The NST (Nutrition Support Team)
project:
Program overview and objectives
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Why a clinical nutrition program?

A Hospital based patient care:
I Malnutrition and recovery

A Home based patient care



Malnutrition and recovery

Malnutrition is associated with increasing mortality even after discharge

Mortality Rate After Hospitalization, Geriatric Patients:
Malnourished vs. Non-malnourished
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Cederholm T, Jagrén C, Hellstrom K. Outcome of preteéngy malnutrition in elderly
medical patients. Am J Med 1995;98:84.



Why a clinical nutrition program?

A Hospital based patient care:
I Malnutrition and recovery
I Malnutrition and complications

A Home based patient care



Nutrition and Risk Assessment

A Simplified form

A Uses validated tool:
Subjective Global
Assessment

A Incorporates Body Mass
Index, serum albumin,
Total Lymphocyte Count

A Scoring system

LAST NAME ROOM
FIRST NAME DATE ADMITTED
MIDDLE NAME AGE
ATTENDING MD SEX
o8 O
HEIGHT MTR [ | WEIGHT_KG [ ] M| | o8 g ']
DIAGNOSIS | |
CRITERIA NORMAL /MILD MODERATE SEVERE
. =10% of usual
Weight Loss none Q < 10% of usual wt. O weight O
Food Intake . . .
no change
{last 1-2 months) 4 Q suboptimal O starvation Q
Gastro symptoms hone nhausea. vomitin anorexia
> 2 weeks Q ’ 9 O diarrhea, severe O
wdysfunction < 3 wks O
Functional capacity no change Q suhoptimal work

» bedridden < 2 wks

hedridden > 2 wks

Disease and relation to
nutritional requirements

no or low stress Q

moderate stress Q

Severe stress O

Physical examination

0
subcutaneous fat
andior muscle loss

+1t0 +2
subcutaneous fat
andior muscle loss

O

+3
subcutaneous fat
ahd’or muscle loss

1- 2 [] MODERATE RISK (Level 2)

Edema / ascites none O none Q +1 or +2 O
SGA Grade O] a o] B 1] ¢ 3]
BMI 185-26 o[1| 25.4-30  1[]|=<1850r>30 2[]
Albumin gldL >3.4 o[ ]| 25-34 1| <25 2]
TLC z 1500 o[ 1| 9oo<1s00 1] <000 2[]
TOTAL NUTRITION 0 [] LowRISK (Level 1) 23[_]HiGH Risk
SCORE RISK LEVEL {Level 3)

NUTRITIONAL STATUS : [_] NORMAL [] MODERATE MALNUTRITION [_] SEVERE MALNUTRITION

RISK LEVEL 1 or 2, WOULD YOU LIKE TO REFER YOUR PATIENT TO THE

NUTRITION SUPPORT TEAM FOR FOLLOW UP?

1 ves

1 no

| Date Signed

Name and Signature of ATTENDING MD

I:l RISKLEVEL 3:REQUIRED TO BE FOLLOWED UP BY THE NUTRITION SUPPORT TEAM

Assessment performed by (Hame/Sighature): |




Malnutrition and complications

Nutrition risk assessment predicts morbidity and mortality in surgical patients
while in the hospital

Complications after nutrition risk assessment
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Predicting posbperative complications based on surgical nutritional risk level using the SNRAF in colon canc
patients- a Chinese General Hospital & Medical Center experience. Ocampo R B, Kadawido VIR,
Camarse CM, Malilay RB, Cheu G, Llido LO, Gilbuena AA. Yr 2007.



Why a clinical nutrition program?

A Hospital based patient care:
I Malnutrition and recovery
I Malnutrition and complications
I Malnutrition and cost

A Home based patient care




Malnutrition and cost

Malnutrition is associated with increased cost and the higher the risk the
higher the number of complications plus cost

Malnutrition risk & expense
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Reilly JJ, Hull SF, Albert N, Waller A, Bringardener S. Economic impact of malnutrition: a model system
for hospitalized patients. JPEN 1988; 12(4):871



Why a clinical nutrition program?

A Hospital based patient care:
I Malnutrition and recovery
I Malnutrition and complications

¥

I Malnutrition and cost
A Home based patient care

ANutrition Screening
ANutritional Assessment
ANutrition Risk Levelling




Why an NST (nutrition support team)?

A Effective implementation of a clinical
nutrition program



Achieving an impossible dream: daily
nutrition survelllance

Nutrition screen data (bmi)
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Summary of daily nutrition screening data taken within 24 hours of admission: report of
the clinical nutrition and nursing <206 vic



Correcting obvious deficiencies

Height and weight in patient record
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Llido LO. The impact of computerization of the nutrition support process in
the nutrition support program in a tertiary care hospital in the Philippines:
report for the years 2000-2003. Clin Nutr 2006; 25(1):91-101 .
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Llido L. The impact of computerization of the nutrition support process in the
nutrition support program in a tertiary care hospital in the Philippines: report for the

years 2000-2003. Clin Nutr 2006; 25(1):91-101 .



Why an NST (nutrition support team)?

A Effective implementation of a clinical nutrition
program

A Sustaining optimum standards of care



Recognizing obvious problems

Calorie intake of geriatric ICU patients
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Umali MN, Llido LO, Francisco EM, Sioson MS, Gutierrez EC, Navarrette EG,
Encarnacion MJ. Recommended and actual calorie intake of intensive care unit patients
In a private tertiary care hospital in the Philippines. Nutrition 2006; 22 (4):345-9.



The NST at work

The team performs the calorie

-

count and fluid balance
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The fluid, calorie, and protein
intake are recorded and adequacy
of intake is recorded in the

patient 0s ¢




Correcting obvious problems

Calorie intake, ICU patients
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Sioson MS, Inciong JF, Reyes MCS, Navarrete DI, Llido L. Nutrition
support team supervision improves intake of critical care patients in a
private tertiary care hospital in the Philippines: report from years 2000

to 2006; PENSA 2007 poster presentation
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Why an NST (nutrition support team)?

A Effective implementation of a clinical nutrition
program

A Sustaining optimum standards of care
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ANutrition care plan
development/implementation
AMonitoring

AOutcome assessment
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Quality of care: feeding protocols

Can the GIT be used?

Yes No
1 : Parenteril nutrition
Oral
Tube feed < l I | 1
< 75% intake » Short term Long term
v
More than 3-4 weeks
| Peripheral PN Central PN
v v
No Yes A.S.P.E.N. Board of Directors.
Guidelines for the use of parenteral
—> NGT N and enteral nutrition in adult and
Gastrostomy pediatric patients, Il T nutritional
N duod | : assessment - adults. J Parenter
_,| asoauoaena — Jejunostomy | | Enteral Nutr 2002; 26 (1 suppl):
or nasojejunal 9SA-12SA.




Key service areas

A Nutrition surveillance; & y dzd NRA G A 2 y I
J- GASYGacé
A Nutrition risk levelling

A Nutrition care plan development and
Implementation

I Enteral and parenteral nutrition
I Nutraceuticals

A Monitoring
A Outcome assessment



Primary target areas

A Hospitals
I Major institutions with training facilities

I The rest of the major hospitals (more than 200
beds)

I Minor hospitals (50 to 200 beds)
A Intermediate care

I Hospice

I Geriatric faclilities



Why persist in this difficult project?

A We have no choice, we have to do it



Response to the NST
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NSTOs 1 n t he Phi
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http://www.philspenonline.com.ph




