHT, in the provision of hospital discharge parcels
These parcels are designed to facilitate earlier discharge and reduce readmissions for
social reasons, and there are clear betsefrom this for LTHT. Engagement of the
Trust would facilitate redirection of the remaining funds towards providing more
community baskets, as a preventative measure, as well as conducting more
promotional activities to widn the access to these services
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9. Figures

9.1 Graphs

Population projections of the number of people in Leeds
aged over 65 years, by age band and year
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Graphl: Projected increases in the number of people over 65 in Leeds,-bprde

Graph showing number and percentage of men and
women at each age group over 65 years
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Graph2: Proportion of men and women at each age group amongst people over 65
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Age standardised prevalence rates of Frailty + EoL by Leeds Integrated
Neighbourhood Team (n=34,000)
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Graph3: Agestandardised prevalence of frailty and end of life by Leeds Integrated neighbourhood Team

Leeds GP registered patients over 65 years old with a known BMI:
Percentage of underweight patients, by deprivation decile and sex
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Graph4: Percentage of people over 65 with recorded underweight BMI (<18.5), by sex and deprivation decite ~where

most deprived and 10 = least deprived
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Graph showing monthly Meals on Wheels delivered over two
years
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Graph5: Number of Meals on Wheels delivered per month over two years

Graph showing number of Home Food Baskets and Hospital
Discharge parcels distributed over four years
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Leeds GP practices showing number of referrals made to LCH
dietetics against number of recorded underweight BMI
amongst older people
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Graph7: Number of referrals made to LCH dietetics for underweight services for people over 65, against number of people
over 65 recorded as having an underweight BMI
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9.2 Maps

Population counts, aged 60+ in April 2017
(160,785 in total in Leeds)

Area of Leeds within most

Edeprived 10 percent in England
according to the Index of Multiple
Deprivation 2015

Number aged 60+

I 435 to 867
[ 136710435
[ 308 to 367
[ 1227 t0 308
B 5to227

Population source: LSOA level Leeds GP data collection April 2017 Copyright © (2016) Reused with the permission of NHS Digital / The Health

& Social Care Information Centre. All rights reserved.

Map 1: The geographical distribution of people aged 60 years and over within Leeds, as of April 2017

Map 2: The geographical distribution of people aged 60 years and over affected by income deprivatiol
Leeds, as of April 2017
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