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Malnutrition is a major challenge in acute
care. This article outlines the development
of an audit tool to improve nutritional care
for older people on an acute admissions
unit. The aim was to examine current
practice, identify aspects of good

practice and areas forimprovement. The
audit’s outcomes are also reported.

INTRODUCTION
Poor nutritional care and the incidence of
malnutrition in hospital patients have long
been recognised as challenges. Older
people are particularly vulnerable and at risk
of becoming malnourished while in hospital.

Nutritional needs change during ageing
and many factors affect nutritional status in
older patients, including ilinesses that affect
digestion, absorption and metabolism. NICE
(2006) guidance identifies that psychosocial
issues also have a significant effect on
dietary intake for some older people.

The RCN carried out a survey of nursing
staff to explore attitudes towards nutritional
care. While 81% of nurses thought nutrition

IMPLICATIONS FOR PRACTICE

@ This audit enabled us to translate
seven key principles into measurable
standards against which we considered
practice, which then, in turn, led to
practice changing.

@ Ownership and leadership of the audit
tool from within the team was key since
this not only enabled change to occur
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was ‘extremely important’, 42% felt there
was not enough time to devote to patients’
nutrition. They listed barriers as: not enough
staff to help patients eat or to monitor
intake; conflicting priorities; and poor choice
and quality of food (RCN, 2007).

The RCN stresses it is nurses’
responsibility, as part of the multidisciplinary
team, to ensure that patients’ nutritional
needs are met. The British Association for
Parenteral and Enteral Nutrition’s (2009)
report says that all patients should be
screened for malnutrition on admission to
hospital and given follow-up monitoring.

Dickinson et al (2007) suggested that
nutritional care can reflect the wider
workplace culture. We believe that
understanding workplace culture is key to
the success of any programme that aims to
transform patients’ experience of care.

AUDIT PROCESS

Across our organisation, Essence of Care
clinical benchmarking is well established
and coordinated. However, we recognised
there was a need to review practice in
relation to preventing malnutrition in hospital,
as outlined by Age Concern (2006).

We developed an audit tool, in
collaboration with a junior sister and medical
consultant, that used a multi-method
approach to help us understand practice.
Using this approach (observations of care
and a traditional audit) gave us a rounded
view. The acute admissions unit offered to

but also ensured sustainability and
ongoing development.

@ Itis also important to acknowledge the
importance of a workplace culture that
was receptive and open to this work.

@ This multi-method approach enabled
us to get ‘under the skin’ of practice and
gain a clear insight into care.

pilot the tool as this is where all non-elective
patients are first admitted. It is also a highly
pressured and busy area.

Method 1: observations of care
Observing care is a well-recognised
approach to seeing practice in the ‘real
world’ and a means of collecting evidence
for evaluation in practice development.

In most cases, observations are carried
out by someone from outside the area being
observed, to reduce the likelihood of bias.
However, ownership by the team, where the
outcome of observing practice is fed back
and belongs to the clinical setting to which it
relates, is key to success. For this reason
we decided to use three observers, one of
whom was not based on the unit and two
who were. This provided a balance and
reduced the likelihood of bias.

A pilot framework was developed that
aimed to audit care against the seven steps
recommended by Age Concern (2006). This
included key headings to help structure
observation (Polit and Tatano Beck, 2004):
® Activities and behaviour;
® Skill attainment and performance;
® Verbal communication;
® Non-verbal communication;
® Environmental characteristics.

Underpinning each heading were key
indicators/descriptors to enable clarity,
such as:

Activities and behaviour: Are older
people who need help to eat and drink
readily identified? Are patients who need
help offered fluid and can patients reach
their food and fluid? How do staff behave
when helping older people to eat and drink?
Do staff enable them to make informed
choices about dietary requirements? Is
unnecessary activity on the ward reduced
during protected mealtimes to free up staff?

Over a two-month period, mealtimes were
observed on eight different occasions at
different times of the day. Notes taken
during the observations were later compiled,
and recurrent themes across the eight
observation periods were identified.
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BACKGROUND

® Age Concern (2006) launched its
Hungry to be Heard campaign to address
what it called ‘the scandal of
malnourished older people in hospital'.
@ The campaign set out seven steps to
prevent malnutrition in hospital, and said
these should be implemented in all trusts.
@ The steps involved: staff listening to

Method 2: the audit

In total, 35 sets of medical records and
nursing assessments were audited on five
separate occasions.

To meet the selection criteria, the patient
should have been on the unit for at least
24 hours, be over 65 and have complex
multiple needs associated with ageing.

The audit looked at documentation of
nutritional care. Specific areas addressed
are outlined below.

Listening to older people, their relatives
and carers:
® Are factors related to nutrition
documented within 24 hours of admission?
® Are patients’ wishes regarding nutrition
recorded?
® Are relatives’/carers’ wishes regarding
nutrition recorded?
® Where a nutritional need is identified, is
there a documented care plan?
® Are identified needs recorded in
patients’ notes?

Food awareness: Where there are
concerns about a person’s nutritional state,
the following should have been done
and recorded:
® MUST (malnutrition universal screening
tool) screening;
® Dietitian referral;
® Red-card system used;
® Food chart used;
® Patient weighed;
® Where a need for help to eat is identified,
appropriate steps taken to address this;
® Where relevant, that the patient is
appropriately positioned during mealtimes.

EMERGING THEMES

In reviewing and combining data from both
methods, some themes emerged that
enabled us to identify what was working well
and areas that needed addressing.

NT 10 February 2009 Vol 105 No 5 www.nursingtimes.net

| THIS ARTICLE HAS BEEN DOUBLE-BLIND PEER-REVIEWED |

older people and relatives/carers;
becoming food aware; following
professional codes of conduct and
guidance; assessing older people for
malnutrition on admission and at regular
intervals; protected mealtimes;
implementing a red-tray system; and
using volunteers where appropriate.

These are outlined below:
® Documentation did not reflect the care
provided - often, where it was evident
through observation that care had been
given, it had not always been documented;
® There was a general lack of consistency
in practice — an ‘all-or-nothing’ approach.
We observed some excellent practice in
which nurses paid close attention to
identifying and assisting people who needed
help to eat. However, at other times practice
was suboptimal;
® Documented evaluation of nutritional care
was inconsistent;
® There was a general lack of awareness
around meeting patients’ nutritional needs
and the impact of behaviour and
environment on care;
® A lack of focus on multidisciplinary
working was evident, and patients
and relatives were not involved during
nutritional assessment.

These themes provided a foundation to
produce an action plan, based on a ‘real’
picture of practice.

FURTHER WORK
The audit helped us to understand what was
happening in practice. As a result, we set up
a nutrition group on the unit to continue
promoting ownership and developing a much
greater person-centred approach to
nutritional care. This consists of nurses of all
levels and a dietitian with a specific interest in
nutritional care for older people. The group’s
aim is to look at issues raised by the audit
and develop action plans to change practice.
The five key goals being addressed are:
® Every patient should have their nutritional
needs assessed and documented within 24
hours of admission and regularly evaluated;
® All staff involved in patient care should
have training on the importance of nutrition;
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@ All staff must be aware of the importance
of good nutritional care and act as champions
to ensure this occurs consistently;

@ Patients and/or relatives/carers must be
involved wherever possible in planning,
implementing and assessing care;

® A shared practice or set standard on
nutrition for the unit should be developed.

CONCLUSION

In developing this tool, our intention was
never to replace other methods of
benchmarking. Rather, we aimed to support
and complement them, thus raising the
profile of nutrition.

Having tested this tool, it has now been
refined further and will be tested in other
acute clinical areas within the trust.

Incorporating patient stories into the
audit process is also being considered
to better inform and, consequently, help
change practice. n
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