Food and Nutrition in People Over 65
Tower Hamlets Joint Strategic Needs Assessment 2010-2011
Executive Summary
The UK as a whole has an ageing population and this is expected to impact on health care and social costs.
Nutrition is an integral component of health through the life cycle and optimal nutrition in later life has a role in
preventing and delaying morbidity, helping older people to maintain their independence and improving overall
quality of life. Identifing the nutritional needs of older people, the barriers to meeting these needs and the
interventions to improve nutritonal intake creates potiential to reduce costs in social and health care.
No data is routinely collected on food intake and nutritional status of people aged 65 years and over in Tower
Hamlets. No information is available regarding the prevalence of malnutrition and obesity in older people living
in the borough. Analysis of secondary care data showing reason for hospital admission from 2011/2012
indicated 9% of people over the age of 65 years admitted to hospital had a micronutrient deficiency, of which
14% had a nutritional deficiency as the primary reason for admission to hospital. This is likely to be an
underestimation as not all patients are likely to have their micronutrient status assessed during their hospital
stay. In addition this data does not include patients with protein energy malnutrition.
There are a number of services available in Tower Hamlets that have the potential to influence food intake and
nutritional status of older people, including community initiatives such as lunch clubs and meals on wheels.
There appears to have been no previous evaluation of these services and therefore no evidence of effectiveness
was found.

Recommendations
Key recommendations:
1. Process and outcome evaluation of current services. Criteria for evaluation that is relevant to food and
nutrition include:
Process evaluation
- Delivery coverage. Whether services are reaching their target population.
- Programme utilisation, for example number of service users and attendance.
- Food intake behaviour of service users, such as number of meals per day and number of hot
meals per week.
- Nutrient content of meals provided, assessed against the Caroline Walker Trust guidelines21.
Outcome evaluation
- Nutritional status assessed for example via anthropometry (e.g. body mass index) and
micronutrient status (iron, folate, vitamin D)
- Quality of life.
- Functional status
- Morbidity, such as prevalence of falls and hospital admissions
- Mortality rate
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2. Implementation of a nutritional assessment programme in order to establish the level of risk of the
elderly population living in Tower Hamlets. As well as providing surveillance data, screening would
enable early identificatin of individuals who might otherwise be missed. The community and public
health dietetic team of Tower Hamlets will be able to advise on an appropriate validated tool. We see
an opportunity to extend screening beyond hospital, care homes and GP practices, to centres and
services that are frequently in touch with the older people living in the community (e.g. LinkAge Plus
centres, day care centres, home care, etc).
3. Work with social services to include a nutrition-focused section into the FACE document used in the
Single Assessment Process1. This would facilitate reaching individuals with less access to health services.
An example of a validated assessment tool is provided in appendix 1.
4. In context with the previous two recommendations, we suggest that a malnutrition care pathway
should be developed for the elderly.
5. There is scope for potential impact of introducing community dietetic services for older people.
6. Ensure Caroline Walker Trust nutritional guidelines for food prepared for older people is adhered to in
services that provide meals to older people (i.e. LinkAge Plus, Care homes, Meals on Wheels, etc).
7. Ensure Care homes comply with Essence of Care benchmarks for food and drinks.
8. Make pictorial menus available, especially to residents and service users with dementia.
9. Ensure all older people are assessed for micronutrient deficiencies and malnutrition upon hospital
admission. Regular audits of nutrition assessment on hospital wards have shown that this process is not
always followed. For more information contact dietetic department at Mile End Hospital.

1

Single Assessment Process is a common assessment tool of health and social care needs of older people used by social
services. http://www.towerhamlets.gov.uk/lgsl/1101-1150/1115_single_assessment_process.aspx

Page 2 of 13

1. What is Food and Nutrition?
Overview
The elderly population comprise of a diverse population group with wide ranges in age, levels of activity, fitness,
frailty and dependency. The National Standard Framework suggests older people can be categorised into three
groups: people entering old age, transitional phase and frail older people (See the Older People JSNA fact sheet for
more detail)2. Older people usually have a greater need for health and social services compared to the young.
People aged over 65 in the UK use three and a half times the amount of hospital care of those aged under 65 and
account for approximately 65% of NHS spend3.
The UK as a whole has an ageing population and this is expected to impact on health care and social costs.
Nutrition is an integral component of health through the life cycle and optimal nutrition in later life has a role in
preventing and delaying morbidity, helping older people to maintain their independence and improving overall
quality of life4. Identifing the nutritional needs of older people, the barriers to meeting these needs and the
interventions to improve nutritonal intake creates potiential to reduce costs in social and health care4.
Physiological effects of ageing
The Ageing process is accompanied by physiological and biochemical changes, which may potentially impact on an
individual’s food intake and nutritional status. Ageing is associated with reduced functional capacity (i.e. reduced
ability to perform activities of daily living), changes in body composition (i.e. reduction in lean body mass and
increase in fat mass), worsening of oral health and deterioration of senses of taste and smell5. Other factors that
may place the elderly at risk of nutritional inadequacies include wider determinants of health such as deprivation,
poor quality of housing, social isolation, poor access to local services and amenities.
Nutritional status and eating habits of older people – UK
The National Diet and Nutrition Survey (NDNS) found that intake of most nutrients fell with increasing age. Older
people had significantly lower intakes of energy, protein, carbohydrates, fibre, vitamins and minerals than younger
adults. In addition, they had an intake of saturated fat and non-milk extrinsic sugars above COMA
recommendations 5. These are the dietary reference values for food energy and nutrients for the United Kingdom .
It is recommended that no more than 11% of food energy comes from saturated fat, moderating the fat intake in
the older population may have an influential impact on reducing the risk of heart disease in the older population.

2

Older People Fact sheet, 2011
Department of Health (2010) Improving care and saving money: learning the lessons on prevention and early intervention
for older people [online] Available from
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/documents/digitalasset/dh_111222.pdf
[last accessed 02.10.12].
4
Bandayrel K & Wong S (2011) Systematic Literature Review of Randomized Control Trials assessing the effectiveness of
Nutrition Interventions in Community Dwelling older people. Journal of Nutrition Education and Behaviour. Vol 43 (4)
5
Jones J, Duffy M, Coull & Wilkinson H (2009)Health and Community Care: Older People Living in the Community –
Nutrition Needs, Barriers and Interventions: a Literature Review. Scottish Goverment Social Research.
3
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Food containing non milk extrinsic sugars contains calories but is lacking in other vital nutrients which the older
population require to remain healthy and may also lead to dental decay in those without dentures 6. The survey
found that older people living in residential care were more likely to consume sugar, preserves, buns, cakes and
pastries and cereal based milk puddings. In addition, their oral health was poor compared to those who were living
outside of care accommodation. Importantly, the better their oral health, the better their diet and nutritional
status7-8.
Common nutritional problems affecting older people
Malnutrition
Malnutrition is defined as ‘a stage in which a deficiency of energy, protein and/or other nutrients causes
measurable adverse effects on tissue and body form, composition, function or clinical outcome9 (in this factsheet,
the term malnutrition is not used to cover excess nutrient provision, overweight and obesity is discussed
separetely below). Serveral markers such as anthropometric and clinical markers have been used to assess
malnutrition, and this contributes to varying reports on its prevalence. Nevertheless, malnutrition is common and
the elderly is especially at risk (for reasons discussed above). Malnutrition is associated with increased risk of
infection, impaired lung and heart function, delayed wound healing, muscle weakness and depression.
Furthermore, malnourished people are more likely to be admitted to hospital, have longer lengths of hospital stay
and more likely to die compared to those that are adequately nourished. Prolonged poor dietary intake may itself
be life-threatening7.
Malnutrition is estimated to cost the UK over £7.3 billion a year and over half of these costs are spent on those
aged over 65 years. It is estimated that up to 90,000 people in the UK who receive home care services could be at
risk of malnutrition10.
Vitamin D, Calcium and bone health
In older people, vitamin D and calcium are important in order to help maintain bone health. Osteoporosis and
fractures are major causes of morbidity and mortality among older people. Older people are at increased risk of
vitamin D deficiency due to a combinatinon of factors: reduced sun exposure (especially those living in
institutions), decreased skin synthesis of vitamin D, reduced dietary intake of sources of vitamin D and reduced
renal hydroxylation of vitamin D into its active compound. Vitamin D deficiency in adults causes bone tenderness

6

Department of Health. 1991. Dietary Reference Values for Food Energy and Nutrients for the United Kingdom. Report on
Health and Social Subjects No. 41. Report of the Panel on Dietary Reference Values of the Committee on Medical Aspects of
Food Policy.London: HMSO.
7
Finch S, Doyle W, Lowe C, Bates CJ, Prentice A, Smithers G, Clarke PC (1998) National Diet and Nutrition Survey: People
aged 65 years and over. Volume 1: Report of the Diet and Nutrition Survey. London: The Stationery Office
8
Steele JG, Sheiham A, Marcenes W, Walls AWG (1998) National Diet and Nutrition Survey: People aged 65 years and over:
Volume 2: Report of the Oral Health Survey. London: The Stationery Office
9
National Institute for Health and Clinical Excellence NICE Guidelines (2006) Nutrition Support in Adults; Nutrition Support
in adults: oral nutrition support, tube feeding and partenteral nutrition. CG32
10
Socal Care Institute for excellence (2009) Nutritional Care in Older people. At a glance 03. [on line]Available from
http://www.scie.org.uk/publications/ataglance/ataglance03.pdf. [Last accessed 01.10.12].
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and muscle weakness (osteomalacia) and may have a contributory role in the development of osteoporosis.
SACN11recommends dietary supplementation with 10µg/day for older people as they are unlikely to meet
requirements.
Overweight and obesity
Being overweight is a key risk factor for multiple co morbidities such as developing diabetes and an increased
prevalence of osteoarthritis of the knees2. However in the very old, an increased BMI may have a protective effect.
Evidence shows that a BMI of up to 29kg/m2 is acceptable for older people and may in fact be of benefit12-13 The
issue of malnutriiton tends to be a bigger issue within this population group.

2. What is the local picture?
The older population in Tower Hamlets is atypical as people aged 65 and over make up a relatively small
proportion of the Tower Hamlets population in comparison to London and England as a whole.
Tower Hamlets is ranked the third most deprived borough nationally and socioeconomic deprivation is the most
important factor accounting for health inequalities in the borough. There is greater need for health and social
services amongst the Tower Hamlets older population compared with neighbouring boroughs1. For further details
regarding demographics, deprivation levels and health status of the older population in Tower Hamlets please see
The Older People JSNA factsheet1.
No data is routinely collected on the nutritional status of people aged 65 years and over in Tower Hamlets. A
locally designed Health and Lifestyle survey indicated that 90% of older people do not eat the recommended five
portions of fruit and vegetables a day14. No data is available regarding macro- and micronutrient intake,
prevalence of malnutrition, and obesity specific to older people in Tower Hamlets.
Analysis of secondary care data showing reason for hospital admission from 2011/2012 indicated 9% of people
over the age of 65 years admitted to hospital had a micronutrient deficiency, of which 14% had a nutritional
deficiency as the primary reason for admission to hospital. This is likely to be an underestimation as not all patients
are likely to have their micronutrient status assessed during their hospital stay. In addition this data does not
include patients with protein energy malnutrition 15.

3. What are the effective interventions?
There is an urgent need for research on the effectiveness of interventions aimed at improving the nutritional
status of older people in the community. This is essential in generating a evidence base to inform a co-ordinated

11

Scientific Advisory Committee on Nutrition (2007) An update on Vitamin D. Position statement by the Scientific Advisory
Committee on Nutriton. London. The Stationery Office.
12
Rajala SA, Kanto AJ, Haavisto MV, Kaarela RH, Koivunen MJ & Heikinheimo RJ (1990) Body weight and the three year
prognosis in very old people. International Journal of Obesity. 14, 997-1003.
13
Beck M and Ovesen L (1998) At which body mass index and degree of weight loss should hospitalized elderly patients be
considered at nutritional risk? Clinical Nutrition. 17 (5) 195-198.
14
Tower Hamlets Health and Lifestyle Survey, 2009. Available from: http://www.towerhamlets.nhs.uk/about-us/publichealth/our-priorities/health-and-lifestyle-survey/
15
International Statistical Classification of Diseases and releated health problems 10 th Revision. Available from:
http://apps.who.int/classifications/icd10/browse/2010/en
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approach to service provision and evaluation.


Interventions addressing whole communities and populations are likely to have the greatest impact in
preventing malnutrition among the elderly. In the wider environment, initiatives to reduce deprivation
and improve housing and local amenities, for example by providing access and advice on benefits and
services, have the potential to positively influence nutritional status (e.g. by improving availability and
affordability of foods), health and well-being of older people living in the community) 16.

 Community initiatives, such as lunch clubs, ‘meals on wheels’ and transport provision have the potential to
impact positively on older people’s dietary intake and nutritional status17. Some of these services (e.g.
lunch clubs) may also promote social inclusion. This is important, as social isolation is associated with
depression, poor mental and physical health, which in turn are associated with reduced food intake18.
 There is a lack of research looking at the effectiveness of dietary intervention aimed at older people living
in the community. While there is convincing evidence to support the use of oral nutritional supplements in
hospital patients that are either malnourished or at risk of becoming malnourished, their benefits in the
community are less clear19. Education of individuals regarding healthy eating is unlikely to have an effect
on its own, but it is an important component of broader strategies.
Evidence regarding vitamin D supplementation
 There is strong evidence to support the recommendation for vitamin D supplementation for people over 65
years old20. SIGN guidance21 recommends the use of calcium with vitamin D supplementation for all people
over 65 years. There is evidence of a reduction in hip fractures in older people taking oral doses of vitamin
D between 700 to 800 IU/day. Although the quality of the cost-effectiveness evidence for prevention of hip
fracture is relatively poor, SIGN concluded that calcium and vitamin D supplementation is the most costeffective approach. At present, there are no guidelines from Barts and the London regarding vitamin D
supplementation for the elderly22.
Other interventions:
 Food intake is only one of the factors associated with nutritional status. There is strong evidence that
physical activity has a positive effect in functional status of older people. It is possible that a care package
16

Department of Health (2001) National Service Framework for Older People [online]. Available from:
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4071283.pdf
[Last accessed 01.10.12].
17
Wilson L (2009) Preventing malnutrition in later life. The role of community food projects [online]. Available from:
http://www.ageuk.org.uk/documents/en-gb/for-professionals/health-andwellbeing/115_0609_preventing_malnutrition_in_later_life_the_role_of_community_food_projects_2009_pro.pdf?dtrk=tr
ue [Last accessed 01.10.12]. Helen Frost, Sally Haw and John Frank
18 Frost H, Haw S and Frank J (2010) Promoting Health & Wellbeing in Later Life: Interventions in Primary Care and
Community Settings [online]. Available from: https://www.scphrp.ac.uk/node/198 [Last accessed 01.10.12]
19
Baldwin C, Weekes E (2011) Dietary advice with or without oral nutritional supplements for disease‐related malnutrition
in adults. Cochrane Database of Systematic Reviews, Issue 9. Art. No.: CD002008. DOI: 10.1002/14651858.CD002008.pub4.
20
Scientific Advisory Committee on Nutrition (2007) Update on vitamin D. Position statement from the Scientific Advisory
Committee on Nutrition [online]. Available from: http://www.sacn.gov.uk/pdfs/sacn_position_vitamin_d_2007_05_07.pdf
[Last accessed 01.10.12].
21
Scottish Intercollegiate Guidelines Network (SIGN) (2002) Prevention and Management of Hip Fracture on Older People
[online]. Available from: http://www.sign.ac.uk/guidelines/fulltext/56/evidence.html [Last accessed 01.10.12].
22
Barts and the London (2011) Vitamin D guidance [online] Available from: www.icms.qmul.ac.uk/chs/Docs/42772.pdf
[Last accessed 01.10.12].
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combining diet and physical activity may be more effective than diet alone in improving functional capacity
of older people living in the community. However no studies were found to support this.
 Among the elderly population, poor oral health is an important contributing factor in the development of
unintentional weight loss associated with protein-energy malnutrition23-24. Although on their own oral
health interventions are not likely to impact on nutritional status, in combination with dietetic
interventions, they may produce significant effects in food intake25.
 Therefore, interventions aimed at improving oral health have the potential to impact food intake and
potentially nutritional status of older people.
Regarding obesity and its co-morbidities:
 NICE26 has produced evidence based guidance on prevention, identification, assessment and management
of overweight and obesity in adults. This guidance emphasises that strategies need to be tailored to
different groups, particularly minority ethnic groups and vulnerable groups.

4. What are we doing locally to address this issue?
Services available for older people in Tower Hamlets that may potentially impact food intake and nutritional status
of older people are listed below.
The wider determinants
 Tower Hamlets community plan (http://www.towerhamlets.gov.uk/lgsl/800001800100/800022_community_plan.aspx)
This strategy outlines a plan to reduce inequality and poverty, particularly among the most disadvantaged groups.
It targets the whole community and has the potential to impact on all groups of the population living in Tower
Hamlets including the elderly. The Community Plan focuses on four themes. Objectives include: Improving quality
of housing, including maximising energy efficiency; providing effective local services and facilities; fostering greater
community cohesion; supporting residents through national welfare reform.
Community initiatives
 Linkage plus (http://www.towerhamlets.gov.uk/lgsl/601-650/640_activities _for_older_peopl.aspx)
23

Sheiham, Steele, Marcenes, Finch and Walls (2002) The relationship between oral health status and body mass index
among older people: a national survey of older people in Great Britain. British Dental Journal. 192: 703.
24
American Dietetic Association (2003) Position of the American Dietetic Association: Oral health and nutrition. Journal of
the American Dietetic Association. 103 (5): 615.
25
Lambster IB & Northridge ME (2008) Improving oral health for the elderly. An Interdisciplinary approach. Springer
Sciences Business Media. Available at http://books.google.ie/books?id=qs2v9SmdVoC&pg=PA365&lpg=PA365&dq=oral+health+interventions+to+improve+dietary+intake&source=bl&ots=k1sk84mjGz&sig
=Tz3C7PDUo8IaMG59CyBkXYK40RA&hl=en&sa=X&ei=JrRuUOLKLaOi0QXqqIGQAQ&ved=0CCkQ6AEwAQ#v=onepage&q=ora
l%20health%20interventions%20to%20improve%20dietary%20intake&f=false [Accessed on 05.10.12].
26

National Institute for Health and Clinical Excellence (2006) Obesity guidance on the prevention, identification, assessment
and management of overweight and obesity in adults and children [online]. Available from:
http://www.nice.org.uk/nicemedia/live/11000/30365/30365.pdf [Last accessed 01.10.12].
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LinkAge plus aims to empower individuals to take more control of their lives. The service is available to people over
50 years old. It is funded by the London Borough of Tower Hamlets and NHS Tower Hamlets, and managed by
Peabody. The programme is delivered by five community organisations: Sundial Centre, Toynbee Hall, Sonali
Gardens, Neighbours in Poplar and Age Concern Tower Hamlets. The centres provide opportunities for physical
activity, social and leisure activities, health promotion and lunch clubs as well as advice on housing and benefits.
Within a quarter around 1,300 people access the Link Age Plus service.


Luncheon clubs (http://www.towerhamlets.gov.uk/lgsl/601-650/640_activities_for_older_
peopl/luncheon_clubs.aspx)

Lunch clubs provide a hot meal, activities and social support for older people.
It is available for older people living in Tower Hamlets. They are held in a variety of venues across the borough.
Some clubs are linked with LinkAge plus. There are currently 30 lunch clubs for older people in Tower Hamlets.
These include 3 lunch clubs specifically for the Chinese or Vietnamese community; 3 for Somali women; 1 for
Somali men; and 7 specifically for the Bangladeshi community. No data was available on the nutritional content of
the meals.
 Community and day centres (http://www.towerhamlets.gov.uk/lgsl/251300/296_community_and_day_centres.aspx)
There are several day centres within the borough to assist people to live their lives at home and within the
community (i.e. including provision of hot meals and help with food shopping). Referrals to these centres are
made following a needs assessment, which identifies a certain level of social, cultural and community support is
needed.
 Meals on wheels (http://www.towerhamlets.gov.uk/lgsl/301-350/315_meals_on_wheels.aspx)
This service offers delivery of hot or frozen main meals to the elderly in Tower Hamlets, and therefore has the
potential to directly influence food intake of this population group. No data was available on the nutritional
content of the meals.

Other services
 Nursing Home/ Care homes (http://www.towerhamlets.gov.uk/lgsl/251-300/292_adult_residential
_care.aspx)
Nursing Home/Care Homes are types of residential care and offer people a place of residence who require
constant nursing care and who have deficiencies in activities of daily living. No data was available on the nutritional
content of the meals served at care homes.

 Home Care (http://www.towerhamlets.gov.uk/lgnl/health_and_social_care/home_care.aspx )
The Tower Hamlets council offer care in people’s own home for those who require assistance with personal care
and domestic chores like cooking and shopping. This is a useful service due to the many isolated members of the
elderly community within the Tower Hamlets area.
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5. What evidence is there that we are making a difference?
There is currently no evidence available regarding the impact of the above mentioned services on the nutritional
status of older people living in Tower Hamlets.
An evaluation of the impact of LinkAge Plus was conducted in 2011. Although nutritional status was not one of the
evaluation criteria, it found that the average quality of life and health status scores of service users increased
significantly over time, which is of relevance. It would be interesting to find out if these improvements were
associated with changes in nutritional status. It is difficult to attribute causality to any single intervention as several
initiatives are in place at one time. The evaluation also highlighted the need for the programme to attract more
men and minority ethnic groups to the service.
In order to explore the quality of food provision and satisfaction of service users, an audit was carried out with all
five LinkAge Plus centres and 3 out of 12 care homes in Tower Hamlets. The initial aim was to include also lunch
clubs and ‘meals on wheels’ in the audit, however it was not possible to complete a broader audit at this time. A
key recommendation is to evaluate all meals provided for their nutritional content agains the Caroline Walker
Trust guidelines21 (see section 8).
The audit criteria was based on a checklist produced by Caroline Walker Trust27 and also Essence of Care
Benchmarks for food and drink28. In addition, feedback from servise users was obtained via interview. Results are
presented below:
 LinkAge Plus
Assessment of quality of food provision via Caroline Walker Trust tool:
i.
Mealtimes – 100% of centres offered some flexibility regarding timing of meals.
ii.
Appearance and aroma of foods – All centres provided foods that looked appetising.
iii.
Flexibility regarding portion sizes and – All centres offered flexibility regarding portion sizes to suit user
preference.
iv.
Special dietary needs and – Only one centre reported to cater for special dietary needs (e.g. additional
menus: kosher, ethnic and diabetic). One centre reported that if dietary needs arise they try and cater for
it. Another centre reported that due to a lack of funding they were uable to cater for special needs. One of
the centres had, in addition to the regular menu, a diabetic, a kosher and an ethnic menu.
v.
Ambience of dining room – All centres had a suitable dining room, although there was great variation
between centres.
Feedback from service users:
‘I come here from Tuesday to Thursday (service is available on these days only) every week to have a nice hot meal
and see my friends. On the other days I don’t usually eat a hot meal because I don’t like cooking only for myself
and then eating on my own’
‘The best thing is about the lunch clubs at LinkAge plus is that we can all sit together to have a meal like a family.
Also, the staff is great and do whatever they can to provide what we ask for in terms of food’

27

Caroline Walker Trust (2004) Eating well for older people [on line]. Available from:
http://www.cwt.org.uk/pdfs/OlderPeople.pdf [Last accessede 02.10.12].
28
Department of Health (2010) Essence of care. Benchmarks for food and drinks [on line] Available from:
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/documents/digitalasset/dh_125313.pdf
[Last accessed on 03/10/12].
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‘If it wasn’t for LinkAge plus I would go on for weeks without seeing anyone. I am glad they are able to offer
transport, as I would not be able to come on my own’
‘I feel lonely at home. I come here because I enjoy the social stimulation; I like the food and taking part in different
activities. I also enjoy meeting people of the same age group and background’.

Care homes (3/12)
Assessment of quality of food provision via Caroline Walker Trust tool and Essence of care benchmarks:
i.
Mealtimes – Set times were allocated for mealtimes, usually breakfast: 9.00am, mid morning snack:11.0am,
lunch: 13.00pm, mid afternoon snack: 15.00pm and dinner: 17.00pm.
ii.
Appearance and aroma of foods – All care homes provided foods that looked appetising.
iii.
Flexibility regarding portion sizes – All care homes offered flexibility regarding portion sizes to suit user
preference.
iv.
Special dietary needs – All care homes catered for special diets eg. diabetic diet, soft diet, high protein diet
etc. Also one care home catered for ethnic diets eg. caribean food on special occasions.
v.
Ambience of dining room – All care homes had a suitable dining room, which appeared to be bright and
clean. One care home used pictorial menus.
vi.
Drinks and snacks – cold and hot drinks as well as snacks such as biscuits, fruit, yoghurts were available to
residents throughout the day in all care homes.
vii.
Assistance with eating – Assistance was provided when required in all care homes surveyed.
viii.
Staff education on healthy eating – In one care home a dietitian comes and presents on healthy eating to
the staff, this year they have had 2 talks to date. In one other nursing home healthy eating education is
given as part of an induction package. In one other nursing home staff will be told at a meeting the
importance of healthy eating for the residents.
ix.
Protected meal times – all care homes implemented protected meal time.
x.
Assessment of residents for malnutrition – two of the three care homes used a sreening tool (MUST) upon
admission and monthly thereafter. A pathway of care for residents identified as malnourished or at risk of
becoming malnourished was in place. One care home did not use any validated malnutrition screening tool,
although weight was measured monthly.
xi.
Menu cycle – In two care homes the menu was based on a 4 weekly menu cycle. In one other care home
the residents recieved meals on wheels or food from Wiltshire Farm foods. Both of which are based on
seasonal food choices.
6. What is the perspective of the public on services?
Please see quotes from service users above (section 5) regarding LinkAge Plus and Care homes. No data is available
regarding public perspective on other services outlined on section 4.

7. What more do we need to know?
 Data regarding the nutritional status (malnutrition, vitamin D deficiency and obesity) of older people living
in Tower Hamlets in order to determine priorities for intervention.
 Data regarding nutritional intake of older people in Tower Hamlets (e.g. macronutrients, such as protein,
fat and saturated fat, and micronutrients, such as iron, vitamin C, folate and vitamin B12).
 More research into the accessability of food and factotrs influencing food intake specific for older people
in Tower Hamlets.
 Evaluation data on the different services stated above in Tower Hamlets to assess effectiveness and need
for service improvement.
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8. What are the priorities for improvement over the next 5 years?
Key recommendations:
1. Process and outcome evaluation of current services. Criteria for evaluation that is relevant to food and
nutrition include:
Process evaluation
- Delivery coverage. Whether services are reaching their target population.
- Programme utilisation, for example number of service users and attendance.
- Food intake behaviour of service users, such as number of meals per day and number of hot meals
per week.
- Nutrient content of meals provided, assessed against the Caroline Walker Trust guidelines21.
Outcome evaluation
- Nutritional status assessed for example via anthropometry (e.g. body mass index) and
micronutrient status (iron, folate, vitamin D)
- Quality of life.
- Functional status
- Morbidity, such as prevalence of falls and hospital admissions
- Mortality rate
2. Implementation of a nutritional assessment programme in order to establish the level of risk of the elderly
population living in Tower Hamlets. As well as providing surveillance data, screening would enable early
identificatin of individuals who might otherwise be missed. The community and public health dietetic team
of Tower Hamlets will be able to advise on an appropriate validated tool. We see an opportunity to extend
screening beyond hospital, care homes and GP practices, to centres and services that are frequently in
touch with the older people living in the community (e.g. LinkAge Plus centres, day care centres, home
care, etc).
3. Work with social services to include a nutrition-focused section into the FACE document used in the Single
Assessment Process29. This would facilitate reaching individuals with less access to health services. An
example of a validated assessment tool is provided in appendix 1.
4. In context with the previous two recommendations, we suggest that a malnutrition care pathway should
be developed for the elderly.
5. There is scope for potential impact of introducing community dietetic services for older people.
6. Ensure Caroline Walker Trust nutritional guidelines for food prepared for older people is adhered to in
services that provide meals to older people (i.e. LinkAge Plus, Care homes, Meals on Wheels, etc).
7. Ensure Care homes comply with Essence of Care benchmarks for food and drinks.
8. Make pictorial menus available, especially to residents and service users with dementia.
9. Ensure all older people are assessed for micronutrient deficiencies and malnutrition upon hospital
admission. Regular audits of nutrition assessment on hospital wards have shown that this process is not
always followed. For more information contact dietetic department at Mile End Hospital.

9. Key Contacts & Links to Further Information
Michele Sandelson, Public Health Dietitian, Michele. Sandelson@bartshealth.nhs.uk, 02070925456

29

Single Assessment Process is a common assessment tool of health and social care needs of older people used by social
services. http://www.towerhamlets.gov.uk/lgsl/1101-1150/1115_single_assessment_process.aspx
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