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The Irish Society for Clinical Nutrition and Metabolism (IrSPEN) is a multi-disciplinary
professional organisation dedicated to advancing knowledge and best practice in
clinical nutrition and metabolism throughout the healthcare system.
The society is primarily concerned with ensuring optimal treatment of patients at
risk of adverse outcomes due to malnutrition, which encompasses undernutrition
related to disease, overnutrition and complex obesity. It does this by working in
partnership with government and non-governmental agencies, professional bodies
and patient organisations to inform and influence policies, ensure equitable and
accessible services for patients and the rapid transfer of evidence into clinical
practice. IrSPEN is also actively working to integrate clinical nutrition into medical
education and healthcare professional training.
Founded in 2010 with the support of the Irish Society of Gastroenterology (ISG),
the Irish Nutrition and Dietetic Institute (INDI) and the Irish Section of the Nutrition
Society, IrSPEN members are clinicians, dietitians, nutritionists and other health
professionals from clinical practice, research and education. IrSPEN is also the
recognized national affiliate organisation of the European Society for Clinical
Nutrition and Metabolism (ESPEN).
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WELCOME ADDRESS
Dear Colleagues
It is my pleasure to welcome you to the 2017 National IrSPEN Conference and Policy Seminar at the
Ballsbridge Hotel – our fourth such event since IrSPEN was established in 2010.
Our theme this year – Nutrition and Metabolism in Disease Management: a new era in medicine –reflects
the advances made in our understanding of the relationship between nutrition, metabolism and disease and
the potential for using this knowledge to improve outcomes across patient groups.
IrSPEN has always been concerned with advancing best practice in the effective treatment of malnutrition,
not only in relation to undernutrition but increasingly of patients with “overnutrition” and complex obesity.
Given that the problems of over and undernutrition exist side by side within our healthcare system, the
challenge of identifying who and how best to treat malnutrition states will be an important theme that runs
through the conference.
As in previous years, our policy seminar will be followed by an education programme, all featuring
distinguished national and international speakers. The morning Policy Seminar will have two sessions, the
first focusing on obesity treatments and their potential application in Ireland, whilst the second session will
focus on how to address gaps in services for patients who require long term nutrition support. Do please
make sure to have your voice heard and contribute to the panel discussions since the purpose of the policy
seminar is to advance best practice, taking on board the views of practitioners, patients, policy makers and
experts.
Our afternoon programme features leading experts on the latest scientific research findings and their
potential application in future clinical practice whilst the last session of the day will look specifically at
the role of clinical nutrition and metabolism in cancer and other diseases. We are delighted to have world
class speakers willing to contribute their time to come and present at IrSPEN 2017 and have no doubt that
everyone attending will both find the day extremely valuable.
I would like to take this opportunity to thank our Industry Corporate Partners for their generous support,
without which IrSPEN would not exist. Two satellite sessions are being run by our sponsors to complement
the programme. I highly recommend that you attend. Thanks also go to our exhibitors and I encourage you
to visit the stands and the posters and to network with other delegates.
It leaves me to thank you for attending, thank the Organising Committee for their enormous work in pulling
together such an impressive programme, and wish you a very enjoyable and enlightening day.

John V Reynolds
Chairman, IrSPEN
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POLICY SEMINAR
7.30

Registration

8.45

Welcome

9.00

Session 1: Facing the obesity challenge in Ireland

9.00
9.20

Differentiating between strategies for prevention of obesity and treatment
Unmet need for bariatric surgery

F Rubino

9.40

Dietetic interventions in complex obesity
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Debate: ‘Access to obesity services should be rationed’

C Le Roux / F Finucane
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POLICY SEMINAR
Malnutrition and complex obesity in our patient population: how to prevent and who to treat?
7.30

Breakfast Satellite - Fresenius Kabi - “Best practice in nutrition care”

7.30

Registration and coffee

8.45

Welcome address

9.00

Session 1: Facing the obesity challenge in Ireland

Chairs:

Dr. Helen Heneghan, Fellow Bariatric Surgery, UK
Prof. Carel le Roux, Experimental Pathology, University College Dublin

9.00

Differentiating between strategies for prevention of obesity and treatment
Prof. Francesco Rubino, Metabolic & Bariatric Surgery, Kings College Hospital London

9.20

Unmet need for bariatric surgery
Prof. Patricia Kearney, Epidemiology & Public Health, University College Cork

9.40

Dietetic interventions in complex obesity
Therese Coleman, Dietitian National Rehabilitation Centre & Nutrition Consultant, Dublin

9.55

Debate: ‘Access to obesity services should be rationed’
Prof. Carel Le Roux, Experimental Pathology, University College Dublin
Dr. Francis Finucane, Consultant Endocrinologist, Galway University Hospitals

10.15

Panel Discussion
Invited experts

10.45

Coffee break

11.15

Session 2: Hospital to community support for special patient groups

Chairs:

Dr. Eoin Slattery, Consultant Gastroenterology, University College Galway

11.15

Nutritional needs of patients within the Irish healthcare system: are we closing the gap?
Prof. John Reynolds, President IrSPEN

11.30

What Home Enteral Nutrition means for patients in Ireland: new guidelines
Carmel O’Hanlon, Clinical Specialist Dietitian, Beaumont Hospital
Niamh Maher, Senior Community Dietitian, HSE

11.50

A national programme for Intestinal Failure: bridging the north south divide.
Dr. Graham Turner, Consultant Gastroenterologist, Belfast City Hospital (Intestinal Failure Unit)
Dr. David Kevans, Consultant Gastroenterologist, St. James’s Hospital
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12.15

Panel Discussion

12.45

Lunch - Exhibition & Posters
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POLICY SEMINAR - SESSION 1: FACING THE OBESITY CHALLENGE IN IRELAND

POLICY SEMINAR CHAIRPERSONS
Dr. Helen Heneghan
Fellow Bariatric Surgery, UK

Ms Helen Heneghan (MB BCh BAO, PhD, FRCS) is currently a Bariatric Surgery Fellow
in Liverpool & Chester. She is a graduate of NUI Galway, and completed basic surgical
training in Galway University Hospital. In 2012 she was awarded a PhD in the analysis of
MicroRNA expression in breast cancer and obesity from NUI Galway. She then completed
the RCSI Higher Surgical Training scheme in General Surgery in 2016. During her training,
she spent two years in the Bariatric & Metabolic Institute in Cleveland Clinic, Ohio. She
has co-authored >60 publications in peer-reviewed journals and has written 5 book chapters on the topics
of bariatric and endocrine surgery.

Prof. Carel le Roux
Experimental Pathology, University College Dublin

Professor Carel le Roux graduated from medical school in Pretoria South Africa,
completed his specialist training in metabolic medicine at St Bartholomew’s Hospitals
and the Hammersmith Hospitals, his PhD at Imperial College London and was later
promoted to Reader. He moved to University College Dublin for the Chair in Pathology
and he is now the Co-Director of the Metabolic Medicine Group. He previously received
a President of Ireland Young Researcher Award, Clinician Scientist Award from the
National Institute Health Research in the UK, and a Wellcome Trust Clinical Research Fellowship for his
work on how the gut talks to the brain.

Dr. Eoin Slattery
Consultant Gastroenterology, University College Galway

Dr Eoin Slattery graduated with honours from University College Dublin in 2002. He
completed his internship and general professional training at St Vincent’s University Hospital.
He became a member of the Royal College of Physicians of Ireland in 2005. Thereafter,
he commenced higher specialist training in gastroenterology, rotating through St Vincent’s
Hospital, Beaumont Hospital and St Luke’s Hospital Kilkenny. During his training he obtained
a post-graduate Doctorate of Medicine as the Abbott Newman fellow in Inflammatory Bowel
Disease at University College Dublin. His translational research project focused on the beneficial effects of
cigarette smoke on Ulcerative Colitis. Following completion of higher specialist training, Dr Slattery embarked on
sub-specialist fellowship training. He was appointed as the Irish Society of Gastroenterology Boston Scientific
Advanced endoscopy fellow rotating through the Mater Hospital, Dublin and then on to Beth Israel Deaconess
Medical Centre/ Harvard Medical School, Boston, MA. He then proceeded to spend 2 years as the Advanced GI
nutrition support fellow in New York Presbyterian Hospital/ Columbia University Medical Centre. He returned
home to Ireland in 2015 where he was appointed as a consultant gastroenterologist at University Hospital
Galway.
Ballsbridge Hotel, Dublin 4

March 28th
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POLICY SEMINAR - SESSION 1: FACING THE OBESITY CHALLENGE IN IRELAND
9.00

Differentiating between strategies for prevention of obesity and treatment
Prof. Francesco Rubino, Metabolic & Bariatric Surgery, King’s College Hospital London

Professor Francesco Rubino

Chair of Metabolic and Bariatric Surgery and Honorary Consultant Surgeon at King’s College Hospital
NHS foundation Trust in London.

In 2004, a study by Prof Rubino provided for the first time experimental evidence that the
antidiabetes effect of certain bariatric procedures, particularly gastric bypass surgery, results
from mechanisms beyond weight loss. This evidence offered a scientific rationale for surgical
treatment of type 2 diabetes, including in less obese patients. Professor Rubino’s research
findings and theories also points to a role of the gastrointestinal tract in the pathophysiology
of diabetes and obesity.
Professor Rubino received his MD and completed his residency in general surgery at the Catholic University /
Policlinico Gemelli in Rome, Italy. He completed fellowships in laparoscopic surgery at the European Institute of
Telesurgery in Strasbourg, France; Mount Sinai Medical Center, New York; and Cleveland Clinic in Ohio.
A member of many professional organizations, Professor Rubino is the recipient of numerous awards, has given
hundreds of presentations throughout the world and is the author of over 100 articles in peer-reviewed journals
and book chapters. He was one of the co-organizers of the landmark Diabetes Surgery Summit in Rome in 2007
- an influential scientific event where leading international authorities for the first time reached a consensus on
the best candidates for the surgical treatment of diabetes. Professor Rubino also served as Congress Director
and organized the 1st and 2nd World Congress on Interventional Therapies for Type 2 Diabetes in New York City,
bringing together over 1,000 multidisciplinary diabetes experts from 62 countries.
For several consecutive years, Professor Rubino has been selected by both US News & World Report and Castle
Connolly as one of “America’s Top Doctors” and was selected by Crain’s NY Business as a notable “40 under
40”, which recognizes young rising stars in the healthcare, business, non-profit and entertainment industries.
His patients’ stories and research work have been featured in journals such as the New York Times, the Wall
Street Journal, Time, Newsweek, the Guardian, the Times of London, Daily Mail, Telegraph, New Scientist,
Scientific American as well as on major TV programs on BBC TV and Radio, 60 Minutes on CBS, Sky News,
Channel 4, and many national TV stations and newspapers in Japan, France, Italy, Qatar, Germany, Austria, Brazil,
China, Chile, South Africa and various other countries.
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POLICY SEMINAR - SESSION 1: FACING THE OBESITY CHALLENGE IN IRELAND
9.20

Unmet need for bariatric surgery
Prof. Patricia Kearney, Epidemiology & Public Health, University College Cork

Professor Patricia Kearney
Professor of Epidemiology, University College Cork

Patricia Kearney obtained a medical degree from UCC and completing training in internal
medicine in Ireland and the US. She was awarded a Fulbright Scholarship to undertake a
MPH in Tulane University School of Public Health and Tropical Medicine, completing a PhD in
Public Health. In 2003 she was awarded a Wellcome Trust Cardiovascular Research Initiative
to work as Clinical Research Fellow at the University of Oxford. In 2007 she was awarded
a Beeson Fellowship (NIH funded) to work on TILDA, whilst working as a Visiting Assistant
Professor at the Centre of Aging and Population Health, Pittsburgh University and Clinical Research Fellow in
TCD and UCC. Her research interests are in primary and secondary prevention of traditional risk factors for
cardiovascular disease, lifecourse epidemiology and clinical trials. She is Irish lead PI for TRUST, an EU funded
FP7 clinical trial in subclinical hypothyroidism in healthy older adults and leads a HRB funded Interdisciplinary
Capacity Enhancement (ICE) award that utilizes data from 9 Irish observational studies to look at lifestyle
transitions across the lifecourse. She is a member of the TILDA national steering committee and chairs the
cardiovascular working group. She has over 200 publications, including >50 articles in peer reviewed journals,
has generated ~€5.5 million in research grant funding since appointment to UCC in 2009 and supervises a
research team of 15 including research nurses, clinical fellows, post-doctorates and research students. In 2013
she was one of six recipients nationally of the prestigious HRB Research Leader Award to undertake a project
on a population approach to the prevention and control of diabetes. She was also appointed as a Research
Professor in UCC. In May 2016 she was appointed Professor of Epidemiology.

Ballsbridge Hotel, Dublin 4
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Unmet need for bariatric surgery
Introduction: With the rising prevalence of severe obesity and type 2 diabetes, bariatric surgery offers a
clinical and cost-effective treatment for carefully selected patients. Despite this, the provision of surgical
services varies significantly between countries.  
Aim: To inform health service planning by estimating the number of people potentially eligible for bariatric
surgery in Ireland based on established clinical criteria and then to refine the number of potentially eligible
patients by identifying those who suffer from the diseases with high morbidity, mortality and healthcare cost,
that respond best to bariatric surgery.
Methods: We conducted a cross sectional analysis of the first wave (2009–2011) of The Irish Longitudinal Study on Ageing (TILDA). Two separate evidence based criteria sets for eligibility for bariatric surgery were applied to the data. For the first set of criteria, we considered those with body mass index (BMI)
≥40kg/m² or ≥35kg/m² and one or more of the following conditions; type 2 diabetes, hypertension, previous
myocardial infarction (MI) or sleep apnoea. For the second set of criteria, we considered patients with type
2 diabetes and BMI ≥35kg/m², with one or more of the following conditions; previous MI, elevated urine
albumin-creatinine ratio, retinopathy, neuropathy or peripheral vascular disease. Prevalence estimates were
applied to census figures for 2011, estimating absolute numbers meeting the criteria.  
Results: Among adults aged ≥50 years, 7.97% (95% CI: 7.23, 8.78), representing 92,573
(95% CI: 83,978, 101,981) people, met criteria one and 0.97% (95% CI: 0.73, 1.28), representing 11,231
(95% CI: 8,471, 14,890) people, met criteria two. With fewer than 1/100,000 population publicly funded
surgeries taking place annually, current service provision meets less than 0.1% of the need.  
Conclusion: While many adults who fulfil the eligibility criteria for bariatric surgery may not want or require
it, the current level of need for bariatric surgical services is not being met. A strategy to develop and expand
the provision of bariatric care is urgently needed.  
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9.40

“Dietetic interventions in complex obesity”
Therese Coleman, Dietitian National Rehabilitation Centre & Nutrition Consultant, Dublin

Therese Coleman
Dietitian and Nutritionist, National Rehabilitation Centre

Therese Coleman graduated in 1999 with a BSc. (Hons) Nutritional Science from University
College Cork, and an MSc. in Food Business and Development (2001). Therese completed the
postgraduate diploma in Human Nutrition and Dietetics at London Metropolitan University
in 2011.
Therese worked at University College London Hospital in the specialist bariatric services MDT.
She also worked within the Trust at the National Hospital for Neurology and Neurosurgery.
Prior to this, Therese worked for Nestle Cereals as Health & Nutrition Manager, at the Home Grown Cereals
Authority (HGCA) as Nutrition Manager, and as a Nutrition Consultant in the UK food industry. She currently
works as a clinical dietitian at the National Rehabilitation Hospital and also at Medfit Proactive Healthcare in
Dublin.

Dietetic interventions in complex obesity
Therese Coleman, BSc. MSc PG Dip Human Nutrition and Dietetics, MINDI
Options to manage weight loss in the treatment of obesity are limited. Typical diet and lifestyle programmes
will include dietary restriction and increased physical activity to achieve a sustained energy deficit to promote
weight loss. Maintaining 5-10% weight loss has clinically significant benefits including improvements in
blood glucose control and quality of life. Dietary approaches include portion controlled meal plans, partial
or total meal replacement. Meal replacements have been repeatedly shown to be safe and effective as a
weight-management strategy in both obese subjects by increasing compliance with dietary regimens. With
the addition of anti-obesity medication, further weight loss and maintenance can be achieved.
This presentation will outline some of the dietary approaches used in a specialised obesity MDT.

Ballsbridge Hotel, Dublin 4
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9.55

Debate: ‘Access to obesity services should be rationed’
Prof. Carel Le Roux, Experimental Pathology, University College Dublin
Dr. Francis Finucane, Consultant Endocrinologist, Galway University Hospitals

Dr. Francis Finucane
Consultant Endocrinologist, Galway University Hospitals

Francis Finucane is a consultant endocrinologist at Galway University Hospitals and the
Galway Clinic and an honorary senior lecturer in medicine at NUI Galway. He graduated in
medicine from RCSI in Dublin. He was awarded an MD from the University of Dublin (TCD)
for research on the mechanistic basis for type 2 diabetes in young people. Thereafter, he
completed an MRC-funded post-doctoral career development fellowship at the Institute of
Metabolic Science in Cambridge, UK, where he led an aetiological randomised controlled
trial of a lifestyle intervention to reduce metabolic risk in older people. Since returning to Ireland in 2010,
Dr. Finucane has led a regional bariatric service for patients with severe and complicated obesity. His clinical
research focuses on the relationship between adiposity and insulin resistance.

Debate: Access to obesity services should be rationed.
For the motion: Professor Carel le Roux, Diabetes Complications Research Centre, Conway Institute,
University College Dublin.
Against the motion: Professor Francis Finucane, Obesity and Endocrinology, Galway University Hospital.
Obesity is a complex and chronic brain disease with enormous impact on the individual physical and mental
wellbeing, healthcare systems and society. Effective treatments are now becoming available to help patients.
Ireland has some of the weakest provision of obesity services in Europe, but across Europe there is no
consensus on whether obesity services makes any difference to the morbidity or mortality of patients with
obesity. The question is whether Ireland should dedicate resources towards the treatment of obesity now or
wait until more evidence of benefit emerges? Moreover the State has to decide whether it is more clinically
effective and cost effective to ration access to obesity treatment services and focus all its efforts on the
prevention of obesity.
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POLICY SEMINAR - SESSION 2: HOSPITAL TO COMMUNITY SUPPORT FOR SPECIAL PATIENT GROUPS
11.15

Nutritional needs of patients within the Irish healthcare system: are we closing the gap?
Professor John Reynolds, President IrSPEN

Professor John Reynolds
President IrSPEN; Professor of Surgery, St. James’s Hospital, Head of Department, Trinity College Dublin

Professor Reynolds is Professor of Clinical Surgery at St. James’s Hospital and Trinity College
Dublin. He is the National Lead for oesophageal and gastric cancer. He is Cancer Lead at St.
James’s Hospital and the Trinity School of Medicine, and a Principal Investigator in the Trinity
Translational Medicine Institute. He has formerly held Fellowship positions with the University
of Pennsylvania and Wistar Institute in Philadelphia and at the Memorial Sloan-Kettering
Cancer Centre in New York. He was a Senior Lecturer at St. James’s University Hospital in
Leeds (1994-6). Professor Reynolds has obtained numerous research awards and has published widely in cancer
research, with over 250 publications and approximately €5m research grant income. His clinical interest is in
diseases of the oesophagus and stomach. His research interest is in four areas: (1) pathogenesis of Barrett’s
oesophagus and progression; (2) prediction of response and resistance to chemotherapy and radiation therapy;
(3) obesity, altered metabolism, and cancer; (4) malnutrition and peri-operative nutrition.

Nutritional needs of patients within the Irish healthcare system: are we closing the gap?
Since its establishment in 2010, IrSPEN’s primary concern has been to improve the quality of nutritional care
across healthcare settings in Ireland. One of the barriers to optimal nutrition care is the under recognition
of the problem of malnutrition, made more complex by the fact that patients at nutritional risk are often
overweight or obese. Our approach to advancing knowledge and best practice has been to work in four
key areas: to create greater awareness of the role of nutrition in disease management, to integrate nutrition
into medical education; to build an evidence base through research and audit; and to advocate for improved
access to service. However, there are some patient groups that simply cannot wait and this presentation will
look at the progress that has been achieved and the areas that urgently need to be addressed.

Ballsbridge Hotel, Dublin 4
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POLICY SEMINAR - SESSION 2: HOSPITAL TO COMMUNITY SUPPORT FOR SPECIAL PATIENT GROUPS
11.30

What home enteral nutrition means for patients in Ireland: new guidelines
Carmel O’Hanlon, Clinical Specialist Dietitian, Beaumont Hospital
Niamh Maher, Senior Community Dietitian, HSE

Carmel O’Hanlon
Clinical Specialist Dietitian, Beaumont Hospital

Carmel has worked as a clinical dietitian for 25 years, and currently specialises in the
nutritional management of ICU patients and nutrition support. She was a co-ordinator of the
Irish Nutrition and Dietetic Institute’s (INDI) Nutrition Support Reference Guide for dietitians
published in 2015, and is a Therapy Professions lead on the Critical Care Programme of
the National Clinical Strategy and Programmes Directorate. She is a Board member of the
Irish Society for Clinical Nutrition and Metabolism (IrSPEN) and Chairs IrSPEN’s Policy and
Practice Committee. Carmel is an Honorary Member of the INDI. She has recently taken on a role for the HSE to
co-ordinate the development of NCEC (National Clinical Effectiveness Committee) National Clinical Guidelines
for the ‘Prevention and treatment of undernutrition: use of nutrition support in adults in the acute care setting.’

Niamh Maher
Senior Community Dietitian, HSE

Niamh has worked as a Senior Dietitian for Home Enteral Feeding since 2008. Based in the
community in North Dublin, her primary role is to co-ordinate the nutritional care of all adults
discharged into the area on enteral feeding. Prior to taking up this role, she worked as a
Senior Dietitian in Oncology and ENT at Beaumont Hospital for 10 years, during which time
she coordinated the discharge and follow-up of oncology & surgery patients on home enteral
feeding. She was also a member of the INDI/IASLT working group which developed the
‘National descriptors for terminology for modified foods and fluids’ in 2009. Niamh is a member of the IrSPEN
Management Committee and also sits on IrSPEN’s Policy and Practice Committee. She is a joint coordinator in
the development of IrSPEN’s Standards & Guidelines for Home Enteral Nutrition in Ireland.

What Home Enteral Nutrition means for patients in Ireland: New Guidelines
It is estimated by IrSPEN that there are 2000 adults and children on Home Enteral Nutrition (HEN) in
Ireland at any one time (at home and in residential care). Today, tube feeds are more advanced, tubes and
placement easier and more discrete and equipment is more reliable, with flexible options for feeding to
allow people on HEN to live as normal a life as possible. The key questions for all stakeholders involved in
HEN provision are: what do HEN adults/children/carers think and feel about their own experiences of HEN,
and how can we improve this experience. To help us answer these questions a survey of a sample of service
users was conducted and a HEN workshop for HEN recipients was held in 2016. The outcomes were used to
help inform new IrSPEN HEN guidelines being developed by a group of key stakeholders from across Ireland.
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11.50

A national programme for intestinal failure: bridging the north south divide.
Dr. Graham Turner, Consultant Gastroenterologist, Belfast City Hospital (Intestinal Failure Unit)
Dr. David Kevans, Consultant Gastroenterologist, St. James’s Hospital

Dr. Graham Turner
Consultant Gastroenterologist, Belfast City Hospital

Dr Graham Turner works as a Consultant Gastroenterologist for the Belfast Heath and
Social Care Trust at both the Royal Victoria and Belfast City Hospitals. He is Clinical Lead
for Gastroenterology and Endoscopy at the Trust where he works with 12 other luminal
gastroenterologists and 4 hepatologists. He has been a consultant since 2006 initially in
Altnagelvin Hospital in Derry but moved to Belfast in 2009 where he took on medical lead
for the Intestinal Failure Team from Mr Keith Gardiner. He and his colleague Dr Gerard
Rafferty (who is now the lead for the IF team) look after around 150 patients from Northern Ireland with
Intestinal Failure and Intestinal Insufficiency. His surgical colleagues are Mr William Wallace and Mr Richard
Arnold. Graham qualified from Queen’s University Belfast in 1996 and completed his training in Northern
Ireland. He wrote an MD thesis on Neuroendocrine Tumours at QUB being awarded MD in 2004. He then did
a year Fellowship in Perth Australia where he developed an interest in Intestinal Failure and Nutrition and then
completed a 6 month Fellowship as Senior Clinical Nutrition Fellow at University College Hospital in London with
Prof Alastair Forbes. He currently is the Northern Ireland Medical advisor for Crohn’s and Colitis UK, represents
Northern Ireland on the BSG/RCP IBD audit and was previously the inaugural chair of the Northern Ireland
IBD Interest Group. His clinical practice involves Intestinal Failure, Inflammatory Bowel disease and endoscopy
including Bowel Cancer Screening.

A national programme for intestinal failure: bridging the north-south divide?
An intestinal failure service was established in Belfast in 1996 by Professor Keith Gardiner starting with one
Nutrition Nurse, one dietitian and one pharmacist. They did a once weekly ward round and had a small number
of HPN patients at inception.
Since then the numbers have grown and, over those 20 years, the team has managed a total of 100 patients on
Home Parenteral Nutrition. There are now two consultant gastroenterologists, a specialty doctor and a rotating
training nutrition registrar. There are two colorectal surgeons with a sub-speciality interest in IF. The Nursing team
now comprises 5 full-time equivalent (FTE) Nutrition Nurse Specialists and 4 FTE dietitians with an interest in
IF. The team has support from a 0.5 FTE Clinical Psychologist and has excellent support from the interventional
radiologists at the Belfast City Hospital. There are daily ward rounds and a weekly multi-disciplinary IF clinic
along with 2 separate weekly MDM’s for inpatients and outpatients. In addition to the core work of managing
type 2 and 3 intestinal failure, the team also manages all patients on parenteral nutrition and advises other
medical teams assisting with enteral nutrition, particularly for complex cases.

Ballsbridge Hotel, Dublin 4
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11.50

A national programme for intestinal failure: bridging the north south divide.
Dr. Graham Turner, Consultant Gastroenterologist, Belfast City Hospital (Intestinal Failure Unit)
Dr. David Kevans, Consultant Gastroenterologist, St. James’s Hospital

Dr. David Kevans
Consultant Gastroenterologist, St James’s Hospital, Dublin

Dr. David Kevans graduated from University College Dublin in 2001 with an Honours Degree
in Medicine. He obtained Membership of the Royal College of Physicians of Ireland (RCPI)
and then entered the Irish Higher Medical Training Scheme in Gastroenterology in 2005.
During this period of training he undertook a Medical Doctorate (MD) at the Centre for
Colorectal Disease, University College Dublin, focusing on novel prognostic markers in stage
II colorectal cancer. Having been awarded Specialist Registration in Gastroenterology in
2011 he undertook a three year fellowship at Mount Sinai Hospital, Toronto / University of Toronto specialising
in Inflammatory Bowel Disease. During his fellowship programme he was also co-appointed to the Intestinal
Failure Service at Toronto General Hospital / University of Toronto. This service coordinates the care of one of
the largest outpatient cohorts in Canada on long–term home parenteral nutrition and serves as a tertiary and
quaternary referral centre for patients with intestinal failure in the province of Ontario and nationally. While in
Toronto he was awarded a Canadian Institutes of Health Research Fellowship award to support Inflammatory
Bowel Disease focused research. David returned to Ireland in 2014 to take up an appointment as Consultant
Gastroenterologist at St James’s Hospital, Dublin and Senior Clinical Lecturer at Trinity College Dublin. He has a
special interest in Inflammatory Bowel Disease and leads a programme at St James’s Hospital which provides
both regional and tertiary level care for patients with these disorders. David has a significant number of peerreviewed publications in the areas of Inflammatory Bowel Disease and colorectal cancer. He has an active
research programme at St James’s Hospital / Trinity College, Dublin.

Intestinal Failure Service – The situation in the Republic of Ireland
Each year in the Republic of Ireland aproximately 80 patients develop severe acute (type II) intestinal failure
(IF) with a requirement for highly specialised inpatient care. If sucessfully managed, within a specialist
facility, a proportion of these patients may avoid a long-term requirement for parenteral nutrition. A majority,
however, will require long-term parenteral nutrition, which ideally should be provided in their own home (home
parenteral nutrition or HPN). HPN patients continue to require the support of a specialist service to avoid serious
complications, including infections, which may result in hospital admission and even death. Currently within the
healthcare system in the Republic of Ireland, there is no specialist service available for hospitalised patients with
IF or HPN patients in the community. This talk will describe the current level of care available to patients with IF
and a vision for a future IF service in the Republic of Ireland.
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Fresenius Kabi
The Experts
in Home
Parenteral
Nutrition
About the service:
The Fresenius Kabi Homecare Service is focused on providing a first class service to
patients requiring home parenteral nutrition, and/or fluid and electrolytes in their home.
An experienced team of Homecare Nurses and Patient Care Co-ordinators are dedicated
to providing a safe and reliable service. Fresenius Kabi has been supplying a Home
Parenteral Nutrition service in Ireland for over 15 years.
Who is suitable?
Home Parenteral Nutrition support should be used in patients who cannot meet their
nutritional requirements by enteral intake, and who are able to receive their therapy
outside an acute care setting.1
For more information, please contact your local Fresenius Kabi representative.

Fresenius Kabi
3B Fingal Bay Business Park, Balbriggan, Co. Dublin
Tel: 00353 (0)1 841 3030 Fax: 00353 (0)1 691 1379
Email: Homecare.Ireland@fresenius-kabi.com
www.fresenius-kabi.ie

Date of Preparation: March 2016 PN/HCARE/003.16
1. Staun et al. ESPEN Guidelines on Parenteral Nutrition: Home Parenteral Nutrition (HPN) in adult patients. Clin Nut 2009;28:467-79
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EDUCATION PROGRAMME CHAIRPERSONS
Professor Clare Corish
Associate Professor Clinical Nutrition & Dietetics, University College Dublin

Dr. Clare Corish worked for over 15 years in dietetic practice in Ireland, the UK and
Saudi Arabia. She has extensive teaching and research experience in clinical nutrition
and dietetics and, in 2015, was appointed associate professor in clinical nutrition and
dietetics at University College Dublin where she is establishing a professional graduate
programme in clinical nutrition and dietetics, the first such programme in the Republic
of Ireland. Dr. Corish has a long-standing commitment to nutrition research activities,
particularly in disease-related malnutrition/malnutrition in the older person, nutrition in early childhood and
more recently, nutrition and lifestyle among shift workers. Research funding has come from the Irish Health
Service Executive, the Food Safety Promotion Board, Safefood, the Department of Agriculture, Food and the
Marine and the Health Research Board. Dr. Corish is an active member of the Irish Nutrition and Dietetic
Institute and the Nutrition Society, holding several leadership roles in the past including INDI president.
She is the current chair of the Irish section of the Nutrition Society. Dr. Corish previously (2013-2016)
represented dietetics education on the Irish regulatory body for dietitians (Dietitians Registration Board;
CORU) and currently represents dietetics education on the Education Steering Group of the Irish Nutrition
and Dietetic Institute. She is also a member of the Food Safety Authority of Ireland Public Health Nutrition
sub-committee and has served on a number of expert committees over many years.
She is an editorial board member and/or peer reviewer for a number of high impact nutrition journals.

Dr. Declan Byrne
Consultant in Geriatric Medicine, St. James’s Hospital, Dublin

Declan is a Consultant Physician specialising in Geriatric and General Medicine at St.
James’s Hospital Dublin where he is the lead for Acute Medicine. Additionally trained
in clinical nutrition and pharmaceutical medicine, he is a member of the management
committee of the Irish Society for Clinical Nutrition and Metabolism and a Fellow of the
Royal College of Physicians of Ireland. He is the chairman of the Board of Directors of the
Irish Nutrition and Dietetic Institute. He is a clinical senior lecturer in Medical Gerontology
at Trinity College Dublin and he is the current chairman of the Joint Coordinating Committee for the BSc in
Human Nutrition and Dietetics run by TCD and the Dublin Institute of Technology. His research and clinical
interests span acute medicine, stroke medicine, malnutrition, frailty and pharmacoeconomics.
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EDUCATION PROGRAMME CHAIRPERSONS
Robert O’Connor PhD
Head of Research, Irish Cancer Society

Dr. Robert O’Connor is the Head of Research for the Irish Cancer Society, Ireland’s largest
cancer charity. The Irish Cancer Society is also the largest charitable funder of cancer
research in the state with over 84 funded researchers currently funded across its various
schemes. Robert has 20 years of experience in pharmacology, biosafety and translational
cancer research. He graduated from UCD with an honours degree in Pharmacology in
1991. Moving to the School of Biotechnology in DCU, he completed his PhD in 1995 and
took up a postdoc in cancer drug resistance in the NCTCC/NICB, a specialist biomedical research facility.
Collaborating with other scientists and clinicians he became involved in translational and cancer clinical trial
research. In 2007 he assumed the chairmanship of the translational subgroup of ICORG (now called Cancer
Trials Ireland), Ireland’s national cancer clinical trials network, helping this organisation to a milestone of
enrolment of 7% of all cancer patients into translational research studies by the time of his departure in
2015. In 2010 he became a lecturer in Biological Science in the School of Nursing in DCU and moved to
take up his current role leading the research effort of the Irish Cancer Society in February of 2015. Robert
is passionate about providing the evidence-base to help manage our emerging cancer crisis; focusing on
prevention, early detection, increased efficacy of diagnostics and therapeutics and supporting the 170,000
(and growing) Irish cancer survivors to thrive after their treatment.

Prof. John Reynolds
Consultant Surgeon & National Lead Upper GI cancer, St. James’s Hospital

Professor Reynolds is Professor of Clinical Surgery at St. James’s Hospital and Trinity
College Dublin. He is the National Lead for oesophageal and gastric cancer. He is Cancer
Lead at St. James’s Hospital and the Trinity School of Medicine, and a Principal Investigator
in the Trinity Translational Medicine Institute. He has formerly held Fellowship positions
with the University of Pennsylvania and Wistar Institute in Philadelphia and at the
Memorial Sloan-Kettering Cancer Centre in New York. He was a Senior Lecturer at St.
James’s University Hospital in Leeds (1994-6). Professor Reynolds has obtained numerous research awards
and has published widely in cancer research, with over 250 publications and approximately €5m research
grant income. His clinical interest is in diseases of the oesophagus and stomach. His research interest
is in four areas: (1) pathogenesis of Barrett’s oesophagus and progression; (2) prediction of response
and resistance to chemotherapy and radiation therapy; (3) obesity, altered metabolism, and cancer; (4)
malnutrition and peri-operative nutrition.
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Invited oral papers
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Oonagh Griffin
Body composition change during chemotherapy for Borderline Resectable Pancreatic Cancer
Ms Oonagh Griffin1,2, Dr Ronan Ryan3, Dr Sinead Duggan1, Mr Justin Geoghegan2, Prof Kevin Conlon1,2

1
Dept of Surgery, Trinity College Dublin , Trinity Centre for Health Sciences, Dublin 24, , 2National Surgical Centre for Pancreatic Cancer, St Vincent’s University
Hospital, Dublin 4, , 3Dept of Radiology, St Vincent’s University Hospital, Dublin 4,

Introduction: Neo-adjuvant chemotherapy is recommended for patients with Borderline Resectable
Pancreas Cancer (BRPC). Malnutrition affects up to 80% of pancreatic cancer patients, and sarcopenia is a
recognised prognostic factor in resectable and unresectable disease. The prognostic relevance of pre-morbid
nutritional status in BRPC is unclear.
Aim: We sought to determine the prevalence of sarcopenia in BRPC patients at diagnosis, and to quantify
body composition change during chemotherapy.
Methods: The diagnostic/restaging CT scans of 79 BRPC patients referred to the National Surgical Centre
for Pancreatic Cancer (NSCPC) were analysed. Skeletal muscle, adipose tissue and muscle attenuation were
measured at the level of L3 using Tomovision Slice-O-Matic™. Total muscle and adipose tissue mass were
calculated using validated regression equations. Sarcopenia was defined as per gender specific Lumbar
Skeletal Muscle Index (LSMI) reference values.
Results: All 79 patients were referred to an oncologist for neo-adjuvant chemotherapy following which
69 were re-referred to the NSCPC for review of restaging CT scan to assess treatment response. 38%
patients were deemed resectable following chemotherapy. 55% had cachexia at the point of diagnosis. A
majority (65%) were sarcopenic at diagnosis, increasing to 70% post chemotherapy. Sarcopenia was equally
prevalent across all BMI categories at diagnosis. Skeletal muscle and adipose tissue (intra-muscular, visceral
and sub-cutaneous) all decreased during chemotherapy (p<0.0001), while mean adipose and muscle losses
experienced were 2.8 kg and 2.4kg respectively. Muscle loss during chemotherapy was more pronounced in
patients who required crisis admission (3.6kg vs 1.1kg, p=0.04, mean LOS 5 days). 45% of patients were
seen by a dietitian during the course of their chemotherapy, while only 42% were prescribed Pancreatic
Enzyme Replacement Therapy (PERT). Patients who were referred to a dietitian during treatment presented
with significantly lower BMI (24.7 vs 28 kg/m², p=0.003), and higher weight loss pre-treatment (11.4 vs
3.6%, p<0.0001). Patients who received PERT also had significantly more weight loss at diagnosis (10 vs
5.3%, p=0.008).
Conclusions: These data indicate a high prevalence of sarcopenia in BRPC patients. Further deterioration
of body composition occurs during chemotherapy. Future studies should evaluate the impact of nutrition and
exercise strategies on body composition and functional capacity in patients with BRPC.
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Dr. Aoibheann M McMorrow
Prevalence of chronic malnutrition and sarcopenia in community-dwelling older adults in
Ireland
Dr Aoibheann M McMorrow1,2, Dr Caoileann H Murphy1, Ms Helen Cummins3, Dr Maureen J McGowan4, Ms Sheena
Rafferty5, Dr Brendan Egan6, Prof Giuseppe De Vito7, Dr Sinead N McCarthy3, Prof Clare A Corish7, Prof Helen M Roche1,7

Nutrigenomics Research Group, UCD Conway Institute of Biomolecular and Biomedical Research / UCD Institute of Food & Health, University College Dublin,
Belfield, Dublin 4, 2Department of Clinical Nutrition, St. James’s Hospital, Dublin 8, 3Teagasc Food Research Centre, Ashtown, Dublin 15, 4Health Service Executive
Community Healthcare Organisation 6, Civic Centre, Bray, Co. Wicklow, 5Health Service Executive Community Healthcare Organisation 9, Nexus Building,
Blanchardstown Corporate Park, Dublin 15,, 6School of Health and Human Performance, Dublin City University, Glasnevin, Dublin 9, 7School of Public Health,
Physiotherapy and Sports Science, University College Dublin, Belfield, Dublin 4,
1

Introduction: The annual cost of adult malnutrition in Ireland is estimated to exceed €1.4 billion¹. Though
the risk of chronic malnutrition is known to be elevated among older persons², Irish data on its prevalence in
community-dwelling older adults are sparse. Furthermore, there are currently no Irish data on the prevalence
of sarcopenia, a condition characterised by the age-related loss of muscle mass and function that is an
independent risk factor for physical disability, falls and hospitalisation³.
Aim: The aim of this study was to determine the prevalence of chronic malnutrition and sarcopenia in a large
cohort of community-dwelling older adults in Ireland.
Methods: In this cross-sectional analysis, anthropometry were measured in n=466 community-dwelling
older adults (mean(SD) age 78.5(7.8)y, range 65-98y; mean(SD) body mass index 27.6(5.1)kg/m², range
14.0-49.9kg/m²). Malnutrition risk was assessed using the ‘Malnutrition Universal Screening Tool’ (MUST).
Sarcopenia was defined according to the European Working Group on Sarcopenia in Older People (EWGSOP)
criteria³.
Results: Using MUST, 10.4% of participants were considered to be ‘at risk’ of malnutrition (MUST score
≥1), while 17.5% had sarcopenia according to the EWGSOP definition. Of those individuals with sarcopenia,
only 19.4% were considered to be at nutritional risk when screened by MUST and 44.4% were overweight
or obese. Risk of malnutrition and sarcopenia increased with age (p<0.001). Of those participants ≥ 80y
(n=226), 13.0% had a MUST score ≥1, 22% were sarcopenic and 14.1% met the definition for severe
sarcopenia. Risk of malnutrition and sarcopenia were comparable by gender (p>0.05).
Conclusion: These data demonstrate that a substantial proportion of community-dwelling older adults
in Ireland are at risk of chronic malnutrition and/or sarcopenia. Furthermore, the use of MUST in isolation
is insufficient to identify individuals with sarcopenia who are not underweight and are weight stable, yet
remain nutritionally vulnerable. Future work will determine the impact of socio-demographic and lifestyle
factors, including nutrition, on chronic malnutrition and sarcopenia risk.
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Ms Louise Daly
High prevalence of cancer cachexia, sarcopenia and myosteatosis in 1021 Irish cancer patients
receiving chemotherapy: impact on quality of life and survival.
Ms Louise Daly1, Ms Éadaoin Ní Bhuachalla1, Dr Samantha Cushen1, Dr Derek Power1, Ms Erin Sullivan1, Ms Tracey Kelly1,
Dr Aoife Ryan1
School of Food and Nutritional Sciences, University College Cork, Cork, Ireland, 2Department of Medical Oncology, Mercy and Cork University Hospital, Cork,

1

Ireland

Introduction: Malnutrition is common in the oncology setting and negatively impacts on clinical outcomes.
Aim: To assess the nutritional status of this cohort and the impact of malnutrition on quality of life (QoL)
and survival.
Methods: A cross-sectional study of adult cancer patients undergoing chemotherapy between 2012-2016
was conducted. A survey was devised, incorporating clinical, nutritional, biochemical and QOL data (EORTC).
Taste and smell alterations (TAs/SAs) were recorded. Nutritional status was evaluated using cancer cachexia
(CC) diagnostic criteria and CT assessment of body composition. Cox proportional hazards model was used
for survival analysis.
Results: 1021 patients with solid tumours participated in the study, 55% were male with a median age of
63 years. 43% had a BMI>25kg/m2, while only 4% had a BMI<18.5kg/m2. Colorectal cancer was the most
prevalent (28%), followed by gastro-oesophageal cancer (15%). The majority (58%) of patients had stage
IV disease, 35% had lost >5% body weight, 42% had CC, 39% were sarcopenic, 46% had myosteatosis,
21% had both. In a subgroup of patients (n=300), 52% reported TAs, while 21% reported SAs while on
chemotherapy. Most common was a “metallic” taste to food (16%), followed by food tasting “bland” (13%).
TAs were higher in those with appetite loss (p<0.001) and nausea (p=0.014). Oral nutritional supplements
(ONS) were prescribed to 74 patients (25%), 53% of which did not enjoy taking them and 38% would never
take ONS again. 95% reported they would prefer to get calories from food as opposed to ONS. In terms of
QoL, weight loss >5% and cancer cachexia were significantly associated with a poorer global QoL score,
and worse physical, role, emotional and social functional scores (all p<0.005) and higher symptoms such as
fatigue, nausea and vomiting, pain, appetite and diarrhoea (all p<0.05). WL>5%, sarcopenia, myosteatosis
and CC were associated with reduced survival, however, controlling for factors known to predict survival
(age, sex, ECOG, cancer type, stage and smoking status), only myosteatosis remained significant (HR 1.42,
95%CI:1.14-1.77, p=0.002).
Conclusion: Malnutrition and abnormal body composition are common in Irish cancer patients and are
associated with poor QoL. Myosteatosis was a significant predictor of overall survival in this heterogeneous
cohort. Further research of its prognostic value in individual cancer types is needed. Food based strategies to
enhance intake are preferred by cancer patients over ONS and more emphasis should be placed on dietary
counselling, HCHP diets and exercise to improve patient’s nutritional status and clinical outcomes.
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The Irish Longitudinal Study on Ageing: insights into frailty and nutrition in adults >50years
Prof. Rose Anne Kenny, Head Medical Gerontology, Trinity College Dublin

Professor Rose Anne Kenny
Founder and Principal Investigator, TILDA; Director, Mercer’s Institute for Successful Ageing;
Director, Falls and Blackout Unit, St. James’s Hospital, Dublin

Professor Rose Anne Kenny holds the Chair of Medical Gerontology at Trinity College and
is the founder and Principal Investigator of The Irish Longitudinal Study on Ageing (TILDA),
Trinity’s flagship research project in ageing. Established in 2006, TILDA is now one of the
most comprehensive longitudinal studies on ageing worldwide. Professor Kenny’s research
focuses on the causes and consequences of cardiovascular ageing. Professor Kenny is also
Director of the newly opened Mercer’s Institute for Successful Ageing at St James’s Hospital
- the first purpose built clinical research facility for ageing on these islands. Prior to her present appointments,
Professor Kenny held the Chair of Cardiovascular Research at the University of Newcastle Upon Tyne, UK, where
she was Head of the Academic Department of Medical Gerontology for 12 years. She has held a number of
senior positions including Chairman of the American Geriatric Society: Falls Prevention Guidelines (2001 &2011),
Chairman of the European Cardiac Society/ European hearty Rhythm Association Guidelines for Syncope units
(2015) and board member of the H2020 Advisory Group for Societal Challenge 1. Professor Kenny is widely
published, with over 300 peer reviewed papers, 4 textbooks and 53 book chapters. She has supervised 24 PhDs,
8 MScs and 8 MDs to completion. Since 2006, Professor Kenny has secured more than €156M in research
funding. In 2014, she was elected as a Member of the Royal Irish Academy (M.R.I.A.), the highest academic
honour in Ireland and a public recognition of academic excellence in 2014. She is a Fellow of Trinity College
Dublin and of the Royal College of Physicians in London, Ireland and Edinburgh.

TILDA insights into nutrition, cholesterol and vitamin D - modifiable risk factors for healthy
ageing.
Professor Rose Anne Kenny, Deirdre O’Connor and Dr. Eamon Laird

TILDA is a longitudinal study of a randomly selected population sample of 8504 adults 50 years and older
in Ireland. Measures of health, social and economic contributions to the ageing process are made every two
years. TILDA has shown that that obesity (36%) and overweight (43%) are common in Ireland (mean age
64). Adherence to national health eating guidelines such as the Food Pyramid is poor, 76% fail to achieve the
5-a-day minimum recommendation for fruit and vegetable consumption, and 68% consume over 1 serving of
foods and beverages from the top shelf: high in fat, salt and sugar. In addition, those spending the least on food
are less likely to be compliant with several of the healthy eating recommendations.
Cholesterol is high in 40% and this is coupled with high levels of untreated or inappropriately treated blood
pressure. Pulse wave velocity – a marker of atherosclerosis- is abnormal in half of over 75 year olds and waist
circumference substantially high in half of the overall cohort.
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Technology based methods in dietary assessment: considerations for clinical practice
Prof. Barbara Livingstone, Nutrition & Biomedical Science, Ulster University

Professor Barbara Livingstone
Professor of Human Nutrition, School of Biomedical Sciences, Ulster University

Professor Livingstone (BEd, MSc(Biology), MSc (Human Nutrition),PhD) has been a member
of staff at the University of Ulster University since 1980.  Her research interests include:
dietary and lifestyle risk factors for obesity; mechanisms of control of appetite, satiety and
food intake and development of evidence based dietary guidelines for healthy eating.  She
has published over 100 peer-reviewed research papers and has attracted over £8 million in
research grant income. In 2012 she was appointed adjunct Professor of Human Nutrition
at Monash University, Melbourne and awarded a Senior Distinguished Research Fellowship by the University
of Ulster.  She is currently a Scientific Governor of the British Nutrition Foundation, a member of the Scientific
Advisory Committee for the Food Safety Authority of Ireland (FSAI) Public Health Nutrition Sub-committee and
has chaired the Data and Research Advisory Group of the N. Ireland Obesity Prevention Steering Group (20092012).

Technology based methods in dietary assessment: considerations for clinical practice
The ability of dietitians and other health professionals to accurately measure dietary intake is a key factor
influencing their capacity to adequately assess nutritional status, determine the risk of chronic diseases, monitor
compliance with dietary recommendations and diet plans, and evaluate the outcome of nutrition education.
Traditionally dietary assessment has relied on a variety of self-report methods for collecting dietary intake
information, each of which required the individual, or an interviewer to collect the information in a paper format.
However, each of these methods is fraught with inherent and extrinsic methodologic problems making accurate
measures on intake extremely difficult.
More recently, research has focussed on harnessing new applications of information and communication
technologies (ICT) as a viable solution to current methodological shortcomings. ICT has the potential to reduce
researcher and participant burden, improve adherence and communication, automate and standardize coding
and upgrade data quality, consistency and completeness. In turn, these features are likely to reduce costs
associated with dietary-related research and health care. However, knowledge on the performance of ICT is
still limited. A popular misconception is that new technologies in dietary assessment are also methodologically
new. In fact, most of the them share overlapping methodological features with the conventional methods of
dietary assessment and their integration into clinical studies will not resolve the inherent individual bias related
to self-reported data. The decision to incorporate ICT into clinical practice should only be made after a thorough
evaluation of the methodology and with the specific outcome goals in mind.
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Similarities & differences in upper GI cancer and bariatric surgery: nutrition & metabolic
implications
Prof. Carel Le Roux, University College Dublin

Professor Carel le Roux
Head of Pathology, University College Dublin

Professor Carel Le Roux graduated from medical school in Pretoria South Africa, completed
his specialist training in metabolic medicine at St Bartholomew’s Hospitals and the
Hammersmith Hospitals, his PhD at Imperial College London and was later promoted to
Reader. He moved to University College Dublin for the Chair in Pathology and he is now
the Co-Director of the Metabolic Medicine Group. He previously received a President of
Ireland Young Researcher Award, Clinician Scientist Award from the National Institute Health
Research in the UK, a Wellcome Trust Clinical Research Fellowship for his work on how the gut talks to the brain.

Similarities & differences in upper gastro intestinal cancer and bariatric surgery: nutrition &
metabolic implications.
Professor Carel le Roux, Diabetes Complications Research Centre, Conway Institute, University College
Dublin.
Patient lose weight after curative upper gastro intestinal surgery for cancer as well as bariatric surgery. In
the former, the unintentional weight loss reduces quality of life, while in the latter the intentional weight loss
improves quality of life. The gut adaptation after all these operations appear similar and it is not surprising
that the visceral signals to the hypothalamic appetite centres result in the same reductions in hunger and
enhancement of satiety. Understanding how the gut talks to the brain after these operations may help us
attenuate unintentional weight loss while enhancing intentional weight loss.
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The microbiome and cancer: insights into future strategies for prevention and treatment
Prof. Fergus Shanahan, Dept of Medicine, Director APC Microbiome Institute, University College Cork

Professor Fergus Shanahan
Chairman of the Department of Medicine, University College Cork

Fergus Shanahan is Professor and Chairman of the Department of Medicine and Director of
the Alimentary Pharmabiotic Centre at University College Cork (UCC), National University of
Ireland. He attended medical school at UCD, and after internship and residency in internal
medicine at the Mater hospital, Dublin, he completed fellowships in clinical immunology at
McMaster University, Canada, and in gastroenterology at University of California, Los Angeles
(UCLA), after which he rose to the rank of Associate Professor at UCLA before returning
to Ireland in 1993. He has published over 500 peer-reviewed papers and co-edited several textbooks. He is
interested in most things that affect the human experience but focuses on host-microbe interactions in the gut.

The Microbiome and Cancer – insights into future strategies for prevention
Microbes have been implicated in the pathogenesis of several human cancers, most strikingly Helicobacter
pylori gastric carcinoma and some lymphomas. Helicobacter pylori is now considered a pre-clinical risk
factor/carcinogen. In the case of colon cancer, effective prevention requires biomarkers of risk but currently
available strategies are actually based on markers of established, albeit early, disease or the identification of
precursor lesions such as dysplasia and adenomatous polyps. Since genetic syndromes account for a minority
of cases of colorectal cancer, factors which predispose to sporadic mutations offer the best prospect for
early identification of individuals at greatest risk. Most of the known environmental or lifestyle risk factors
for colorectal cancer, such as obesity and diets that are high in fat or red meat, also modify the indigenous
microbiota. Thus, the microbiota or its metabolites may be the proximate environmental modifiers of risk
for colon cancer. One of the lessons from the relationship between H. pylori and gastric cancer is that
inter-individual variation may be due to heterogeneity at the level of either the microbe and at the level
of the host response. In the case of colorectal cancer, the relationship between the microbiota and disease
may be even more complex; combinations or co-abundance groups of organisms may be operative, rather
than representing a one-organism-one disease model. Molecular mechanisms linking specific microbes with
colon carcinogenesis have been identified in experimental animal models.
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The critical role of nutrition in cancer patients: can we change outcomes?
Prof. Alessandro Laviano, Internal Medicine, Sapienza University of Rome

Professor Alessandro Laviano, MD  
Associate Professor, Internal Medicine, Sapienza University of Rome & Clinical Nutrition Unit,
Sapienza University Hospital.

In addition to his role as Associate Professor of Internal Medicine and his work within
the Clinical Nutrition Unit of Sapienza University Hospital, Dr. Laviano is Visiting Research
Professor at Upstate Medical University, Syracuse, NY, USA and an Expert Reviewer for
the Framework Programs of the European Commission, Brussels.  Dr Laviano received his
MD degree at Sapienza University of Rome, completing residency programmes in Internal
Medicine and Nephrology. He subsequently worked as research fellow in the Surgical
Metabolism Laboratory at SUNY Health Science Center, Syracuse, NY, USA. Dr. Laviano’s main research interests
are: regulation of food intake under physiological and pathological conditions, disease-associated anorexia and
cachexia, hyperphagia and obesity, impact and treatment of hospital malnutrition. In particular, Dr. Laviano has
been studying the role of brain activity in the pathogenesis of cancer anorexia and cachexia, and the potential
benefit deriving from the integration of a pharmacologic and nutritional approach to cancer patients. Between
2010 and 2014, Dr. Laviano was chair of the Educational and Clinical Practice Committee of ESPEN. He is
currently Coordinator of the Supervisory Board of the ESPEN project, N
utrition Day. Dr. Laviano has served as European Co-Editor of Nutrition, First Editor of British Journal of Nutrition
and is now Editor in Chief of Nutrition; Associate Editor of Clinical Nutrition; Associate Editor of Journal of
Cachexia, Sarcopenia and Muscle; Section Editor of Current Opinion in Clinical Nutrition and Metabolism;
and Section Editor of Elsevier’s Reference Modules. Dr. Laviano’s studies have been funded by private and
public institutions, including the Italian Ministry of Scientific Research. Dr. Laviano has a total of more than 180
publications in international peer reviewed journals.
The critical role of nutrition in cancer patients: Can we change outcomes?
Progressive wasting is a frequent complication observed in the clinical journey of cancer patients. Malnutrition
is a clinically relevant syndrome in cancer since it is causally related to increased morbidity, reduced quality
of life and increased mortality. Whether nutrition therapy yields to better clinical outcomes remains to be
fully demonstrated by large and prospective clinical trials. Nevertheless, the available evidence suggest that
nutrition therapy is key in cancer patients to maintain nutritional status and improves quality of life, at least
in specific clinical settings. In fact, most of the studies addressing the role of nutrition in cancer patients
included limited number of patients who were also in the very late stage of their disease. Considering
that this phase of the clinical journey of cancer patients is characterized by the development of refractory
cachexia, it is self-evident that the studies so far published could not fully demonstrate the clinical role of
nutrition therapy. Recent experimental studies show that reduced food intake triggers a molecular response
yielding to reduced anti-tumour immune response by the host and limited efficacy of immune-therapy.
These studies therefore suggest that nutrition therapy in cancer patients should be used in specific clinical
settings and in synergy with anti-tumour therapies. The preliminary results of the SCOPE1 study highlight the
enormous potential of the synergy between nutrition and anti-cancer therapies.
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Poster presenttions
Malnutrition Risk and the Viability of Introducing Nutritional Screening in the Acute Setting
Ms Ruth Kilcawley1, Ms Edel Barrett1
GUH, Saolta Hospital Group, Ireland

1

Introduction: The HIQA Food & Hydration 2016 review recommended the implementation of a nutritional screening
tool in all acute settings.
Aim: This audit assesses prevalence of malnutrition risk and the viability of introducing a nutrition screening tool.
Methods: 278 patients consented to inclusion in the audit in April 2016. Each patient was screened using the malnutrition
screening tool (MST). Dietetic caseloads and ward census provided information on which patients had been referred to the
service, the Consultant and Length of Stay (LOS) of the patient.
Results: The greatest numbers of patients were from Surgery, Oncology/Haematology, Gastroenterology and Rehab.
40% of the patients are at risk of malnutrition. Specialties with over 45% of patients at risk of malnutrition included
Gastroenterology, Oncology, Orthopaedics, Plastics, Surgery, Rheumatology, Neurology (Figure 1). The risk of malnutrition
increased along with duration of admission from 36% with a LOS <7 days to 41% with a LOS 7-21 days and 47% with
a LOS>21days. 36% of patients at risk of malnutrition had been referred to the dietitian. Low rates of referral are evident
across all specialties. 54% of haematological/oncological and 43% orthopaedic and less than 22% of surgical and
gastroenterology patients at risk of malnutrition were referred to dietetics.
Conclusion: Malnutrition is prevalent and is largely unrecognised at present, with 64% of patients at risk of malnutrition
unidentified and untreated. The Malnutrition Screening Tool is; validated in acute care, medical, surgical, oncology and
elderly patients; highly sensitive and specific in identifying patients who require nutritional assessment and support;
easy to administer by non-nutrition trained personnel. The introduction of nutritional screening should be considered a
multidisciplinary quality improvement project supported by hospital management. Upon a positive screen, automated
nutritional interventions should occur e.g. food & fluid recording, mealtime support, access to nourishing drinks and
snacks and direct dietetic referral. Changes in nursing, HSCP and medical practice, increased dietetic staffing, nutrition
service improvements and budgetary review of food and feeding are required to address increased identification of
malnutrition in the acute setting.
Figure 1
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Introduction: Characterisation of intestinal microbiota may identify gut-related abnormalities and may lead to targeted
novel therapeutic agents such as probiotics or specific antibiotics. In general data on microbiota in benign or malignant
pancreatic diseases remain scarce.
Aim: We aimed to systematically collate the available evidence for a potential association between gut microbiota and
pancreatic diseases.
Methods: We performed a systematic review with librarian guidance by searching case-control, cohort, randomised
controlled trials and observational studies regarding microbiota in pancreatic diseases from Medline (1946-2016),
Cochrane Library, and conference proceedings. Exploding for medical subject headings (MeSH) microbiota, microbiome and
dysbiosis led us to the subheading microbiology (“mi”). Therefore, terms searched were “pancreatitis/mi or pancreatitis,
chronic/mi”, “pancreatic neoplasms/mi”. We excluded animal studies, reviews and case reports/series.
Results: A total of 537 articles were retrieved. After applying the exclusion criteria, 11 studies were deemed eligible,
and a further 2 papers were found in a search of references, giving a total of 13 studies. For chronic pancreatitis, two
uncontrolled studies showed that Lactobacillus levels were low in those with chronic pancreatitis. One study found that
levels of E Coli, E faecalis and E faecium were high. In the only controlled study, Bifidobacteria levels were lower in
chronic pancreatitis patients with diabetes and co-existent exocrine insufficiency, compared to those with intact exocrine
function. There was only one study on acute pancreatitis, which showed an increase in Enterococcus and a decrease
in Bifidobacterium compared to healthy subjects. For pancreatic cancer, overall the data showed decreased Neisseria
elongate and Streptococcus mitis levels, and increased Porphyromonas gingivalis levels, compared to non-cancer subjects.
Several studies examined an association between Helicobacter Pylori and pancreatic cancer, with contradictory results.
Conclusions: Evidence suggests a possible link between abnormalities in gut microbiota and pancreatic cancer, including
a large cohort study demonstrating a link between periodontal disease (Porphyromonas gingivalis) and pancreatic cancer
risk. The potential role of H pylori in the risk of pancreatic cancer is less clear-cut and results were inconsistent. Regarding
acute and chronic pancreatitis, data are scarce but there is a suggestion of a decrease in bifidobacterium and an increase
in enterobacteria in those with chronic pancreatitis, with unclear therapeutic implications. Overall, studies are too few
to draw conclusions and further studies are needed to confirm the potential role of microbiota imbalance in pancreatic
diseases.
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Protein Supplementation at Breakfast and Lunch for 24 Weeks beyond Habitual Intakes Increases WholeBody Lean Tissue Mass in Healthy Older Adults
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1

Introduction: Key areas of research on the preservation of lean tissue mass (LTM) during aging are determinations of the
protein requirement and optimal protein intake at meals.
Aim: The aim of this study was to determine the effect of protein supplementation at breakfast and lunch for 24 wk
beyond habitual intakes on whole-body LTM in healthy adults aged 50–70 y.
Methods: In a single-blinded, randomized, controlled design, 60 healthy older men and women (aged 61 ± 5 y) with a
body mass index (kg/m2) of 25.8 ± 3.6 consumed either 0.165 g/kg body mass of a milk-based protein matrix (PRO) or
an isoenergetic, nonnitrogenous maltodextrin control (CON) at breakfast and midday meals, the lower protein–containing
meals of the day, for 24 wk. Dual-energy X-ray absorptiometry was used to measure the change in LTM.
Results: After the intervention, protein intake in the PRO group increased from 0.23 ± 0.1 to 0.40 ± 0.1 g/kg for breakfast
and from 0.31 ± 0.2 to 0.47 ± 2 g/kg for the midday meal. In response, LTM increased by 0.45 (95% CI: 0.06, 0.83) kg in
the PRO group compared with a decrease of 0.16 (95% CI: −0.49, 0.17) kg in the CON group (P = 0.006). Appendicular
LTM accounted for the majority of the difference in LTM, increasing by 0.27 (95% CI: 0.05, 0.48) kg in the PRO group
compared with no change in the CON group (P = 0.002).
Conclusions: Protein supplementation at breakfast and lunch for 24 weeks in healthy older adults resulted in a positive
(+0.6 kg) difference in LTM compared with an isoenergetic, nonnitrogenous maltodextrin control. These observations
suggest that an optimized and balanced distribution of meal protein intakes could be beneficial in the preservation of lean
tissue mass in the elderly. This trial was registered at clinicaltrials.gov as NCT02529124.
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Introduction: Malnutrition is a common problem in cancer patients that has been recognized as an important
component of adverse outcomes (Mc Mahon et al. 1998). In severe cases, malnutrition can progress to cachexia, a
specific form of malnutrition (Argiles JM 2005). Cancer cachexia affects around 50 – 80% of cancer patients, depending
on the tumour type and leads to substantial weight loss, primarily from loss of skeletal muscle and body fat (Argiles et
al. 2014).
Aim: To identify oncology patients at risk of malnutrition, who are receiving chemotherapy in the Oncology Day Ward,
Cavan & Monaghan Hospital Group.
Objectives: To identify oncology patients at risk of malnutrition, who are receiving chemotherapy using a validated
nutritional screening tool.
Method: The oncology nutritional needs assessment was completed over a period of three months, from October 2015
until January 2016. The screening tool of choice was the Malnutrition Screening Tool (MST), as it has been validated for
use in the cancer population. 29 Oncology Day Ward patients who were receiving chemotherapy were screened, using
the aforementioned screening tool “Malnutrition Screening Tool” (MST). Patients also completed a questionnaire which
aimed to identify previous access to a Dietitian, quality of life in relation to symptoms experienced and modifications
made to dietary intake. Analysis was completed using Microsoft Excel.
Results: The results of this nutritional needs assessment indicate that 59% of oncology patients who were receiving
chemotherapy within the Oncology Dayward, Cavan & Monaghan Hospital group were at risk of malnutrition.
62% of patients identified by the screening tool, reported having experienced some degree of weight loss, ranging from
2Ibs to over 34 Ibs. 100% of patients reported varying levels of nutrition impact symptoms ranging from nausea and
vomiting, sore/dry mouth, diarrhoea, constipation, taste changes and fatigue.
Conclusion: Nutrition care should begin in parallel with medical care with weight stabilisation as an immediate
priority. This highlights the importance of adequately resourced specialist dietetic services for cancer patients attending
cancer centres in Ireland.
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Introduction: Patients with cirrhosis are frequently malnourished and this has a detrimental effect on outcome. Accurate
assessment of resting energy expenditure (REE) would facilitate management by providing an objective measure on
which to base individualised recommendations for nutritional support. REE can be accurately measured using indirect
calorimetery but this technique cannot be used easily in the clinical setting. A number of portable bedside techniques for
estimating REE have been developed although they have not, to date, been validated in this patient population.
Aim: The aim of the present study was to validate the use of alternative methods for assessing REE against the ‘gold
standard’ of indirect calorimetery.
Methods: The study population comprised of 19 patients (12 men: seven women; mean [range] age, 60.3 [31-83] yr)
with stable cirrhosis of varying aetiology and severity. Nutritional status was assessed using the Royal Free Hospital Global
Assessment (RFH-GA). REE was measured, under standardised conditions, using a precision indirect calorimeter - Cortex
Metamax 3B. Additional comparison REE measurements were undertaken, at the same sitting, using: Medgem handheld
indirect calorimeter; Sensewear Pro 3 armband direct calorimeter; Bodystat Quadscan 4000 bioelectric impedance
analyser. REE was also predicted using the following equations: Harris-Benedict, Schofield, Mifflin, Cunningham Müller,
Madden & Morgan.
Results: Eleven patients (57.9%) were classified as being adequately nourished, three (15.8%) as moderately nourished
and five (26.3%) as severely malnourished. The mean (±1SD) REE measured using the ‘gold standard’ Cortex Metamax
3B indirect calorimeter was 1368 ± 456.4 Kcal/24hr. The limits of agreement for the alternative methods of measuring
REE ranged from 1188.1 kcal/24hr less to 722.6 Kcal/24hr more than the values obtained using the Cortex Metamax
3B. The Medgem provided the least ‘inaccurate’ REE measurements but values still differed from the ‘gold standard’ by
approximately ±700 Kcal/24hr. The differences in measurements between the portable devices and the ‘gold standard’
were inconsistent and bidirectional. REE values obtained using the prediction equations ranged from 1018.6 Kcal/24hr
less to 1468.3 Kcal/24hr more than the values obtained using the Cortex Metamax 3B. The Mifflin equation provided
the ‘least inaccurate’ REE estimates; values still ranged from 88.7 Kcal/24hr less to 558.4 Kcal/24hr more than the ‘gold
standard’ method.
Conclusion: Measurements of REE provided by bedside techniques or estimated using prediction equations are not
sufficiently accurate to be of value for assessing nutritional requirements in patients with cirrhosis or for monitoring their
progression overtime.
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Introduction: Although it is estimated there are 2000 adults and children on Home Enteral Nutrition (HEN) in Ireland,
there are significant gaps in HEN service provision. This study aimed to survey domiciliary HEN patients, document and
analyse user experience, attitudes and complications associated with HEN. Results were to inform the development of
HEN Standards and Practical Guidelines by IrSPEN.
Methods: This is a retrospective multicentre qualitative study of patient experience and attitudes relating to HEN in
Ireland, co-ordinated by IrSPEN in liaison with the Irish Nutrition and Dietetic Institute. A self-administered questionnaire,
to be completed by randomly selected HEN patients/ carers, was distributed on behalf of IrSPEN by the Dietetic
Departments of 17 hospitals in Ireland. Only patients using HEN in the home setting were included.
Results: Respondent characteristics: 88 HEN patients/carers completed the questionnaire, giving a response rate of 77%.
Among respondents, 57% were adults and 57% were male. The majority (89%) had a gastrostomy tube and almost half
(42%) had their feeding tube in situ less than 2 years. HEN was the sole source of nutrition for 42% and most (83%) used
a feeding pump. Impact on activities of daily living (ADLs): 85% of patients/carers felt confident in tube management. A
quarter (27%) found that HEN impacted ‘very much’ on ADLs, particularly so for children (p=0.06).
Training/education: Children and their families were more likely to receive training from nurses (p=0.013) and adults
from hospital dietitians (p=0.0017). Most patients (81%) felt that training was adequate, but over a third (36%) reported
that the support after discharge was fair or poor. Complications: Complications of HEN included feeding-tube blockages
(30%), stoma site infections (48%), vomiting (27%). Children were more likely to report recurrent vomiting (p<0.0001).
Nearly half of respondents required feeding tube replacement and 1 in 4 experienced sudden dislodgement of their
feeding tube. More than 4 out of 5 had to return to hospital to have their feeding tube replaced.
Conclusion: Focused efforts are required to improve structures currently in place, and to optimise care in the community
for HEN patients. The survey serves to inform us of gaps in HEN services, particularly in primary care, and will be used
to ensure that IrSPEN standards and guidelines will meet patient needs in both adult and paediatric populations. We
propose that the introduction of these standards and guidelines will improve the HEN experience for patients, carers and
healthcare professionals.
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Ms Laura Hayden1
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Introduction: A pilot audit on the prescription and provision of Oral Nutritional Supplements (ONS) for residential
clients in St. Joseph’s IDS in North Dublin was performed by a Senior Dietitian between September and December 2014.
The clients were located across nine residential units. While previously referred for nutritional assessment of dysphagia or
poor appetite, there had been no regular review by either General Practitioner (GP) or dietitian since these clients were
commenced onto ONS.
Aim: To complete an audit on the provision of ONS for fourteen clients within St. Joseph’s IDS and quantify cost savings
from review of clients on ONS.
Methods: The dietitian performed full dietetic assessments on fourteen clients from September-December 2014.
Results: All fourteen clients were found to have a BMI range of 21-31kg/m2. Of the fourteen clients: 64% were
discharged and all ONS stopped as:20% did not tolerate the ONS they were prescribed. 80% were not consuming full
dose of ONS and were meeting their full nutritional requirements orally.50% had an average weight gain of 20% since
commenced onto ONS (Note: One client entered the obese BMI range after receiving ONS).36% were kept on the senior
dietitian’s case load for further review. All fourteen clients involved in the pilot audit had their ONS prescriptions reduced
or discontinued.
Conclusion: This highlights the need for regular dietetic review and assessment of ONS needs. During the audit, the
dietitian developed a comprehensive ordering system with stores. The dietitian kept an excel file with all ONS amounts per
unit and sent this to stores after every ONS order was changed or commenced. This prevented over ordering, inappropriate
provision and ensured close monitoring of ONS prescriptions. These findings highlighted the need for a nutrition risk
screening tool. The dietitian developed a tool based on the MUST (2005) validated tool. The dietitian also gathered
costings from the stores department. A comparison was made between 2014; when there were no ordering procedures for
ONS in situ and 2015; when ONS ordering procedures above were actively in force. This showed a reduction of €11,850. A
previous audit performed on enteral feeds and dietetic input showed a reduction of €8,600. There was a combined saving
of €20,200. A substantial cost saving can be achieved by the implementation of a standard operating procedure on the
use of ONS in a residential Intellectual Disability Service. This must be supported by ongoing dietetic assessment and
review of all residents at risk of malnutrition or requiring enteral feeding, in conjunction with the multidisciplinary team.
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Introduction: Use of Oral Nutritional Supplements (ONS) in Ireland has increased greatly thus expenditure on ONS has
simultaneously increased1. This project set out to ensure that nutrition supplements are ordered appropriately and to
mediate against any wastage in St. Mary’s Hospital.
Aims: To design a comprehensive system for ordering and monitoring clinical nutrition products (specifically enteral feeds
and sip feeds), to be controlled solely by the dietetic department, in order to improve the efficiency of ordering, reduce
waste and in turn reduce costs.
Methods: (i) An ordering system was designed using MS- Excel™, whereby a spreadsheet is updated by the dietitian
when a patient is commenced or discontinued on a sip feed or enteral feed; this is a timely record of the type and dosage
of ONS and enteral feeds for each patient on each ward throughout the hospital. (ii) Equations are then used within
the spreadsheet which automatically calculates a weekly order for the stock department consisting of the total quantity
of each product per ward (See attached table for sample) (iii) Regular monitoring of this spreadsheet by the hospital
dietitians to monitor current stock and associated costs.
Results: Quantitative: (i) 100% reduction in wastage of products since Sept 2016 (when the project commenced), no
product passed its expiry date or had to be discarded (ii) Total cost reduction of 53% on nutrition products over a 4 month
period; total cost of clinical nutrition products in Sept 2016 (€1,223), while total cost in Dec 2016 (€563). (Confounded
by a reduction in patients requiring enteral feeding and more economical choices regarding supplements to obtain value
for money). Qualitative: (i) Less work for nursing staff who no longer handle the ordering of clinical nutrition products
in the hospital. (ii) Accurate and timely ordering of clinical nutrition products; no additional products ordered unless
recommended by a dietitian, order cancelled immediately following a patients discharge (iii) Close monitoring of the
quantity of clinical nutrition products used in the hospital.
Conclusion: An accurate and efficient method of ordering clinical nutrition products can result in a 100% reduction in
waste and better monitoring of usage by dietetic department, allowing better control of pricing through obtaining value
for money for these products.
References
1. Kennelly, S. (2012). A Community Dietetics Intervention to Improve the Use of Oral Nutritional Supplements in the Community Setting.
Doctoral Thesis. Dublin Institute of Technology. doi:10.21427/D7Q59V
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Introduction: Vitamin D deficiency is associated with adverse outcomes in older adults living in Northern Europe.
Circulating 25-hydroxyvitamin D 25(OH) D status predominately relies on UV exposure, however the extent of which
northerly latitude exasperates deficiency is less explored.
Aim: To identify the prevalence and determinants of vitamin D deficiency in healthy, community dwelling, older adults,
residing at latitudes 50-55° north.
Methods: This study is based on a sample of 6006 adults, aged >50years, with measured serum 25(OH)D, from Wave
6 (2012-2013) of the English Longitudinal Study of Ageing (ELSA). Multivariate logistic regression models were applied
to potential predictors of 25(OH)D status. Participants were categorised by Institute of Medicine guidelines for 25(OH)
D status, (severe deficiency < 30nmol/l, and deficiency < 50nmol/l). Statistical significance deemed at levels p<0.01,
reported as odds ratios (OR) and 95% confidence intervals (95%CI).
Results: Overall crude prevalence of severe deficiency and deficiency were 23.7% (weighted, 26.4%) and 56.9%
(weighted 58.7%), respectively. Women 1.21 (1.06, 1.39); aged 80+ 1.54 (1.22, 1.94); widowed 1.48 (1.21, 1.81);
smokers 1.81 (1.51, 2.18); of non-white ethnicity 3.05 (2.18, 4.26); obese 1.44(1.25, 1.66) and with poor self-reported
health 2.59 (1.83, 3.66), were more likely to be severely vitamin D deficient. Likelihoods of severe deficiency decreased
for those who engaged in moderate physical activity 0.76 (0.66, 0.87), whilst adjusting for sun exposure and vitamin D
supplement use. North-south variation was evident, those residing at latitudes in the South (50.4-52.1°N) were less likely
to be deficient 0.60 (0.46, 0.78) than those in Northerly regions (54.9°N). Analysis of determinants remained statistically
significant for those categorised as deficient also.
Conclusion: More than half of community dwelling older adults had 25(OH)D concentrations <50nmol/l, with 1 in 4
categorised as severely deficient. Small northerly increments in latitude appear to be an important contributor to vitamin
D status within countries of northerly latitude such as Ireland and England, after adjustment for socioeconomic and
vitamin D factors. Vitamin D awareness, supplementation and food fortification could be useful public health strategies
for improving vitamin D status of older adults.
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Introduction: According to HIQA, disease-related malnutrition cost the Irish healthcare system €1.5 billion in a 2012.
IrSPEN state malnutrition affects ~145 000 adults at any time in Ireland, especially people with underlying chronic illness
with > 95% of malnourished are community based. HIQA’s Report “Review of Nutrition and Hydration Care in Public Acute
Hospitals” suggests nutritional assessment within 24 hours of hospital admission to identify high risk or malnourished
patients. In the UK, NICE’s quality standard recommend opportunistic nutritional screening at every point of healthcare
contact. In 2011, The Acute Medical Assessment Unit (AMAU), Cork University Hospital reviewed 5560 patients many of
which were day patients. Nutritional screening is routinely completed on admitted patients however it was unclear what
nutrition details were being recorded on day patients.
Aim: To assess if nutritional screening is currently being performed in AMAU day patients
Methods: A chart review of 52 consecutive day patient discharges was undertaken examining recording of nutritional
screening and weight loss history
Results: 52 consecutive patient charts (19 males, 33 females) were examined with an average age of 53.4 years with
an average of 1.46 co-morbidities. Weight was recorded on 36.5% of patients with 26.9% having a hydration status
measured. A weight loss history was taken in 19.2% of patients, 40% of which listed weight loss as their presenting
complaint. One patient had a BMI completed. A nursing pro-forma in relation to diet consumed was completed in 55.8%
of patients.
Conclusion: Currently full nutritional screening is not being performed on AMAU day patients with only 19.2% of
patients being asked about weight loss history and 36.5% of patients having a recorded weight. An AMAU patient visit
could represent a unique opportunity to nutritionally screen and intervene in multi-morbid ill community dwelling day
patients. Current barriers to implementation of full nutritional screening include staff shortages, staff training and access
to dietetics input if found to be at high risk. At a minimum weight should be recorded to act as a baseline for future
hospital interactions with further studies required in relation to feasibility of completing a full nutritional assessment of
AMAU day patients.
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Introduction: The World Health Organization (WHO) defines a healthy BMI range for adults as between 18.5 and
24.9kg/m² on the basis of reduced mortality risk¹. In Ireland, more than three-quarters of adults aged 65 y or older have a
BMI of 25kg/m² or more². Due to changes in height, weight and body composition in older people, low BMI is less reliable
as an indicator of undernutrition in older people; a BMI between 24-30kg/m² is suggested³.
Aim: The aim of this analysis was to compare the prevalence of undernutrition in older Irish adults using the WHO BMI
cut-off with that obtained using the lower BMI threshold (24kg/m²) suggested for reduced mortality risk in older adults³.
Methods: Three datasets of free-living older adults were used for this analysis: i) Anthropometric Data of Free-living Irish
Elderly (ADFLIE, 2003), (n, 874), ii) Survey on Lifestyle and Attitudes to Nutrition (SLÁN, 2007) (n, 397) and iii) National
Adult Nutrition Survey (NANS, 2011)² (n, 226). The prevalence of BMI <18.5kg/m² and <24kg/m² was determined using
the Statistical Package for the Social Science (SPSS) version 22.0.
Results: Only 0.5% of older people across the three datasets had a BMI below 18.5kg/m². The prevalence of BMI <24kg/
m² was 26.1%, 18.1% and 15% respectively (Figure 1).
Conclusion: Given the low prevalence of undernutrition identified in free-living older adults using the WHO BMI cut-off,
this may not accurately identify undernutrition in the current, predominantly overweight and obese, Irish older population.
A BMI threshold below 24kg/m² would appear to represent the true prevalence of undernutrition more accurately.
Figure 1. Prevalence of malnutrition over a nine year period
Acknowledgements: This work was supported by funding from the Department of Agriculture, Food and the Marine
and Health Research Board through the Joint Programming Initiative - A Healthy Diet for a Healthy Life (JPI HDHL)
Knowledge Hub on Malnutrition in the Elderly (MaNuEL).
Figure 1

References:
1. World Health Organization (WHO) Global Health Observatory. Mean Body Mass Index: Situation and trends. [Online] Available at: http://
www.who.int/gho/ncd/risk_factors/bmi_text/en/. Accessed January 11, 2017.
2. Irish Universities Nutrition Alliance (IUNA) (2011). National Adult Nutrition Survey. [Online] Available at: www.iuna.net. Accessed January
8, 2017.
3. Winter JE, Macinnis RJ, Wattanapenpaiboon N, et al. (2014) Am J Clin Nutr 99, 875-90.
4. Corish CA, and Kennedy NP (2003) Br J Nutr 89, 137-145.
5. Department of Health, Republic of Ireland (2007). Survey of Lifestyle, and Attitudes to Nutrition (SLÁN).

38

Irish Society for Clinical Nutrition & Metabolism

POSTER PRESENTATIONS
To examine the process of providing appropriate modified consistency meals to patients with known
dysphagia, post presentation to the Emergency Department, using Lean Healthcare methodology.
Ms Teresa Loughnane1, Mr Michael O’Brien2, Ms Kate O’Connor3, Ms Denise O’Reilly1, Ms Claire Reynolds1, Mr Sean Paul
Teeling1,4,5, Ms Aileen Igoe1,4,5, Ms Mary McKiernan1

1
Mater Misericordiae University Hospital, Dublin, , , 2Wexford General Hospital, 3St Lukes General Hospital, Kilkenny, 4Mater Lean Academy,
Mater Misericordiae University Hospital, Dublin, 5UCD School of Nursing, Midwifery and Health Systems.

Introduction: Lean is the application of a set of principles to identify and eliminate waste, and deliver to the customer
what they want when they want it. Dysphagia is a swallowing disorder whose management includes altering the texture
of diet and / or altering the consistency of fluids.
Aim: The purpose of this study was to examine the process of providing appropriate modified consistency meals to
patients with known dysphagia, admitted through the Emergency Department, using Lean Healthcare methodology.
Methods: The Define, Measure, Analyse, Improve, Control (DMAIC) Lean Methodology was used in this project. The
‘Define’ phase, used Lean tools such as ‘SIPOC’(Supplier, Input, Process, Improve, Control) to scope the project. The
‘Measure’ phase involved broad stakeholder engagement via questionnaires, survey monkeys, interviews and focus
groups. Data was collected from 20 charts and validated with a gemba (following a patient in real time). In the ‘Analyse’
phase, data was plotted on an IPO (input output) process map (Figure 1). An ‘Ishikawa(Fishbone)’ diagram(Figure 2) and
‘TIMWOOD’ were used for root cause analysis. Improvements were identified via stakeholder brainstorming and selected
using a ‘PICK’ chart. These were plotted on a future state IPO. (Figure 3)
Results: Of 20 charts reviewed of patients with dysphagia, 45% received the “wrong meal, first time”. Median time to
the first correct meal was 19.5hours (Figure 4). 83% were unable to communicate their own needs.
60% of patients came from nursing homes but only 33% of transfer forms had information on modified diet. A survey
of medical and nursing staff (n=22) showed 16% rarely / never asked if the patient required a modified diet, while 22%
rarely/ never documented the patient’s specific consistency of food required. Process improvements implemented included
a swallow I.D. card for patients, a suitable out of hours snack, an awareness campaign for nursing homes and G.P.s, staff
education, and an improved communication plan for E.D.
Conclusion: Using Lean methodology to examine this process has highlighted its’ complexity and the large number of
stakeholders involved. Staff education, patient empowerment and forging links with community services are essential to
streamline this process.
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Introduction: Previously it was believed that coeliac disease (CD) patients presented underweight with malabsorption
at diagnosis. However, recent studies show that a large percent of coeliac patients present with a normal or high Body
Mass Index (BMI) (1-4). Moreover, weight changes are common after adoption of the gluten free diet (GFD) (2). Few
studies have analysed the differences on CD clinical presentation according to BMI at diagnosis, and the patients’ BMI
evolution after diagnosis.
Aim: To review BMI measurements at diagnosis and a year later, and other clinical characteristics in a sample of coeliac
patients diagnosed in adulthood.
Methods: Retrospective analysis of medical and dietetic charts from a cohort of coeliac patients (median age 57 years,
range 18-91 years). 402 patients had their BMI at diagnosis available (median BMI 24.0 kg/m2, range 14.9-44.8 kg/m2).
166 patients had their BMI at diagnosis and a year later available (mean follow-up 13 months). 29 of these patients were
assessed retrospectively for adherence to the GFD by an expert coeliac dietician.
Results: At CD diagnosis, 6.2% of patients presented underweight and 40.6% presented either overweight or obese.
There is a tendency to diagnose overweight and obese patients later in life (51.5 and 50.0 years respectively) compared
to underweight and normal weight patients (46 and 48.5 years respectively) (p=0.062). Patients in the ≥25 kg/m2
category presented significantly more with the non-classical or subclinical phenotype and less damage to the small
bowel mucosa (p=0.019 and p=0.028 respectively). A year after diagnosis, patients presenting underweight and normal
weight increased significantly their BMI (p=0.008 and p<0.001 respectively) (Table 1). 76.4% of the patients who
presented in the normal BMI category increased their weight, with 16.5% moving into the ≥25 kg/m2 category. 72.9%
of overweight and obese patients at diagnosis increased weight, and the majority remained in the ≥25 kg/m2 category. A
larger percentage of patients with normal range BMI at diagnosis were classified as having excellent or good compliance
compared to overweight and obese patients (88.9%, 75% and 33.3% respectively) (p=0.062).
Conclusion: A large percentage of CD patients present overweight or obese at diagnosis. Later age at diagnosis in
these patients could reflect lack of awareness of CD in this cohort. Our results indicate that dietary advice on weight
maintenance and weight loss is a pivotal part on coeliac dietary education. CD patients who are overweight and obese at
diagnosis may require more support adhering to the GFD.
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Introduction: Vitamin D is known for its role in maintaining bone health. There has been increasing evidence for other
roles, including maintenance of muscle function, although the data remains inconsistent.
Aim: To investigate the relationship between circulating vitamin D levels and muscle strength, as determined by hand
grip strength (HGS), in a large cohort of adults aged ≥60 years. We hypothesised that low vitamin D status would be
associated with poorer muscle strength.
Methods: This was a cross-sectional analysis of 4,434 adults aged ≥60 derived from the English Longitudinal Study
of Ageing (ELSA) wave 6 data. The primary variables were HGS and serum 25-hydroxy-vitamin D [25(OH)D]. HGS was
measured by a Smedley dynamometer in kg as an average of 6 readings, 3 from each hand, and classified according to
gender and BMI specific cut-offs (Fried et al). The inclusion criteria were: participants aged 60 years, with both a valid HGS
and 25(OH)D measure. Vitamin D was defined as deficient ≤30nmol/l, insufficient 31-50nmol/l and sufficient 50nmol/l+
according to the Institute of Medicine (IOM).
Results: Vitamin D deficiency was prevalent, at 23.95%, in this population of older adults. Overall, 56.2% were
considered to be vitamin D insufficient and a majority (87%) of the cohort had levels ≤75nmol/l. In men, there was
a significantly higher prevalence of low HGS in participants classed as vitamin D deficient compared with those with
adequate vitamin D (40.59% v 28.82% respectively, p<0.001). Similarly, in women, low HGS was significantly more
prevalent in vitamin D deficient relative to participants with adequate vitamin D status (46.32% v 32.40% respectively,
p<0.001). A statistically significant weak correlation was noted between vitamin D (IOM cut-offs) and HGS (gender and
BMI cut offs) (p <0.001, rs =0.103).
Conclusion: This study showed a significantly higher prevalence of impaired muscle strength, as determined by HGS,
in vitamin D deficient older adults compared to those with adequate vitamin D status in a large cohort. Further work
is required to determine if raising vitamin D levels, through supplementation or other strategies, would improve muscle
strength in older adults as a component of multi-modal approaches for successful ageing.
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Introduction: Malnutrition is common in patients with cancer because of pre-existing nutritional deficiencies, tumour
location and treatment-related side effects. Prophylactic and reactive balloon gastrostomy tubes are often placed,
specifically in the head and neck cancer population as long term enteral feeding is required to address malnutrition and
nutritional decline. The Dietetic Department in St. Luke’s Hospital (SLH) provides a dietetic service to a significant cohort
of head and neck cancer patients from across the country each year. Balloon gastrostomy tubes can require non-routine
replacement for a variety of reasons. However, there is no radiology department in SLH so historically patients have
needed to be transferred back to their referring hospital for tube replacements.
Aim: To establish a dietetic led service for the replacement of non- routine balloon gastrostomy tubes in SLH
Methods: All 3 dietitians at SLH completed the Re-insertion of Replacement Gastrostomy Tubes Study day at Beaumont
Hospital and gained competence with the technique with the initial tube change completed under medical supervision. A
local policy for the replacement of balloon gastrostomy tubes for the Department was implemented. Following individual
patient assessment and risk analysis balloon gastrostomy replacements were completed by the Dietitian in SLH thereby
eliminating the need for these patients to be transferred back to the referring hospitals for this procedure. A log of tube
replacements by each Dietitian is recorded after each tube change. Data from these logs were analysed using Microsoft
Excel.
Results: Over a 21 month period of review (April 2014 – February 2016), 25 non-routine balloon gastrostomy tubes
were replaced on site at SLH. Reasons for tube change were broken feeding ports (31%), tube splitting (19%), candida
growth (4%), burst balloon (19%), stretched feeding port (12%) and tube blockage (15%). The total cost for the 25
tube replacements by the Dietetic Department was €1367.50. If the service had continued as previous, it was calculated
that the cost would have been €4867.70. A 72% cost saving was incurred which translates to a €2000 annual saving.
Conclusion: The Dietetic Department in SLH have established a service in the hospital for replacing urgent balloon
gastrostomy tubes once the initial stoma tract has formed. This has advanced the role of the Dietitian in SLH and having
all three members of staff trained and competent in replacing the tubes means a seamless service is provided which has
benefits for patients and cost savings for the hospital.
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Introduction: Refeeding Syndrome (RFS) can be defined as severe fluid and electrolyte shifts associated with
recommencement of feeding, both oral and artificial nutrition via the enteral and parenteral route, in malnourished
patients and the resulting metabolic complications. A hospital guideline for the prevention and treatment of RFS was
launched in March 2016.
Aim: To assess degree of RFS risk in patients referred to the dietitian using guideline criteria and describe characteristics
of patients identified at RFS risk
Methods: Data was collected on all referrals to the dietitian over 4 weeks. Admission specialty, age, sex and length of
time to dietitian referral was collected. In addition, kcal/kg including source of kcals in 48 hrs pre dietitian review and care
plans post assessment were recorded.
Results: Two hundred and thirteen referrals were received. Fifty-eight patients (27%) were identified as been at risk of
RFS. ICU admissions had the highest incidence of RFS risk (21%). There were 37 males and 21 females. Average age was
60yrs. Twenty-six patients (45%) had > 1 predisposing factor for RFS, of which malnutrition was the most predominant.
Forty-four patients (76%) were classified at extreme risk or high risk of RFS (6 and 38 patients respectively). Of the
high risk patients, 29 patients (76%) were classified as having one high major risk factor. Electrolyte abnormalities are
highlighted in Table 1, which accounted for 22% of patients having a high major risk for RFS. Over one third (36%) had
no Mg checked and 12 patients (32%) had a low Mg level. Approximately one third had weight loss of > 10% in the last
3-6 months and 26% had little or no kcal intake for > 10days.
Details of the nutritional profile of patients are summarised in Table 2. Figures 1 and 2 demonstrate source of kcals pre
and post review. The majority of patients (57%) were prescribed oral diet post review.
Conclusion: The incidence of risk of RFS was 27%. Magnesium was the electrolyte that was checked least often (36%),
however when checked Mg was the electrolyte most likely to be low (32%). Poor nutritional intake and baseline low Mg
have been shown to be independent risk factors for RFS. Therefore, the refeeding protocol will be adjusted to include the
routine assessment of Mg. Further work will be done to ascertain if the energy prescription was followed and dosage of
electrolytes administered.
Table 1: Summary of Electrolyte Levels
Abnormal Electrolyte Level
K+=14/55 (25%)
Electrolyte level not
available

K+=3/58(5%)

Mg++ =12/37 (32%)

Po43- = 14/50 (28%)

Mg++=21/58 (36%)

Po43- = 8/58 (14%)

Table 2: Nutritional Profile make table so that all text on 1 line on left as my version is
Parameters
Mean weight (n=57)
66kg
Number of estimated weights
11 (19%)
Mean BMI (n=54)
23kg/m2
History of alcohol abuse or drug abuse (n= 54)
21 patients (39%)
Average kcal/kg in 48hrs pre dietitian review (n= 53)
10kcal/kg
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Introduction: Vitamin D is important for calcium homoeostasis and skeletal integrity. The Irish population is at particular
risk due to low levels of UVB-induced dermal synthesis (Cashman, 2013). Furthermore, post-op bariatric surgery patients
are at increased risk due to reduced absorption in the intestine (Aarts, 2001). For this reason, it is important to examine
vitamin D status in a morbidly obese Irish population prior to surgery.
Aim: Assess preoperative vitamin D status of a consecutive series of patients undergoing bariatric surgery at a single
institution.
Methods: Serum 25(OG) D measured through immunoassay was assessed on all patients undergoing bariatric surgery
between January 2014 and December 2015. Demographic data including age, sex and BMI were also collected. The
relationship between vitamin D status, age, sex, BMI and season were assessed using linear regression. Statistical
significance was defined as P<0.05.
Results: A total of 92 patients were included in the analyses. 26(28%) were male 68(72%) were female. The average
age (SD) was 48(10). The mean BMI (SD) was 49(8) kg/m2. The mean preoperative vitamin D status was 42(16) nmol/l.
Only 24(26%) patients had normal Vitamin D levels (>=50nmol/l), 48(52%) had insufficient levels(<50nmol/l) and
20(21%) were deemed deficient(<30nmol/l). Contrary to previous studies there was no statistically significant findings
between male sex, age, BMI with vitamin D levels-see Table 1. Furthermore, there was no statistically significant seasonal
variation. In comparison to the national average (SD) estimates from an Irish study of 60(24) nmol/l, the mean (SD)
vitamin D level amongst our patients of 42(16) nmol/l was clinically and statistically significantly lower (p<0.000).
Conclusion: Rates of vitamin D deficiency and insufficiency in patients undergoing bariatric surgery in Ireland are higher
than the normal population. This research highlights the importance of routinely analysing vitamin D status for all patients
undergoing bariatric surgery so that appropriate supplementation can be instituted at an early stage. Future studies
will include effect of vitamin D supplementation on this population before surgery to ascertain appropriate dose and
maintenance of normal vitamin D status post operatively.
Table1: Effect of Sex, Age, BMI and Season on pre-op Vitamin D
Vitamin D
Sex (male)
Age
BMI
Season1
Spring
Autumn
Winter

Coefficient
-6.7
0.2
-0.4

CI
-14 – 0.6
-0.1 -0.5
-0.5 – 0.8

p-value
p=0.07
p=0.2
p=0.08

-0.6
-9.2-7.9
p=0.8
3.7
-6-13
p=0.4
-1.9
-12-8
p=0.7
*Simple linear regression. 1. Summer is reference group for season.
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Introduction: Despite extensive training and education sessions with nursing staff, compliance with nutritional screening
remains poor on the Acute Medical Unit (AMU) in St Vincent’s University Hospital, with an audit in November 2016
showing only 33% of patients had their Malnutrition Universal Screening Tool (MUST) completed. Lack of time for the
nursing staff to complete MUST has been cited as a prominent issue. Although a number of studies have examined and
validated self-completion of MUST to assess the risk of malnutrition in an outpatient cohort; to date only one recent study
has investigated the feasibility of self-screening amongst an inpatient group.
Aim: This is an exploratory study to examine patient acceptance and ease of use of self-screening for malnutrition on
the AMU.
Methods: Following Ethics committee review and approval, patients admitted to the AMU over a 2 month period were
screened for recruitment into the study. Patients were deemed suitable if aged 18 years or over, alert and oriented and
mobilising independently or with assistance. Patients who would not be able to self-screen due to physical or mental
incapacity were excluded alongside those under 18 years, non-English speaking patients and patients with poor literacy
skills. Body Mass Index (BMI) and weight loss charts were provided alongside the questionnaires, with access to weighing
scales.
Results: 65% (56/86) of newly admitted patients met the inclusion criteria and 58% (50/86) consented to participate
and complete the questionnaire. 78% (39/50) of those volunteers independently completed the questionnaire, with 14%
(7/50) requesting help to complete and 8% (4/50) returning incomplete questionnaires. Of the patients who completed
the questionnaire, 92% (36/39) found it to be easy or very easy and 16% identified themselves as being at high risk of
malnutrition (MUST score >2) with 8% identifying themselves as medium risk.
Conclusion: In contrast to previous findings, self-screening of MUST was found to be acceptable in this cohort of
patients. Further work is required to verify the accuracy of patient self-screening for malnutrition. If patients were able
to accurately self-screen this could improve compliance with nutritional screening, reduce nursing workload whilst
empowering patients and involving them in their own care.
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Introduction: Malnutrition that is undetected and untreated can lead to increased risk of infection, pressure ulcers,
impaired wound healing, falls and poorer health outcomes¹. Guidelines from the Department of Health (DOH) recommend
that routine nutritional screening should be undertaken using a validated tool, for example, the Malnutrition Universal
Screening Tool (‘MUST’)². Effective nutritional screening can help to identify malnutrition risk, enable earlier intervention,
improve clinical outcomes² and reduce healthcare cost³.
Aim: Following the introduction of ‘MUST’ to all residential and rehabilitation units in a long-term care setting, a
retrospective audit on its use was conducted to ascertain compliance with accurate MUST documentation and identify
staff educational needs.
Methods: Over a 4-week period in 2016, ‘MUST’ data documented for 171 residents in residential (η, 130; 76%) and
rehabilitation (η, 41; 24%) units were reviewed. These data included i) height (m, derived from ulna length (cm)); ii) weight
(kg); iii) body mass index (BMI) (kg/m²); iv) percentage (%) weight loss; v) MUST score.
Results: Although 80% of the audited records contained accurate MUST scores, inaccurate scoring occurred in over onethird of those on rehabilitation units (Table 1), due predominantly to poor use of methods to estimate previous weight
when this weight is unavailable and/or miscalculation of % weight loss.
Conclusion: Incorrect MUST scoring for one-fifth of patients could potentially result in inappropriate nutritional
intervention. This audit identified a need for a review of education delivered to nursing staff working on the rehabilitation
wards. Training is required on the methods to estimate previous weight and calculation of % weight loss.
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Introduction: Due to improvements in standards of living, changes in society and developments in healthcare, individuals
have the potential to live longer¹. In Ireland, the proportion of the population aged 65 years or more is expected to increase
from 11% in 2006 to 29% by 2041². As the older population increases, it is important that individuals remain healthy,
functional and independent for as long as possible³. Malnutrition has a detrimental effect on health, wellbeing, quality
of life, disease outcome and dependency in this population⁴,⁶. Its prevalence varies between settings, but is estimated to
be 6% in the community, 14% in institutions, 39% in hospitals and 51% in rehabilitation units⁵. It is important that the
determinants of malnutrition are identified to inform public health policy on its prevention and management.
Aim: The aim of the present research was to conduct a literature review to examine published determinants of malnutrition
in the older population (≥65 years).
Methods: A systematic approach was used to search the PubMed Central, Science Direct and SCOPUS databases. Key
terms searched included ‘malnutrition’, ‘undernutrition’, ‘nutritional status’; ‘elderly’, ‘older adults’; ‘weight loss’, ‘low
BMI’, ‘shrinking’; ‘hospitalised’, ‘rehabilitation’, ‘nursing homes’, ‘institutionalised’, ‘free-living’, ‘community-dwelling’ in
addition to specific determinants of malnutrition commonly assessed in studies. Limits were applied so that only papers
written in English and on humans would be included.
Results: Over 500 studies were identified and 33 determinants suggested. The evidence demonstrated that malnutrition
is a multifactorial condition with many potential determinants which can be classified under seven domains (Table 1).
Conclusion: There are many factors which may contribute to the development of malnutrition in the elderly. Further
work will include secondary analysis of existing Irish datasets to establish determinants of malnutrition within the older
Irish population.
Table 1: Determinants of malnutrition in the elderly
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LJ, Koehler KM, Baumgartner RN, Garry PJ. Changes in nutritional status and patterns of morbidity among free-living elderly persons: a 10-year longitudinal study. Nutrition. 1997. 7Gunduz E,
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R, Mossakowska M, Skalska A, Klich-Raczka A, Tobis S, Szybalska A, et al. Social and economic correlates of malnutrition in Polish elderly population: the results of PolSenior study. J Nutr Health
Aging. 2015. 9Kucukerdonmez O, Navruz Varli S, Koksal E. Comparison of Nutritional Status in the Elderly According to Living Situations. J Nutr Health Aging. 2017. 10Maseda A, Gomez-Caamano
S, Lorenzo-Lopez L, Lopez-Lopez R, Diego-Diez C, Sanluis-Martinez V, et al. Health determinants of nutritional status in community-dwelling older population: the VERISAUDE study. Public Health
Nutr. 2016. 11Schilp J, Wijnhoven HAH, Deeg DJH, Visser M. Early determinants for the development of undernutrition in an older general population: Longitudinal Aging Study Amsterdam. British
Journal of Nutrition. 2011. 12Mowe M, Bohmer T. Reduced appetite. A predictor for undernutrition in aged people. J Nutr Health Aging. 2002. 13Wham CA, McLean C, Teh R, Moyes S, Peri K, Kerse
N. The BRIGHT Trial: what are the factors associated with nutrition risk? J Nutr Health Aging. 2014. 14Mamhidir AG, Ljunggren G, Kihlgren M, Kihlgren A, Wimo A. Underweight, weight loss and
related risk factors among older adults in sheltered housing--a Swedish follow-up study. J Nutr Health Aging. 2006. 15van Bokhorst-de van der Schueren MA, Lonterman-Monasch S, de Vries OJ,
Danner SA, Kramer MH, Muller M. Prevalence and determinants for malnutrition in geriatric outpatients. Clin Nutr. 2013. 16van der Pols-Vijlbrief R, Wijnhoven HA, Schaap LA, Terwee CB, Visser
M. Determinants of protein-energy malnutrition in community-dwelling older adults: a systematic review of observational studies. Ageing Res Rev. 2014. 17Locher JL, Ritchie CS, Roth DL, Baker
PS, Bodner EV, Allman RM. Social isolation, support, and capital and nutritional risk in an older sample: ethnic and gender differences. Soc Sci Med. 2005. 18Johansson Y, Bachrach-Lindstrom
M, Carstensen J, Ek AC. Malnutrition in a home-living older population: prevalence, incidence and risk factors. A prospective study. J Clin Nurs. 2009. 19Vivanti A, Ward N, Haines T. Nutritional
status and associations with falls, balance, mobility and functionality during hospital admission. J Nutr Health Aging. 2011. 20Timpini A, Facchi E, Cossi S, Ghisla MK, Romanelli G, Marengoni A.
Self-reported socio-economic status, social, physical and leisure activities and risk for malnutrition in late life: a cross-sectional population-based study. J Nutr Health Aging. 2011. 21Boulos C,
Salameh P, Barberger-Gateau P. Malnutrition and frailty in community dwelling older adults living in a rural setting. Clin Nutr. 2016. 22Neyens J, Halfens R, Spreeuwenberg M, Meijers J, Luiking Y,
Verlaan G, et al. Malnutrition is associated with an increased risk of falls and impaired activity in elderly patients in Dutch residential long-term care (LTC): a cross-sectional study. Arch Gerontol
Geriatr. 2013. 23Tannen A, Lohrmann C. Malnutrition in Austrian hospital patients. Prevalence, risk factors, nursing interventions, and quality indicators: a descriptive multicentre study. J Adv Nurs.
2013. 24Naseer M, Forssell H, Fagerstrom C. Malnutrition, functional ability and mortality among older people aged 60 years: a 7-year longitudinal study. Eur J Clin Nutr. 2016. 25Barbara Pereira
Costa A, Andrade Carneiro Machado L, Marcos Domingues Dias J, Keller Coelho de Oliveira A, Ude Viana J, da Silva SL, et al. Nutritional Risk is Associated with Chronic Musculoskeletal Pain in
Community-dwelling Older Persons: The PAINEL Study. J Nutr Gerontol Geriatr. 2016. 26Rose A, Thimme A, Halfar C, Nehen HG, Rubben H. Severity of urinary incontinence of nursing home residents
correlates with malnutrition, dementia and loss of mobility. Urol Int. 2013.
Acknowledgements: This work was supported by funding from the Department of Agriculture, Food and the Marine and Health Research Board through the Joint Programming Initiative - A
Healthy Diet for a Healthy Life (JPI HDHL) Knowledge Hub on Malnutrition in the Elderly (MaNuEL).

Ballsbridge Hotel, Dublin 4

March 28th

47

POSTER PRESENTATIONS
Finding the Time - Audit of Mealtime Processes and Support on a busy Acute Ward
Ms E Digan1, H O’Reilly2, MJ Halley2, E Bent3, M Hickey4, S Feehan1, R Collins2

Nutrition & Dietetics Department, Tallaght Hospital, Dublin 24, , 2Age Related Health Care Department, Tallaght Hospital, Dublin 24, ,
Catering Department, Tallaght Hospital, Dublin 24, , 4Quality Safety and Risk Department, Tallaght Hospital, Dublin 24,

1
3

Introduction: It has been found that organisations still repeatedly fail to provide people with the basic right to food,
drink and support when they need it (1). In acknowledgment that food service in hospitals must be given a higher priority
and recognised as an integral part of the patient’s treatment and care, Irish hospitals must now have a system to evaluate
nutrition and hydration care for patients admitted to hospital. (2,3)
Aim: The aim of this audit was to examine the level of mealtime support available to patients during the main mealtime
service.
Method: The ward chosen was one with the highest requirement for patient mealtime support. An audit of the ward
process during the main mealtimes was undertaken to establish the baseline (phase I). Having observed factors which
contributed to staff being unavailable to provide mealtime support and/or patients not being ready for their meals, a
number of Quality Improvement (QI) initiatives were introduced over the following months (phase II). A re-audit was
undertaken one year later to assess the impact of these initiatives on patient care (phase III).
Results: The main findings from phase I and III are summarized in Table 1, whilst the QI initiatives are listed in Table 2.
Conclusion: The audit highlighted the need to alter ward processes around the mealtime service. The quality
improvement initiatives introduced had a positive impact, enabling ward staff to improve adequacy of mealtime support
to patients, leading to better patient quality care at this time.
Table 1. Findings pre and post Quality Improvement Initiative Implementation
Findings

Phase I

Phase III

Percentage of patients eating within 5 minutes of receiving a meal

79%

90%

Percentage of patients who received adequate mealtime support

55% (33-75%)

85% (75-100%)

Nursing

8%

18%

Health Care Assistants

32%

78%

Percentage of staff time given to patients for mealtime support

Table 2. Quality Improvement Initiatives Implemented
Phase II Quality Improvement Initiatives
Definite the start and finish times
Patients to be back to the ward from Therapy
Ward clerk to remain on ward for mealtimes

Introduce a Lead-In Time for Patient Preparation for meals
CNM to be on the ward for service or nominate an in-charge
Protected Mealtimes were introduced
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Introduction: Older adults (>65 years) are at increased risk of malnutrition compared to their younger counterparts¹,²,³.
It is essential that screening for malnutrition is conducted using a reliable and valid tool to ensure early identification and
that this is followed by timely and appropriate intervention. Many nutritional screening tools are used in the elderly, each
containing a diverse range of parameters and validated against different standards. Because of this, some may be more
suitable than others for use with older people.
Aim: This aim of this study was to review the reported validity of existing screening tools used in older adults in differing
settings.
Methods: A literature review using a systematic approach was conducted. Electronic searches were performed
during the months of August to October 2016 in the following databases; PubMed Central, CINAHL Plus and Science
Direct. Key search terms used included “malnutrition”, “undernutrition”, “nutrition”; “over 65s”, “elderly”, “older
persons”; “screening tools”, “nutritional screening”; “hospital”, “primary care”, “nursing homes”, “home-care”,
“institutionalised”, “community-dwelling”, “community care”; “validity”, “validation” as well as known individual
nutritional screening tools.
Results: Forty-seven screening tools and one hundred validation studies were identified. Eighteen (38%) screening tools
were designed specifically for older people (e.g. MNA-SF) but the majority (62%) were designed for generic use with all
adults (e.g. NRS-2002). Furthermore, each tool included different parameters (53 different parameters were identified),
some of which are considered more appropriate for malnutrition screening in older adults (e.g. weight loss) than others
(e.g. serum albumin)4,5. Poor study design (tools not compared to an appropriate ‘gold standard’ reference) and weak
validation results (e.g. low sensitivity and specificity) were apparent in many of the validation studies.
Conclusion: A large number of nutrition screening tools exist. Results of validation studies in elderly populations vary
greatly from tool to tool, and also vary considerably in studies using the same tool but in different settings. Although many
of the tools are recommended for use in older people, their derivation and/or validation in younger populations mean that
they may not be reliable in older adults or in settings outside those in which they have been validated.
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Introduction: Vitamin D deficiency is well described in the UK general population. Intestinal failure patients are thought
to be particularly at risk, due to a reduced ability to digest and absorb vitamin D from food. All patients with intestinal
failure in Northern Ireland are reviewed at the Intestinal Support Clinic in the Belfast Trust.
Aim: Our aims were to review the prevalence of Vitamin D deficiency in patients with intestinal failure in Northern Ireland;
and to assess patient response to oral Vitamin D replacement.
Methods: All patients who attended the intestinal support outpatient clinic in Belfast in 2015 were identified. Medical
notes and electronic records from 2010-2016 (including electronic care records, GP prescriptions, laboratory and
radiological systems) were reviewed for each patient. Types and duration of vitamin D supplementation were recorded for
each patient. Pre- and post-supplementation levels of vitamin D, adjusted calcium, magnesium and phosphate were also
collated. Post-supplementation bloods were sent at least 3 months after onset of replacement. Vitamin D deficiency was
categorised by the National Osteoporosis Society’s 2013 proposed thresholds for Vitamin D in the UK.
Results: Of the 122 patients who attended the intestinal support clinic in 2015, 46 patients were on either subcutaneous
fluids or parenteral nutrition/fluids; 18 patients required enteral nutritional support and the remaining 58 patients received
dietary and/or pharmacological measures alone. The median age was 54 (range 22-84 yrs), 104 of the 122 patients had
complete blood results.
The median Vitamin D level before replacement was 30.5 nmol/L(range <8 – 110). This compares with a previously
published regional Vitamin D median level of 64.3 nmol/L. Seventy-one patients were commenced on high dose
colecalciferol (20,000 units twice daily); 27 patients were commenced on low dose colecalciferol (400-800 units twice
daily). The median vitamin D level post replacement was 83.5 nmol/L(range <8 - >175) (figure 1). Thirteen patients had
levels greater than 175 nmol/L after replacement. There was no difference in serum magnesium, phosphate and calcium
levels before and after supplementation. Three patients had new onset high adjusted calcium levels post Vitamin D
replacement (range 2.60-2.74).
Conclusion: We report that intestinal failure patients are at risk of Vitamin D deficiency. Oral vitamin D safely and
effectively corrected deficiency in our patients with intestinal failure.
Figure 1
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Introduction: As per IrSPEN, malnutrition affects more than 25% of patients admitted to hospitals in Ireland. The
malnutrition universal screening tool (MUST) is an invaluable method to assess patients risk of malnutrition and stratifies
patients on the need for nutritional intervention on the basis their MUST score. This includes dietician referral, oral intake
monitoring and high calorie diet. The Braden scale is used to identify patients at risk of developing pressure ulcers in
hospital and incorporates patient’s nutritional status.
Aim: To identify if recording of patient’s weight, Braden score and MUST scoring is routinely being undertaken in SIVUH
and to assess if patients in whom the MUST was recorded are on the appropriate nutritional care pathway as per the
MUST guidelines.
Methods: Data was collected over a 2-week period in January 2017 in the South Infirmary Victoria University Hospital,
Cork. Information was extracted from all inpatients in 4 surgical wards using patient’s end of bed notes, admission notes
and nursing notes. Results were analysed using SPSS.
Results: This study assessed 65 inpatients in an elective surgical hospital across 4 wards. Weights were recorded in
73% of patients. Over 65% of patients had no Braden scale calculated to assess pressure ulcer risk. 34% of patients
had a MUST score recorded. Of those with MUST scores, 67% had a score of 0 recommending routine care and advising
repeating MUST scores weekly. In those who had higher MUST scores recorded, 63% were not appropriately following
the recommended MUST action/care plan of treatment.
Conclusion: Malnutrition affects over 25% of inpatients in Irish hospitals yet in this study only 34% of inpatients had
been assessed using the MUST and only 35% of inpatients had Braden scale calculated. Of those who were assessed, only
37% of patients were placed on the correct nutritional care pathway either by monitoring oral intake, referral to dietetic
services or following a high calorie diet. This study highlights the fact that despite the MUST having been introduced over
10 years ago, Irish healthcare workers have yet to fully appreciate and implement this invaluable tool. It also brings to
light the fact that there are flaws in relation to understanding the MUST scoring system and the need for further staff
education in this regard.
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Introduction: The service was established in May 2011 to address the gap in service provision for those patients in
receipt of home enteral feeding, specifically lack of domiciliary services 1 - 3. This service is provided by two community
dietitians who have completed additional training in the management of enteral tube feeding and is 10% of their total
caseload. This service is provided within the limerick city and county area which has a population of 195,175, based on
2011 census 4.
Aim: The aim of this audit was to highlight the effectiveness of the Home Enteral Feeding Service in supporting the patient
who is in receipt of home enteral nutrition.
Methods: A retrospective audit of case notes, reviewing interventions and frequency of contacts.
Results: Between May 2011 and May 2016 there were a total of 88 patients referred who were home enterally fed and
had a feeding tube in place. During this time period 55 gastrostomy tube replacements were carried out, 43 tubes were
replaced for domiciliary clients and 12 tubes changes were carried in in nursing homes or residential care units.
100% of these replacements took place in the community avoiding hospital transfer
251 home visits were carried and there were 782 telephone contacts providing advice to patients and carers in relation
to the patient’s feed or the feeding tube.
Conclusions: This service provides a clear cost saving. There is value in having of a dedicated point of contact in the
community for patients who are in receipt of home enteral nutrition. The community dietitian who can provide a domiciliary
service for patients requiring home enteral feeding is one essential aspect of the service. In addition to providing home
visits, 76% of the total contact time with patients and carers was via telephone. The audit has demonstrated how the
Dietitian can play a valuable role in preventing hospital admissions for tube related issues which can be managed in
primary care by supporting the patient and carer in the appropriate care of the tube.
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Introduction: Globally vitamin D deficiency is highly prevalent, with older populations at higher risk. Low vitamin D
status had been associated with cognitive decline and progression to dementia. However, evidence for cognitively healthy
older adults without cognitive impairment or onset of dementia remains to be clarified.
Aim: The aims of this systematic review were to i) determine if vitamin D concentration (25(OH) D) was associated
with cognitive outcomes in aged 50+ people living independently in the community, without any discernible cognitive
impairment, ii) identify which, if any, specific cognitive domains or outcomes presented evidence of associations, and iii)
to explore what levels of 25(OH) D were associated with cognitive outcomes.
Methods: A systematic review of 25 (OH) D or 1, 25 (OH) D concentrations and cognitive outcomes was performed. Data
sources included Pubmed, Medline, Cochrane, Clinical Trials.gov and hand searchers of published review references list of
literature published from 2006 to 2016. Validity of studies was assessed by two researchers using the Newcastle–Ottawa
scale for cross sectional and cohort studies. PRISMA guidelines for reporting systematic reviews were followed.
Results: Sixteen articles, comprising of 18 studies met our inclusion criteria; 8 cross sectional and 10 observational
studies. The quality of evidence for these studies was high due to strict methodological review criteria applied. No RCT’s
met the inclusion criteria. A statistically significant association between circulating 25(OH)D and cognitive performance,
on one or more cognitive measures, was documented in 15 of the 18 studies (83.3%). Typically, effects were seen in
cognitive scores when comparing low (<30nmol/L) to high (75nmol/L) 25(OH)D status, although an optimal 25(OH)D
level for cognitive health could not be determined. Considerable heterogeneity in cognitive assessment methods was
notable across studies, with 17 cognitive outcome measures identified.
Conclusion: Lower circulating 25 (OH) D was associated with poorer cognitive performance in aged 50+ adults, thus
extending previous findings in mixed cognitive population to healthy older adults. The considerable heterogeneity
in the number and types of cognitive assessment used and in reporting of vitamin D status highlights the need for
standardisation in future studies. Well-designed RCT’s using valid comprehensive cognitive assessments, are required
to determine if raising 25(OH)D concentrations through supplemental vitamin D may support cognitive health and be a
viable component of lifestyle approaches for successful ageing.
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Introduction: Many people with dementia are affected by changes in their appetite and food preferences, which
often results in weight loss and other health complications. The Dietitians of the Older Person and Dementia Interest
Group developed a resource that specifically addresses all aspects of nutrition and mealtime experiences for people with
dementia to support and inform caregivers.
Aims: To develop a national nutrition and dementia guide to optimum nutrition and mealtime experience and to facilitate
the distribution of a free copy of this comprehensive printed resource to family members and caregivers in the home
setting, and to health care professionals in day centres, hospitals and residential care settings to support education,
training and increased awareness of the nutritional needs of people with dementia.
Methods: The following steps were completed; decision by members of Older Person and Dementia Interest Group
(OPDIG) to develop a Nutrition Resource for those caring for a person with dementia (February 2015), project lead
appointed, recruitment of project team by project lead from OPDIG membership (8 in total), development of resource
content, overseen by project lead, resource distributed for consultation and feedback from all OPDIG members,
presentation of the completed Nutrition and Dementia Resource by Project lead – decision taken by OPDIG members to
publish resource, formation of sub-committee to explore interest of possible sponsors, agreement of National Dementia
Education Project to sponsor booklet, consultation with dementia specialists and dementia working group and family
carers for feedback and practical suggestions, written tender to 3 publishers and publisher appointed, regular meetings
with publishers to finalise layout and design, final publication of 3,500 copies of dementia booklet, promotion and
Distribution of Booklet and official Launch – Figures 1-3
Conclusion: This is the first national nutrition and dementia resource to be produced, specifically by dietitians, to help
address the nutritional concerns of those caring for a person with dementia. The fact that very few copies are still available
6 months after publication is testament to the fact that the resource was needed and valued by those helping to care for
a person with dementia in Ireland.

54

Irish Society for Clinical Nutrition & Metabolism

POSTER PRESENTATIONS
Enteral Nutrition Practices for Preterm Infants: A Survey of Healthcare Practitioners’ Views in Ireland
Mrs Mary Fitzpatrick1,2
Fitzpatrick M., University of Plymouth, Plymouth, United Kingdom, 2Fitzpatrick M., Cavan & Monaghan Hospital, Cavan,
Ireland
1

Introduction: Enteral nutrition is fundamental to support growth and neuro-development of preterm infants. Practices
that play an important role include: early initiation of enteral feeds, use of human milk particularly mother’s expressed
breast milk (MEBM) and fortification of human milk1,2.
Aim: Investigate healthcare practitioners’ views on enteral nutrition practices for preterm infants in level 1, 2 and 3
neonatal units in Ireland.
Methods: An evidenced based questionnaire was developed including: timing of enteral feeds, administration of enteral
feeds, types of enteral feeds, breast milk fortification, probiotics, micronutrient supplementation, weaning practice and
demographics. Electronic and paper questionnaires were distributed to nine neonatal units in Ireland.
Results: The response rate was 20% (36/176). Initiation of enteral feeds within 48 hours was reported by 100% (36/36)
of practitioners for infants >28 weeks gestational age, by 91% (29/32) of practitioners for infants 26 – 27 weeks
gestational age and by 76% (19/25) of practitioners for infants <26 weeks gestational age. The availability of MEBM
and the condition of the infant were reasons for delaying enteral feeds. 61% (22/36) of practitioners reported starting
enteral feeds at 10 – 20ml/kg/day for moderate risk preterm infants. 49% (17/35) of practitioners reported advancing
enteral feeds by 20ml/kg/day or less for moderate risk preterm infants. 64% (23/36) of practitioners reported starting
enteral feeds at 10 – 20ml/kg/day for high risk preterm infants. 44% (16/36) of practitioners reported advancing enteral
feeds by 10ml/kg/day and 42% (15/35) of practitioners reported advancing enteral feeds by 20ml/kg/day for high risk
preterm infants. Breast Milk Fortifier (BMF) was not used routinely despite 73% (22/30) of practitioners being in favour
of BMF. There was variation on the strength, timing and use of BMF post discharge. 51% (18/33) of practitioners do not
recommend routine use of probiotics. The criteria for iron supplements varied across all units. 67% (24/36) of practitioners
reported that vitamin D is prescribed for all preterm infants. 31% (11/36) of practitioners reported recommending weaning
at 6 months, 14% (5/36) recommended 4 – 6 months corrected gestational age while 11% (4/36) recommended 5 – 8
months actual gestation age.
Conclusions: There are areas of uncertainty and variability in advancing of enteral feeds, BMF practice, micronutrient
supplementation, probiotic use and weaning advice. These findings are similar to international research 3, 4. Further
evidence to optimise enteral nutrition for preterm infants is required. All neonatal units in Ireland should audit enteral
practices.
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Introduction: There are many parameters at play in utero which may influence foetal development, such as the woman’s
metabolic status, her lifestyle behaviours and her nutritional intake both during the periconceptional period and over
the course of her pregnancy. Nutrient availability at sensitive stages of gestation is an important determinant of foetal
growth and therefore, may impact birthweight and neonatal body composition. The relationships between maternal
dietary intakes in early pregnancy and neonatal adiposity have not been clearly elucidated.
Aim: To determine the relationship between periconceptional and early pregnancy dietary intakes, and neonatal adiposity.
Methods: Women were recruited at their convenience after sonographic confirmation of a singleton ongoing pregnancy.
Women completed a semi-quantitative Willet food frequency questionnaire evaluating habitual food and nutrient intakes
at their first antenatal visit. Neonatal body composition was measured using air displacement plethysmography within
three days of birth.
Results: A total of 80 mother-neonate dyads were included in the analysis. Mean maternal age was 30.1 ± 4.8 years
and mean BMI was 24.4 ± 4.4 kg/m2. Less than half of the women (n=38) were nulliparous. On simple linear regression,
total fat (p=0.02), monounsaturated fat (p=0.04), polyunsaturated fat (p=0.004) and vitamin E (p=0.048) intakes were
positively correlated with neonatal fat mass index. When maternal BMI was controlled for on multivariate regression, only
the relationship between polyunsaturated fat intake and neonatal fat mass index persisted (p=0.03).
Conclusion: Maternal dietary intakes of polyunsaturated fat in the periconceptional period and early pregnancy are
positively correlated with neonatal fat mass index at birth when maternal BMI is controlled for. Thus, dietary interventions
in early pregnancy which target the reduction of maternal dietary fat intake may favourably influence neonatal adiposity
at birth. Further longitudinal studies are needed to confirm this theory, and to evaluate the health effects of neonatal
adiposity over the life-course.
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Introduction: Maternal nutrition intakes during both the peri-conceptional period and pregnancy influence the health
outcomes of the woman and her offspring, and are subject to maternal nutritional knowledge.
Aim: This study examined the relationship between maternal nutrition knowledge in early pregnancy and neonatal
outcomes.
Methods: Women were recruited at their convenience after sonographic confirmation of a singleton ongoing pregnancy
in the first trimester. Women’s demographic details were recorded. Weight and height were measured and BMI was
calculated. Women completed a nutrition knowledge questionnaire adapted for pregnancy from a validated nutrition
knowledge questionnaire. Nutrition knowledge scores were calculated and categorised as low level (< mean – 1 standard
deviation), medium level (mean ± 1 standard deviation) or high level (> mean + 1 standard deviation). Birthweight and
head circumference measurements were collected at birth.
Results: Of the 91 mother-infant dyads, the mean maternal age was 31.8 (SD 6.0) years. The mean maternal BMI
was 25.0 (SD 5.0) kg/m2 and 16.5% were obese. Overall, 70.3% had a third level educational qualification or above
and 52.5% were nulliparous. Nutritional knowledge categorisation was as follows: 15.4% had a low level of nutrition
knowledge, 70.3% had a medium level and 14.3% had a high level. Maternal nutrition knowledge in the first trimester of
pregnancy was not associated with birthweight (p=0.83) or neonatal head circumference (p=0.41).
Conclusion: Foetal growth is a complex process with many influential factors at play in utero. This study found that
maternal nutrition knowledge in early pregnancy, as a possible predictor of dietary behaviour; was not associated with
birthweight or neonatal head circumference.
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Introduction: Malnutrition can be both a cause and a consequence of disease, and can lead to worse health and clinical
outcomes in all social and healthcare settings. The annual healthcare costs associated with malnutrition is estimated at
over €1.4billion in Ireland, exceeding that of obesity. It is estimated that in Ireland the number of inpatient bed days
arising from longer length of stay (LOS) due to malnutrition exceeds 250,000 per year. These all contribute to delayed
discharge in our organisation and poorer patient outcomes.
Aim: Nutrition support intervention is known to improve clinical outcomes and quality of life. To ensure patients receive
the right intervention at the right time requires that systems are in place to identify patients at risk of malnutrition and
prevent patients from becoming malnourished The QI Project Team introduced a series of quality improvement plans
around nutrition (including MUST Screening, Meal Time Assistance mats, communication tools) over an eight week period.
Methods: The QI Project Team used the Model for Improvement (MFI) as an approach to improving patient access to
optimal nutritional care on a 35 bed neurosurgical ward. Combined with the Plan, Do, Study, Act (PDSA) cycle, the model
is a simple & powerful tool for accelerating improvement. A baseline audit was undertaken showing the rate of screening
compliance was 0%. Over 8 weeks a number of PDSA’s were introduced including: Ward Based Training, Admission Pack
Flow Sheet, Self-Auditing, Red Mats introduction for patients requiring assistance. Sampling methods were used to collect
data weekly which was plotted on time series run charts.
Results: Over an 8 week period, the ward team achieved a sustained compliance rate of 80% for malnutrition screening
(figure 1). There was also an improvement with mealtime assistance observed, with 100% of patients receiving timely
assistance post intervention (compared to 72% at baseline) (table 1).
Discussion: A significant improvement in optimising the nutritional care for patients was achieved using the Model
for Improvement and PDSA cycles. The methodologies used in this project are being replicated in other wards across
Beaumont Hospital with the aim of having all wards compliant with MUST and red mats routinely being used to highlight
meal time assistance by the end of Quarter 1 2017. This will benefit all patients admitted to Beaumont Hospital and is
expected to reduce average LOS & reduce bed days across the organisation.
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Introduction: Obesity, malnutrition, constipation & swallowing problems are known nutritional issues among both
community dwelling and institutionalised adults with intellectual disabilities (ID) (1, 2). Adult service users with ID have
recently transitioned from HSE residential care sites to community houses in the Midlands (CHO 8). The nutrition care
needs of this group in their changed care environment are unknown.
Aims: The aim of this quality improvement initiative was to determine the nutrition care needs of adults with ID in the
‘community house’ care environment on behalf of regional HSE disability services.
Method: One CD was assigned to a three month project (June-August 2015) carried out in counties Laois, Longford &
Westmeath. Visits to each of the sites (n=24) were arranged in advance. In the absence of a validated nutrition screening
tool for this population, the CD implemented nutrition screening using ‘MUST’ (3) in combination with a locally developed
nutrition needs questionnaire on 100% of service users (n=116 ) .The nutrition needs questionnaire included questions
on bowel management and laxative usage, swallowing difficulties, heart health parameters and nutrition support. Weight
& Height were either measured directly where possible or estimated indirectly (i.e. ulna length was used to estimate
height).
Results: One hundred and seven (92%) service users were screened (n=49, 46% male, n=58, 54% female). The mean
age of service users was 58 years (SD 9.69) (73% were aged 18-64, 27% aged >65 years). The mean BMI was 26.6kg/
m2 (SD 5.59). The prevalence of nutrition care needs in order of frequency was constipation (n=63, 59%) overweight
and obesity (n=62, 58%), swallowing difficulties (n=56, 52%), malnutrition (n=14, 13%). Eighteen (17%) had high
cholesterol. Seven (7%) had diagnosed Type 2 Diabetes. Fourteen (13%) were prescribed oral nutritional supplements
and n=4 (4%) were on enteral tube feeding. Of note n=60 (56%) service users were prescribed one or more laxatives.
Conclusion: Service users in this environment have varied and complex needs requiring on-going dietetic support to
improve quality of nutrition care. Constipation is a considerable problem, which was found to be treated primarily with
laxative prescription rather than a dietary approach.
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Introduction: Malnutrition is associated with complications such as pressure ulcers and increased lengths of stay
amongst patients admitted to acute hospitals. Nutrition support intervention is known to improve clinical outcomes
and quality of life. To ensure patients receive the right intervention at the right time requires that systems are in place
to identify patients at risk of malnutrition and prevent patients from becoming malnourished. A key recommendation of
current national guidelines for preventing malnutrition is to use the Malnutrition Universal Screening Tool (‘MUST’) 5 steps
screening tool. The ‘MUST’ is a method of identifying the patient at nutritional risk and assignment of a risk score which
leads to a subsequent plan of care.
Aim: To use quality improvement (QI) methodologies to increase the completion rates of the ‘MUST’ on admission to a
new Specialised Geriatric Ward by 60% from a baseline of 20%.
Methods: The multi-professional QI Project Team used the Model for Improvement (MFI) as an approach to improving
rates of screening using the ‘MUST’ tool on an acute ward. Combined with the Plan, Do, Study, Act (PDSA) cycle the model
is a simple, yet powerful tool for accelerating improvement. The team carried out a process mapping exercise initially
and created driver diagrams to outline the ideas of improved outcomes. These were tested and enhanced with the PDSA
cycles. A baseline audit was undertaken showing the rate of ‘MUST’ completion was 20%. Over 8 weeks a number of
PDSA’s were introduced including: Nurse education, introduction of an admission checklist and availability of equipment.
Sampling methods were used to collect data weekly which was plotted on time series run charts (see figure 1).
Results: The team set a SMART aim to increase screening rates by 60% over 8 weeks. An actual increase of 80% was
achieved and monthly audits continue which show a 92% compliance rate.
Conclusion: A significant improvement in screening rates for malnutrition using the ‘MUST was achieved using the MFI
and PDSA cycles. Screening is now embedded into the wards admission process and dietetic intervention takes place
earlier in the patient’s journey. Due to the success of this project, the HSE QI Division developed a national guidance
document: Malnutrition screening using “MUST”: A brief guide for improving. This is available on the HSE website.
We are now using these QI methods to roll out the use of ‘MUST’ across Beaumont hospital.
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Introduction: Communication and empathy is fundamental to therapeutic relationships and key to patients’ definition
of quality of care. The Consultation and Relational Empathy (CARE) measure is a patient-rating empathy measure which
comprises of a ten statement questionnaire using a five-point scale from poor to excellent. The maximum CARE score
attainable is 50.
Aim: The aim of this study is to assess the level of empathy among Health and Social Care Professionals (HSCP) in St
James’s Hospital, as perceived by patients using the validated CARE measure.
Methods: Patients were approached after consultation with Dietitian, Physiotherapist, Medical social worker,
Occupational therapist or speech and language therapist. Questionnaires were anonymous and completed independently
by the participants where possible. Participants with communication difficulties recruited from speech and language (SLT)
were facilitated through the use of a picture based version of the questionnaire. Data was inputted on the CARE website
which calculated CARE scores and compared HSCP to their professional peers.
Results: Ethical approval for the study was obtained from SJH/AMNCH Research Ethics Committee. 408 participants were
recruited after HSCP consultations, 366 outpatients and 152 inpatients. The average score was 44 for inpatients and for
outpatients was 48.35. Within the sample collected from dietetic clinic (n=217) there was a non-significant difference
in CARE scores and the level of behaviour change training undertaken. Those who completed advanced training scored
higher (mean 49.5 ± 0.1) than those with basic training (48.6 ± 0.8), P = 0.34. The themes that emerged from qualitative
data were all positive and include good listening, knowledge, giving hope, motivation, dispelling anxiety and instilling
confidence.
Conclusion: Results show that SJH Clinical Nutrition, Physiotherapy, Occupational therapy and SLT score highly on the
CARE measure. As this tool is not validated for inpatient setting it may explain the lower score in this sample. The study
demonstrates HSCP staff interact with high levels of empathy when dealing with patients, ensuring that patient-centred
compassion, respect, dignity and care are at the forefront of their clinical practice. Patient feedback indicated that patients
value the expert role of the HSCP in providing support to manage their health. Further engagement of dietitians with
CARE measures would allow investigation of associations between behaviour change training and patient empathy.
References
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Introduction: To manage increasing gestational diabetes mellitus (GDM) cases, after the change in diagnostic criteria,
multidisciplinary team (MDT) (dietitian, nurse and physiotherapist) structured group education sessions were introduced.
This study evaluates the impact of the intervention.
Methods: Women deemed appropriate for group sessions were recruited. They completed a Willet Food Frequency
Questionnaire and International Physical Activity Questionnaire Score (IPAQ) to ascertain habitual diet and exercise. They
completed a three-day food diary and repeated IPAQ one week later. Gestational weight gain and glycaemic control were
monitored. Additional data including serial foetal abdominal circumference (AC) and birth weights was collected. Data
was analysed using Net WISP (V 3.0) and SPSS® version 18.0.
Results: Full data sets were obtained for 77 women. Carbohydrate intake reduced significantly from a mean intake of
292g to 155g (p = 0.0001, 95% CI 106 – 169g). The largest reduction was in the consumption of sugar-based drinks,
reducing by 352g on average (p = 0.000, 95% CI 242 – 463g). Physical activity levels improved by a mean of 891
MET-minutes per week (p = 0.001, 95% CI 408 – 1373 MET-mins). Fasting blood glucose reduced by an average of
0.19mmol/l in a week (p = 0.001, 95% CI 0.11 – 0.25mmol/l). Foetal scans showed a reduced AC in women with the
highest reduction of sugar (p= 0.029) and in obese women with weight loss post intervention (p=0.000). Group session
resulted in clinical time saving of 0.5 WTE MDT staff.
Conclusions: MDT structured group education is a cost effective and efficient treatment for GDM in selected women.
Reduction in carbohydrate consumption (especially sugar based drinks) and increasing physical activity appears to impact
on maternal weight and foetal AC. Further investigation on the association between neonatal AC and maternal diet in
GDM women is warranted.
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Background: Knowledge of cancer risk factors amongst Irish female adults has previously been shown to be poor.¹
Knowledge levels in males is currently unknown. Improved understanding of risk factor perception could help inform
future health promotion activities.
Aims: To investigate understanding of cancer risk factors amongst Irish males.
Methods: A 42-question online survey adapted from a previously designed instrument was redistributed to adult males
only.
Results: 659 males over the age of 18 years have participated to date. Median age is 35 years (range: 18–75 years). 73%
were educated to at least a post-leaving certificate level. 74% expressed worry about developing cancer, however only
49% reported having looked for information about cancer. 8% believed that family history of cancer meant personal risk
was unmodifiable. Over 80% overestimated the role of hereditary factors. ‘Luck’ was thought to be a strong determinant
in 10% and 12% believed it was too late to attenuate their risk of cancer. Only 49% of the respondents were aware
that obesity is a risk factor while 30% were unaware of the importance of body fat distribution. 95% correctly identified
regular physical activity as a protective factor. 44% to 57% believed that testicular cancer risk was increased by tight
underwear, genital injury, carrying mobile phones in pockets or extended use of laptop on the lap. 22% and 57% thought
that detox diets and organic food respectively reduced risk. 64% assumed genetically modified foods to be a risk factor
however, 80% were aware of the association between processed meats and cancer. 30% incorrectly believed dairy intake
increases cancer risk. In terms of alcohol consumption, 22% believed complete abstinence to be the best way to avoid
cancer while 52% disagreed with this statement. Smoking was identified as a risk factor by 98% of respondents. 43%
believed vitamin or mineral supplements protected against cancer. Overall, 57% believed in the concept of cancer fighting
foods.
Conclusion: A significant proportion of Irish males remain misinformed about cancer risk. Of note is the widespread belief
in various diet and injury-related myths. Importantly in this relatively young Irish male cohort, alcohol is an underestimated
risk factor. Interestingly, while most of the cohort reported concern over developing cancer, less than half had sought
information from any source.
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Introduction: Refeeding syndrome is a potentially life threatening condition associated with initiating nutrition support
in high risk malnourished patients. The Irish Society of Clinical Nutrition and Metabolism (IrSPEN) guidelines for ‘Refeeding
Syndrome’ recommend identification, prevention and treatment of refeeding syndrome as part of routine nutritional
screening programmes within hospital. The recommended first step to implementation of guidelines at a local level is
audit of current practice.
Aim: To identify prevalence of patients at (high) risk of refeeding syndrome using NICE/IrSPEN criteria within a sample of
admissions at St. James’s Hospital. To analyse local practices and adherence to IrSPEN refeeding guidelines.
Methods: We audited patients admitted over 10 working days to acute medical wards. The audit tool from IrSPEN
guidelines (IrSPEN 2013) was used for identification and review of management. Inclusion criteria: less than 72 hours
admission. Exclusion criteria: On ventilator or critically unwell identified by CNM, Palliative identified by CNM, Patients
on dialysis or end stage renal failure, unable to assess height or ulna length or self-reported height and unable to talk to
patient or carer.
Results: Within a sample of 102 patients, 17 were identified at high risk of developing refeeding (16.8%) and 20 were
at moderate risk (19.6%). Of those at high risk, 70% (n=12) were on a thiamine supplement at time of audit. Only
23% (n=4) had daily renal profile, phosphate and magnesium levels tested for 5 consecutive days as recommended.
Overall 17.6% (n=3) of patients identified at high risk were managed in compliance with the IrSPEN refeeding syndrome
guidelines. All of the patients identified at high risk were tolerating oral diet with no indication for enteral or parenteral
nutrition. This study was limited by the choice of wards and exclusion of ventilated patients. In addition, we did not follow
up patients to assess if those at high risk actually went on to develop refeeding syndrome.
Conclusion: Audit results will inform the development of a local policy. Nursing staff identify routine height measurement
as a barrier to implementation. While some of the 102 were on artificial nutrition support none of the 17 patients at
high risk required artificial feeding at the time of the audit. All patients commencing enteral and parenteral nutrition are
assessed by dietetics and therefore risk assessed and managed according to guidelines. Further research is needed into
the risk of developing refeeding syndrome particularly in patients on oral nutritional supplements.
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Background: Taste and Smell Abnormalities (TSA) in cancer can occur as a result of treatments or the disease itself.
They increase the risk of weight loss and malnutrition due to food aversions and reduced dietary intake. Taste and smell
assessment is poorly measured in clinical practice as no gold standard exists. Previous work suggests a high prevalence
of subjective TSA in treatment naive patients. Objective taste and smell assessment may enhance our understanding of
these abnormalities.
Aims: To assess the prevalence, severity and characteristics of TSA in treatment-naïve, newly diagnosed non-head and
neck cancer patients, examine the relationship between objective and subjective taste and smell measurements and
determine nutritional status and symptoms in TSA.
Methods: Consecutive patients were recruited at Radiation-Oncology outpatients in a tertiary hospital. The Taste & Smell
Survey evaluated chemosensory change subjectively; Burghart Taste Strips® and ‘Sniffen’ Sticks Olfactory Test® assessed
taste and smell objectively. Nutritional status and symptoms were measured using the Abridged Patient-Generated
Subjective Global Assessment (abPG-SGA).
Results: Thirty patients (27 females) were recruited. Mean age: 54. Median ECOG: 1(range 0-3). Subjective TSA (table 1)
prevalence was 53% compared to objective prevalence at 33%. In objective tests, 23% were unable to correctly identify
one or more of four basic tastes. 17% did not identify bitter, 13% salty, 13% sour and 7% sweet. 23% were hyposomic
and 3% anosomic. When objective and subjective results were combined 70% had TSA. 63% had taste and 50% has
smell abnormalities. Median PG SGA score was 6 (range 0-19). 54% (16) were at risk of malnutrition (abPG-SGA score ≥
6), of whom 75% (12) had TSA. There was no statistically significant different in risk of malnutrition between those with
and without TSA. Median number of nutritional symptoms was 1 (range 0-8). The most frequent symptoms were loss of
appetite (10), fatigue (9), pain (8).
Conclusions: The majority of treatment-naïve patients had TSA. The characteristics of TSA show considerable variation.
Subjective and objective results were not consistent across all participants suggesting a need to further scrutinise
assessment methods. The majority of patients were at risk of malnutrition prior to treatment.
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Introduction: Oral Nutritional Supplements (ONS) complement food intake in those at risk of malnutrition. Success
depends on patient compliance, palatability and gastro-intestinal tolerance. ONS selection is typically dietitian-led.
Dietitians either prescribe ONS or make recommendations to physician colleagues who then prescribe ONS. Dietitian
preferences and their influence on ONS prescribing is a neglected area and poorly understood. The degree to which
individual perceptions of palatability influence dietetic practice is unclear.
Aims: Explore the factors that influence prescribing practice, examine dietitians hedonic ratings and global acceptability
of three ONS products and study phenylthiocarbamide (PTC) sensitivity in relation to ONS hedonic ratings.
Methods: Clinical dietitians in six urban teaching hospitals were recruited and completed the following: 10-Item Clinical
Practice Questionnaire, Five Taste Tests of 3 ONS products (flavours self-selected), Compact Milkshake: 125ml/300kcal/12g
protein (2 samples), Protein Rich Milkshake: 200ml/300kcal/20g protein (1 sample), Dessert: 125g/225kcal/12.5g protein
(2 samples), 7-point hedonic Likert scale recorded participant ratings for five hedonic characteristics (Appearance, Smell,
Taste, Aftertaste, Consistency) and Overall Impression and PTC taste strip test
Results: Thirty-one dietitians (30 female), all < 50 years were recruited at six locations. Seven of 28 prescribed ONS. In
rank order (lower scores indicated greater influence), the top five factors that influenced clinical practice were Nutritional
Value (median score 2; range 1-10), Patient Palatability (median 2; range 1-8), Patient Acceptability (median 3; range
1-11), Tolerance (median 4; range 2-7) and Pharmacy Contracts (median 6; range 1-11). Taste was the highest rated
hedonic characteristic, followed by Consistency. Appearance, Smell and Aftertaste were the least favoured, but Overall
Impression was consistently high for all three products (Figure 1). 27% had a positive PTC test. No statistically significant
relationship between ONS Overall Impression and PTC sensitivity was found on chi-squared test.
Conclusions: Key drivers of dietitian’s ONS prescribing practice were nutritional value, patient palatability, acceptability,
and tolerance. ONS hedonic characteristics and Overall Impression were highly rated suggesting wide appeal for dietetic
professionals. Taste and Consistency were rated better than Appearance, Smell and Aftertaste. No statistically significant
relationship between PTC sensitivity and ONS Overall Impression.
Figure 1: HEDONIC SCORES AND OVERALL IMPRESSION ACROSS ALL PRODUCT TYPES
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Introduction: The progressive loss of muscle mass and function with age (sarcopenia) and the age-related loss of
strength (dynapenia) are major causes of disability among the elderly(1). Handgrip strength (HGS) is a quick and cost
effective means of assessing muscle strength and is easily employed in clinical practice. The European Working Group
on Sarcopenia in Older Persons has recommended two different sets of cut-off points for the identification of low grip
strength(1). One set are specific to sex only and the other set are specific to both sex and body mass index (BMI). However,
it is currently unclear which set of cut-off points are most useful for clinicians in predicting low physical function in older
adults.
Aim: To determine if the sex/BMI-based HGS cut-offs are better at predicting poor physical function than the cut-offs
based on sex alone.
Methods: Anthropometry, HGS and physical performance were assessed in 407 free-living adults aged 65 years or over
(mean(SD) age 77(8)y, BMI 27.9(4.5)kg/m2) that took part in the cross-sectional NUTRIMAL study. HGS was measured via
a handgrip dynamometer and physical performance by the Short Physical Performance Battery (SPPB). Simple and binary
logistic regression explored which cut-off points were better predictors of SPPB performance and multiple regression was
used to assess the influence of age, sex and BMI on HGS.
Results: Slightly more subjects were classified as dynapenic when the sex-based cut-offs were applied compared with
the sex/BMI-based cut-offs (52.1% vs 49.6%). Age and sex were significant predictors of HGS (β = -.42, p < .001 for
age and β = .53, p < .001 for sex) but BMI was not (p > .05). The sex/BMI-based cut-offs explained a similar amount of
variance in SPPB score compared to the sex-based cut-offs (24% vs. 23%). However, subjects classified as having weak
HGS by the sex-based cut-offs were more likely to be classified as having low SPPB performance than those classified as
having weak HGS by the sex/BMI-based cut offs (OR = 4.22, p < .001 for sex-based cut-offs vs. OR = 1.89, p = .07 for
sex/BMI-based cut-offs).
Conclusion: BMI is not a significant predictor of HGS and, counter to our hypothesis, the sex-based cut-offs better
predicted low physical performance compared with the sex/BMI-based cut-offs in a cohort of community-dwelling older
adults in Ireland.
References
1 Cruz-Jentoft, A. J. et al. Sarcopenia: European consensus on definition and diagnosis: Report of the European Working Group on
Sarcopenia in Older People. Age Ageing 39, 412-423, doi:10.1093/ageing/afq034 (2010).
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Introduction: Sarcopenia is the progressive and generalised loss of skeletal muscle mass and strength caused by
advancing age. This age-related reduction in muscle mass has been significantly correlated with disability, reduced ability
to overcome illness and mortality incidence. However, the relative utility of muscle mass or physical function parameters
as predictors of adverse health outcomes remains a matter of debate.
Aim: To determine the prevalence of sarcopenia-related muscle parameters in community dwelling older adults and to
explore associated risk factors and adverse outcomes.
Methods: This study is based on a representative sample of community dwelling adults, aged >50years, from Wave 2 of
the Irish Longitudinal Study on Aging (TILDA). Hand grip strength (HGS) and the timed ‘Up & Go’ (TUG) test were used
as measures of muscle strength and physical performance respectively, with both measures combined as an estimate
of muscle function. Body Mass Index (BMI) and the International Physical Activity Questionnaire (IPAQ) were used to
categorise participants. Falls, fear of falling and hospitalisation were defined as adverse events.
Results: Of the 5,698 participants included, 54.4% were female with a mean age of 64.4years. The prevalence of impaired
muscle strength, performance, and function was 24.1%, 19.4%, and 9.6%, respectively. Regression analysis confirmed
that impairment of all three muscle parameters were significantly associated (p<0.001) with older age and lower physical
activity. Impairments in muscle performance and function (both of which include a lower limb measure) were significantly
associated with a fear of falling (p<0.001), but not with previous falls. Similarly, HGS was significantly associated
with a fear of falling, (p<0.001), but not with previous falls in regression analysis (p<0.001), (Fig 1). Additionally,
factors indicative of poorer health status (cognitive impairment, disability, severe pain, and polypharmacy) significantly
contributed to muscle performance (TUG) and muscle function regression models, but not with muscle strength (HGS).
Conclusion: Using simple clinical measures, this study showed a high prevalence of impairment in muscle strength,
performance and function in a relatively healthy cohort of community dwelling older adults. Muscle impairments were
associated with falls risk, thus highlighting the importance of detection and intervention strategies. The commonly used
nutritional measure, HGS, related to fear of falling and merits further exploration in prospective studies as an early
indicator of muscle decline and risk of falls.
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Introduction: Malnutrition and cachexia in cancer are associated with adverse prognosis, reduced tolerance of cancer
treatment and poor quality of life (Fearon, Strasser et al, Lancet Oncology, 2011). Malnutrition is associated with increased
healthcare costs; early intervention may result in significant savings (Rice and Normand, Public Health Nutrition, 2012).
There is increased emphasis on early recognition of people at risk of malnutrition and in the pre-cachexia stage.
Aim: To provide a snapshot of current practice in Ireland and describe the characteristics of people with cancer at point
of dietitian referral, referral timing and triggers and the utility of the 2011 consensus definition and staging system to
identify cancer cachexia in clinical practice.
Methods: This was a prospective observational study. Data was recorded in five Irish hospitals from consecutive
referrals of people with cancer to dietitian services. Demographic details, barriers to nutrition and referral timing were
noted. Where possible, the consulting dietitian categorised each patient by cachexia stage, based on clinical assessment.
Information on skeletal muscle depletion was not routinely available.
Results: Data from 200 patients were included, 60% males and 51% inpatients. Treatment was palliative in 52%.
Weight loss was the most common reason for referral (52%). Seventy-nine percent had a normal or overweight BMI on
assessment. Most (66%) had already lost 5% or more of body weight. Two or more barriers to nutrition were present
for 70% of patients, most commonly anorexia, nausea and early satiety. In 45%, the dietitian identified a clear missed
opportunity for earlier referral. Cachexia stage was assigned in 88%. Of these, 52% were thought to be cachectic with
11% refractory. Microsoft Excel (2010) and IBM SPSS 23 were used for statistical analysis.
Conclusion: Despite growing literature highlighting the importance of nutritional care, most patients with cancer were
still referred late to a dietitian, with established weight loss and multiple nutritional symptoms. Almost half had missed
earlier opportunities for referral. Most had a normal or overweight BMI which could have contributed to this. Although
information on sarcopenia was not available, experienced dietitians in clinical practice felt confident assigning cachexia
stage. To our knowledge, this is the first study to describe current practice in referrals to Oncology dietitians in Irish
hospitals. It suggests a potential role for the consensus cachexia staging system in clinical practice. This study will inform
service planning, education and future research in malnutrition and cancer cachexia in Ireland.
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Introduction: PEG feeding provides a valuable means for feeding in patients with swallow disorders. Our dietitians have
extensive experience of PEG related complications and their management.
Aims: To study the nature of PEG-related referrals in order to provide targeted staff education.
Methods: All PEG-related referrals to the dietetics department in a 3 year period were reviewed.
Results: 261 referrals for PEG related complications were received from January 2014- December 2016. 91(34.8%) were
from the adult wards, 40(15.3%) were from the paediatric wards, 31(11.9%) were from the acute medical assessment
unit (AMAU), other area’s such as emergency department (ED) 4(1.5%) and 95(36.4%) were referred to a PEG clinic.
149(57.1%) were male and 112(42.9%) were female patients. In the adult population, the mean age was 58 ±16y and in
the paediatric population, the mean age was 6.7 ±2.4y. Referral indications were PEG tube dislodgement (47/261, 18%),
erythema/discomfort at PEG site (33/261, 12.6%), damaged PEG components (57/261, 21.8%), routine PEG change
(44/261, 16.8%) and cessation of PEG requirement (17/261, 6.5%). 91(35%) of referrals were resolved by insertion
of a new PEG tube. A further 100(38%) patients required adjustment of their existing PEG. 34 (13%) patients required
treatment of hypergranulation. Treating PEG related complications in the outpatient setting prevented 87 admissions,
freed 174 bed days and saved >€45,000.
Conclusion: The dietitian is in a unique position to review patients with changing requirements. By educating nurses/
patients about PEG related complications, the Dietitian Led PEG Service reduced admissions significantly. This allows
patients’ feeding needs to be addressed without delay, reduces the workload for dietitians and gastroenterologists and
eliminates unnecessary hospital admissions and costs.
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Introduction: Prolonged preoperative fasting persists in hospitals. Healthcare professionals continue to practice “fasting
from midnight” instead of shorter, evidence based fasting times.
Aim: The aim of this study was to assess knowledge of best practice guidelines, current practice in St. James’s Hospital
and identify barriers to reducing preoperative fasting times.
Methods: A ten-question survey was distributed to staff on surgical inpatients wards, surgical day ward and theatre. An
online questionnaire was emailed to hospital consultants to increase response rate.
Results: We received 123 responses, (33% medical, 57% nursing, 9% dietetic and 2% other professionals). 23%
identified best practice guidelines for clear fluids (2 hours) and 56% for food (6 hours). Majority of respondents believed:
fasting from midnight was standard practice for clear fluids (73%) and food (82%), fasting times were not tailored to
theatre lists (70%), negatively impacted patient experience (97%) and could be reduced (80%). Increased confusion (staff
and patients), compliance and inflexible theatre scheduling were identified as primary obstacles to reducing preoperative
fasting.
Conclusion: This survey demonstrates that traditional, non-evidence based practise persists with respect to preoperative
fasting times, but that a majority of staff believe that fasting times can negatively impact patient experience and could be
reduced. Through education and engagement of staff, a new hospital policy should be developed that strives to reduce
preoperative fasting times for patients.
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Breaking the midnight fast: An audit of preoperative fasting times in St. James’s Hospital
Ms Eva Jones1, Ms. Niamh Moynagh1, Ms. Fiona Dunlevy2, Dr. David Robinson2, Dr. Laura Healy2
University Of Dublin Trinity College, Dublin 2, Rep. of Ireland, 2St. James’s Hospital, Dublin 8, Rep. of Ireland

1

Introduction: Prolonged preoperative fasting practice persists and the traditional approach of “fasting from midnight”
is easy to administer. The guidelines recommend pre-operative fasting from solids for 6 hours and from clear fluids for 2
hours.
Aims: The aim of this study was to investigate current practice in St. James’s Hospital (SJH) and patient experience.
Methods: Actual and prescribed fasting times of adult patients undergoing elective surgery were collected over a 2 week
period. Patients’ understanding of instructions, and impact on specific symptoms were assessed directly before theatre
during an interviewer assisted questionnaire. Independent and varied t tests were completed in SPSS.
Results: 104 adult patients (55% female, mean age 56) were recruited. 10% were at risk of malnutrition, and 9% had
diabetes. Average fasting time was 14.3 ±4.8 hours for food and 12.6 ±3.6 hours for clear fluids. Best practice guidelines
were followed for 3 patients. In reality, patients fasted for longer than instructed (p<0.001) and fasted longer if surgery
was in the afternoon compared to morning (p<0.001). Longer fasting was not associated with age, sex, malnutrition
risk or diabetes. Only 46% of patients understood the reason for preoperative fasting. Most were instructed to fast from
midnight (84%), despite majority (87%) told surgery time. Thirst (40%), hunger (20%) and anxiety (28%) were most
commonly reported symptoms, but were not associated with the length of fasting time.
Conclusion: Current fasting procedures are discordant with best practice guidelines. Majority patients fast for >12
hours preoperatively and for significantly longer time than instructed, with a majority not understanding why they are
fasting.
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HSE Community Nutrition & Dietetic Service CHO 7, 2HSE Community Nutrition & Dietetic Service CHO 8, 3HSE Community Nutrition &
Dietetic Service CHO 9.

Introduction: It is estimated that there are approximately 2000 clients requiring home enteral nutrition (HEN) i.e.
tube feeding, in the ROI. Recent research suggests that both adult and paediatric HEN clients and their carers want a
single, expert point of contact that can support their nutrition care needs and provide structured follow up¹,². The HSE
Community Dietitian Malnutrition Working Group was set up to collate data and share resources related to nutrition
support on a national basis, in order to better inform the future development of HEN services by the HSE.
Aims: This audit aimed to (1) Collect information on the numbers and care locations of clients (adult & paediatric)
receiving a HEN service from community dietitians in the ROI.(2) Collect information on the type of feeding method
currently used by clients i.e. pump or bolus feeding. (3) Collect information on the availability of ‘extended role’ services
(i.e. elective feeding tube replacement) at Community Health Organisation (CHO) level by community dietitians.
Methods: Members of the HSE Community Dietitian Malnutrition Working Group representing each Community Nutrition
& Dietetic Service (CNDS) in all CHOs completed the audit. The data was collected over a 4 week period Dec 2016-Jan
2017 using a standard audit template. All clients currently receiving nutrition care from a CNDS were included.
Results: The audit found that there are a total of 742 HEN clients (585 adult & 157 paediatric) receiving nutrition
care from a CNDS including 32% (n= 239) in their own home. A further 24% (n= 175) attended a primary care centre
to receive this service. Table 1 provides a breakdown of client numbers by CHO area and care location. Almost 80%
(n=564/742) of the total number of HEN clients were using a feeding pump with the remainder bolus feeding. Elective
tube replacements were facilitated to varying degrees by the CNDS in 56% CHO’s.
Conclusion: This audit suggests just over a third (37%) of HEN clients in the ROI receive nutrition care from a CNDS.
The majority use a feeding pump and many require home visits. Currently access to a CNDS HEN service is inequitable
across the CHOs.

References
(1)Frontline Gastroenterology (2017) (8)79-84.Home enteral nutrition recipients: patient perspectives on training, complications and
satisfaction. Boland K, Maher N, O’Hanlon C et al.
(2) Ir Med J. 2015 Feb;108(2):46-8. Hospital to home paediatric enteral nutrition--parents need support. Shortall C, Aherne M, Boland S,
Sheane R, Ward F, Hensey O.
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Aims: Development of referral criteria to the Dietitian within the Frail Elderly Team (FET) for early identification and
nutritional assessment of those at risk of malnutrition and early identification of those requiring management of chronic
disease
Methods: A specialist geriatric team was established within the emergency department (ED) and acute medical
assessment unit (AMAU) in Connolly Hospital Blanchardstown (CHB). A health and social care professional common
screen was performed on selected frail patients 75 years or greater on admission. A referral pathway to the Dietitian
within the FET was developed.
Results: There were 136 referrals to the Dietitian from the ED and AMAU. There has been an 83% increase in referrals
to the department nutrition and dietetics of those aged 75 years or greater from February to June 2016 compared to
the same months in 2015. 31% of those referred to the Dietitian were at high risk of malnutrition according to actual
and subjective Malnutrition Universal Screening Tool scores. Of the recorded anthropometric measurements 84% of
patients were below the 25th centile for hand grip strength. 26% of Dietitian referrals in the ED and AMAU were
secondary to the management of chronic disease.
Conclusions: Malnutrition increases a patient’s risk of serious but potentially avoidable complications (IrSPEN, 2015).
Nutrition screening on admission is recommended for the early identification of those at risk of malnutrition whom may
warrant nutrition support (HIQA, 2016). The National Clinical Programme for Older Persons recommends that the Dietitian
should be part of the specialist geriatric team (HSE, 2012).
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Introduction: Pathophysiologic gut hormone signalling is associated with altered appetite and weight loss after upper
gastrointestinal surgery. Rodent and clinical bariatric surgery models indicate a shift in macronutrient preference in favour
of foods with lower caloric density and less sweetness. However, the mechanism underlying this altered macronutrient
preference is unknown.
Aims: This study aimed to ascertain the role of gut hormones as mediators of macronutrient preference among patients
who have undergone oesophagectomy.
Methods: In this randomised, double-blind, placebo-controlled crossover study, patients at least one year postoesophagectomy received either 1μg/kg octreotide or 0.9% saline, followed by assessment of macronutrient preference
using an ad libitum buffet lunch paradigm (Figure 1). Pre-meal subjective macronutrient preference was assessed by
validated 90-item questionnaire. Body weight, anthropometry and body composition were determined, and gastrointestinal
symptoms assessed using EORTC and GSRS questionnaires.
Results: Six male subjects 2.7±0.3 years post-oesophagectomy were studied. Significant body weight loss (BWL) was
observed, from 84.6±4.3kg at baseline to a postoperative weight of 71.0±5.6kg (P=0.009) at the first study visit, with
BMI falling from 29.9±1.2 kg/m2 to 24.9±1.3 kg/m2 (P=0.01), a mean %BWL of 16.44±4.13%. Reported subjective
preference ratings did not predict subsequent macronutrient intake at test meals. Ad libitum calorie intake was consistent
between visits (saline: 717.7±161.0 kcal; octreotide: 693.3±162 kcal, P=0.63) and single dose octreotide was not
associated with altered macronutrient preference (P=0.56). Increasing %BWL was associated with reduced role function
on HR-QL analysis (P=0.008, R2=0.86), as well as a series of gastrointestinal symptoms including loss of appetite
(P=0.01, R2=0.84) and trouble enjoying meals (P=0.004, R2=0.90). On analysing saline day data, a greater proportion
of fat intake was associated with increased post-operative %BWL (P = 0.02, R2=0.78). This was independent of baseline
body weight (P=0.51, R2=0.11) and BMI (P=0.74, R2=0.03). Greater relative fat intake was, however, also associated
with increased symptoms upon eating (P=0.02, R2=0.77), with increased reflux (P=0.03, R2=0.71), and increased dry
mouth (P=0.01, R2=0.83).
Conclusions: Subjective hedonic ratings were not predictive of subsequent macronutrient intake, reaffirming the need
for a direct-measures approach in the assessment of macronutrient preference. Acute gut hormone attenuation did not
alter macronutrient preference, suggesting that this behaviour is either conditioned, or gut hormone-independent. An
interesting association of postoperative %BWL with increased relative fat intake was noted, perhaps mediated by a
greater hedonic drive towards high fat nutrients. Alternatively, this may reflect patients adhering to traditional dietary
counselling with attempted voluntary overriding of negative visceral symptoms.
Figure 1
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Introduction: An audit was undertaken of 55 patients on two acute medical wards to look at documentation of
nutritional parameters from the time of admission.
Aim: The aim was to find whether weights were done on admission, whether an appropriate dietician referral was made,
admission albumin level, Malnutrition Screening Tool Scores, length of stay and medical diagnosis.
Methods: This was a retrospective chart review of inpatients on two acute wards over one weekend. The demographics
included 25 males and 25 females, age range 23 -96 years. The exclusion criteria was patients on TPN and patients that
were made palliative, a total of five patients were excluded. The hospital length of stay ranged from 1 – 109 days.
Results: 17/50 patients had a weight recorded on admission. 7/50 had been reviewed by a dietician and subsequently
prescribed dietary supplements. 17 patients had a normal albumin level (taken as cut off lab value > 35g/dl). MST Score
was used as the score for assessing risk of malnutrition in this audit as it is mostly adapted to the acutely ill inpatients.
14/50 patients audited were admitted to hospital a previous time during the last 3 months. 57% of the readmission group
had a low albumin on admission and this is shown to be statistically significant with a p value of 0.04 on Chi Squared
testing. Admission albumin level negatively impacts length of stay as per Person’s Correlation Coefficient with r value
-0.12. The distribution of the MST Scores is shown in Table 1 which clearly illustrates that an overwhelming majority of
patients, 44/50 (88%) had a MST score of >1, thus identifying them as at high risk of malnutrition.

Conclusion: This audit clearly shows the high prevalence of malnutrition in an acute hospital setting but also the lack of
appropriate risk assessment, dietician reviews and weight taken on admission. Malnutrition is known to affect negatively
on patient health outcomes and also prolongs length of stay in hospitals. We wanted to show that malnutrition is often
overlooked as a medical diagnosis and in this audit, only 1 person had a diagnosis of malnutrition documented in the
medical notes. Often malnutrition is not diagnosed and recorded at admission and discharge, an opportunity is lost to
treat this problem both in hospital and later in the community. Malnutrition is also coded in HIPE and has importance for
activity based funding. It is hoped that with further education and awareness about nutrition and reinforcement of HIQA
recommendation that a repeat audit in the future will show significant changes.

Table 1
MST Scores
0
1
2
3
4
5
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1
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using a ‘blended diet’ as an alternative to commercial enteral formula, supported by dietitians.
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1

Introduction: The use of ‘Blended diets’ for enteral tube feeding in the US has been reported for many years (ASPEN
2015). This type of nutrition support has had mixed recommendations from expert groups with recent NICE guidelines
not recommending their use (NICE 2012), while others have condoned their use as a patient-centred choice (Brazel
2014). There is anecdotal evidence via online forums, blogs and social media that parents and carers of enteral-fed
paediatric patients in Ireland are using ‘blended diets’. The reported basis for patient choice in using ‘blended diets’
includes improvement in gastro-intestinal symptoms such as reflux, as well as a sense of normalised family mealtimes.
It is not known if dietitians in the Irish setting are supporting paediatric clients to meet their nutrition care needs using
blended diets.
Aims: The aims of this study were (1) To investigate if any dietitians in the ROI are providing nutrition care to paediatric
service users using blended diets as an alternative to commercial enteral formulas. (2) To estimate the healthcare
associated cost difference for the provision of a ‘blended diet’ compared to ‘commercial enteral feeding formula’ for a
sample tube fed paediatric patient over a one year period.
Methods: Two dietitians (SQ & MOS) carried out a telephone survey among a sample (n=5) of Dietetic departments
(acute & community) that provide a paediatric nutrition support service (Jun-Aug 2016). The typical costs of enteral
feeding using a commercial enteral formula and enteral feeding plastic consumables for pump style feeding versus
‘blended diet’ provided by a parent delivered via a syringe (bolus style feeding) into a gastrostomy tube were calculated.
Results: Five Dietitians reported a total of 15 paediatric patients using ‘blended diet’ for enteral tube feeding. Table 1
below shows a total cost saving of approximately €63,804 over a period of one year for one patient. Assuming a similar
cost difference for all 15 cases the cost differential is approximately €957,072.60.
Conclusion: ‘Blended diets’ are being used by Irish paediatric patients as an alternative to commercial enteral formulas.
This form of nutrition support requires dietetic resources to support safe nutrition care; the above sample cost analysis
suggests that the increased cost of dietetic input if provided by the health service would be more than off-set by the saving
in enteral formula and plastic feeding consumables typically used by this client type.
Recommendations: ‘Blended diet’ as a form of nutrition support requires further scientific study to establish best practice
guidelines for dietitians providing nutrition care to parents who choose this feeding method for their child.
Table 1: Breakdown of relative costs of providing a blended diet Vs a commercial enteral formula diet to a sample enteral tube fed patient

*One off cost borne by parents
References: American Society for Parenteral and Enteral Nutrition (ASPEN) (2015). ‘Pediatric Section Newsletter’ May 2015. Available
at: https://www.nutritioncare.org/pediatric/ [accessed on 03/02/2017). NICE (2012) ‘Healthcare-associated infections: prevention and
control in primary and community care’. March 2012. Available at: https://www.nice.org.uk/guidance/cg139/ifp/chapter/enteral-feeding
[accessed 03/02/17].
Brazel, S. (2014) ‘Approaching A New Task when Practicing Dietetics: Blenderized Tube Feedings’. Resume, Spring 2014. Available at:
https://www.collegeofdietitians.org/Resources/Scope-of-Practice/Approaching-a-New-Task-Blenderized-Tube-Feedings.aspx [accessed
03/02/17].
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