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Policy Statement
The Policy
• Food Safety
• Allergens
• Eat Well Guide
• Hydration
• Nutritional Screening and Monitoring
• International Dysphagia Diet Standard Initiative (IDDSI) Framework
(refer to Dysphagia policy and procedure)
• Accurate Assessment of a Resident’s Weight
• Inaccurate Weighing
• Weighing the Resident
Training Statement
Related Policies
Related Guidance
Appendices
• Appendix 1 – Tips to prevent dehydration
• Appendix 2 – Thickeners
• Appendix 3 – How hot should tea / coffee or food be?
• Appendix 4 – If music be the food of love (how to support nutritional needs for people with
Dementia)
• Appendix 5 – Food Safety
• Appendix 6 – use of hoisting scales

Policy Statement
This organisation believes that the provision of a healthy, nutritious and balanced diet for its
residents is of vital importance. The organisation also believes that, with respect to food provided
within the service or brought into the service, there is a duty to ensure that all staff and residents
should be kept as safe as possible from food poisoning, and food-related illness, by the adoption of
high standards of food hygiene and food preparation. This policy is intended to:
Ensure that residents benefit from receiving food that is high quality, well-presented and
prepared, and nutritionally solid
Ensure that those with special dietary needs are supported
Protect staff and residents from food-related illnesses
Follow the NICE quality standard [QS61]: Infection prevention and control (Published April
2014 updated 2017).
The Policy
This organisation believes that every resident has the right to a varied and nutritious diet that
provides for all of their dietary needs, and which also offers health, choice and pleasure. To
accomplish this, each resident will be asked for their individual food preferences as well as their
cultural, religious or health needs, and residents or their family will always be involved when
planning menus and meal alternatives with them or their family.

This organisation believes that, where care provided to residents includes help with the cooking,
storing, preparing or serving food, then the organisation has a duty to ensure that all residents
are protected from food-related illness through the adoption of high standards of food hygiene
and preparation.
Food Safety
This organisation believes that the effective management of food safety relies heavily on having
effective operational policies for the safe preparation, storage and handling of food. Therefore, this
organisation operates the following procedures:
All food should be prepared, cooked, stored and presented in accordance with the high
standards required by the Food Safety Act 1990 and the Food Hygiene (England)
Regulations 2006 and Food Safety & Hygiene England Regulations 2013.
Staff must keep all food preparation areas, storage areas and serving areas clean while in use.
All tools and equipment such as knives, utensils and chopping boards must be cleaned
regularly during the cooking process.
Adequate sanitary and hand-washing facilities should be available within the kitchen,
including a supply of soap and paper towels for hand drying. All staff MUST wash their hands
before and after handling foodstuffs. All foodstuffs should also be washed before use.
Everyone in a food handling area must maintain a high level of personal cleanliness and food
handlers must wear suitable, clean and where appropriate protective clothing.
Staff preparing food should take all reasonable, practical steps to avoid the risk of
contamination of food or ingredients.
Food storage areas should protect food against external sources of contamination such as
pests.
Food handlers must receive adequate supervision, instruction and training in food hygiene.
When serving food, appropriate hygiene standards should be scrupulously observed by all
staff.
Suspected outbreaks of food-related illness should be reported immediately to the resident’s
GP.
Any member of staff who becomes ill whilst handling food should stop work at once and
report to their line manager/supervisor; such staff should see their GP and should only return
to work when their GP states that they are safe to do so.
If any member of staff handling food becomes ill, e.g. with diarrhoea or vomiting they must
stop work at once and report to their line manager/supervisor; such staff should not return to
work until completely free of symptoms for 48 hours.
If the individual has been diagnosed by a medical professional (e.g. their doctor) with a
specific infection, this may require different action
In addition, staff should:
Always wash their hands after visiting the lavatory
Ensure that all food stored in the refrigerator is covered and adequately chilled
Ensure the thorough cooking and re-heating of all meat, especially poultry
Ensure that deep frozen food is thawed before cooking (especially important when using a
microwave oven)
Be aware of the risk of Salmonella infection associated with foods containing uncooked eggs
such as mayonnaise and certain puddings
Wash hands after handling raw meat or eggs, particularly before handling other foods
Never re-use utensils with which raw eggs or meat have been prepared without first washing
them with hot water and detergent
Never allow juices from raw meat to come into contact with other foods (cooked food and
uncooked food should not be stored together)
Avoid serving raw eggs (or uncooked foods made from them) to vulnerable people such as
the elderly and the sick (all eggs should be cooked until they are hard — both yoke and white).
Allergens
From December 13th, 2014 Regulations regarding food allergens are introduced and information
regarding the 14 allergens indentified below must be declared by businesses which provide food
pre-packed, loose, or prepared in a restaurant or canteen etc

Food ingredients that must be declared as allergens in the EU
1. Cereals containing gluten, namely: wheat (such as spelt and khorasan wheat), rye, barley,
oats or their hybridised strains, and products thereof, except:
a) wheat based glucose syrups including dextrose
b) wheat based maltodextrins
c) glucose syrups based on barley
d) cereals used for making alcoholic distillates including ethyl alcohol of agricultural origin
2. Crustaceans and products thereof
3. Eggs and products thereof
4. Fish and products thereof, except:
a) fish gelatine used as carrier for vitamin or carotenoid preparations
b) fish gelatine or Isinglass used as fining agent in beer and wine
6. Peanuts and products thereof
7. Soybeans and products thereof, except:
a) Fully refined soybean oil and fat
b) natural mixed tocopherols (E306), natural D-alpha tocopherol, natural D-alpha tocopherol
acetate, and natural D-alpha tocopherol succinate from soybean sources
c) vegetable oils derived phytosterols and phytosterol esters from soybean sources
d) plant stanol ester produced from vegetable oil sterols from soybean sources
8. Milk and products thereof (including lactose), except:
(a) whey used for making alcoholic distillates including ethyl alcohol of agricultural origin
(b) lactitol
9. Nuts, namely: almonds (Amygdalus communis L.), hazelnuts (Corylus avellana), walnuts
(Juglans regia), cashews (Anacardium occidentale), pecan nuts (Carya
illinoinensis (Wangenh.) K. Koch), Brazil nuts (Bertholletia excelsa), pistachio nuts (Pistacia
vera), macadamia or Queensland nuts (Macadamia ternifolia), and products thereof, except
for nuts used for making alcoholic distillates including ethyl alcohol of agricultural origin
10. Celery and products thereof
11. Mustard and products thereof
12. Sesame seeds and products thereof
13. Sulphur dioxide and sulphites at concentrations of more than 10 mg/kg or 10 mg/litre in
terms of the total SO2 which are to be calculated for products as proposed ready for
consumption or as reconstituted according to the instructions of the manufacturers
14. Lupin and products thereof
15. Molluscs and products thereof
It is important that these allergens are part of the assessment of need process and incorporated
into care plans as an identified risk. The care plan will then detail how any identified allergens
risks will be mitigated and managed by the provider.
Procedure
In this organisation the following procedure applies:
All food will be prepared, cooked, stored and presented in accordance with the high standards
required by the Food Safety Act 1990, the Food Safety (General Food Hygiene) Regulations
1995, the Food Safety (Temperature Control) Regulations 1995, and the Food Hygiene
Regulations 2006
Food allergens can be life threatening. This organisation will work with the resident to ensure
that all food allergens are recorded in the care plan and that staff are both aware of them and
check to ensure they are not present in the preparation of meals for the resident. Catering staff
will follow the Food Information Regulations 2014, which came into force on 15 August
2014, especially in relation to labelling and informing residents. Staff and residents are made
aware of any allergic reactions and how to respond to them. The following table indicates the
most common symptoms of an allergic reaction and the parts of the body affected:
Body part affected

Physical reaction

Eyes
Nose
Lips
Throat
Chest
Gut
Skin

Sore, red and/or itchy
Runny and/or blocked
Swelling
Coughing, dry, itchy and swollen
Coughing, wheezing and shortness of breath
Nausea and feeling bloated, diarrhoea and/or vomiting
Itchiness and/or a rash

Any allergic reaction can be life threatening; medical assistance will be sought immediately,
and all emergency procedures will be followed
Each resident will be encouraged and supported to eat three full meals each day, at least one
of which will be cooked; however, if the resident prefers smaller, more frequent snacks then
this will be catered for in the service provided
Religious, personal or cultural special needs will be recorded in the care plan and will be fully
catered for as required by the resident
Menus will be created by chef, together with staff, residents and their family, if appropriate,
so that the required shopping can be purchased
In discussion with residents, menus may be changed regularly to stimulate appetite and
discussion
Special therapeutic diets will be recorded in the care plan and provided when these are
advised and discussed by healthcare or dietetic staff with the resident
It is important not to rush the mealtimes, but instead to create a relaxed atmosphere in which
residents are given plenty of time to eat and enjoy their food.
Food will be presented in a manner that is attractive and appealing
If a resident neither wants nor eats their meal then either an alternative or a meal replacement
may be offered, if appropriate; these changes should be recorded in the care plan
Staff will help all residents to be as independent in feeding themselves as possible and will
work to ensure their dignity while they are doing so. Eating difficulties will be identified
within each resident’s care plan and a plan of assistance agreed, involving both the resident
and their carers
The service will make whatever reasonable arrangements are necessary for a resident to be
able to feed themselves with dignity and ease, including the provision of special eating aids
and special food preparation; assistance with feeding will be offered in a sensitive and
dignified manner, such as by the provision of finger foods
http://collections.europarchive.org/tna/20100927130941/http://food.gov.uk/healthiereating/eat
wellplate/
The model has eight key principles, which are as follows:
1.
Food should be enjoyed
2.
A variety of different foods should be eaten
3.
The right amount should be eaten to maintain a healthy weight
4.
Plenty of foods rich in starch and fibre should be included in the diet
5.
Foods that contain a lot of fat should be avoided, and sugary foods and drinks should not be
consumed too often
6.
Vitamins and minerals in food are critical
7.
Alcohol consumption should be within sensible limits
8.
Menus should take into account any ethnic or cultural dietary needs of residents and should be
sensitive to religious and cultural beliefs surrounding food.
For providers, this is an area where motivation and encouragement of the resident is central to the
service delivery, where it is identified that the resident is making unhealthy choices.
Hydration
Observe and monitor for the following classic signs and symptoms as an initial assessment for

dehydration:
• Dry mucous membranes: cracked lips, furrowed tongue, sunken eyes, decreased salivation
• Decreased skin turgor (test on chest or forehead; pinched skin “holds” up to 30 seconds)
• Skin breakdown
• Rapid weight loss in less than a week (accuracy of monthly weights is absolutely necessary)
• Rapid pulse
• Weakness
• Decrease in blood pressure
• Decrease in urine output
• Changes in mental status: dizziness, confusion
• Constipation
• Diarrhoea
It is important that:
• Each of the common signs and symptoms be assessed independently to determine the diagnosis
of dehydration
• Monitor individual’s response and outcome to the plan of care
• Develop interventions to address individual’s hydration, as needed
• Encourage individual and family participation in the plan of care
• Evaluate, document individual outcome and update care plan
• Provide fluids consistently throughout the day and when individual is awake at night
• Ensure the individual receives a daily intake of a minimum of 1500 ml of free fluids in 24 hours,
however check care plan to ensure that there are no medical reasons that may inhibit this amount
of fluid, such as renal failure
• Offer a variety of fluids, and make water readily available
• Schedule additional fluid rounds other than at snack time
• Use appropriate assistive devices to better suit an individual’s ability to hold a cup or swallow
• Offer a drink at the end of each meal to cleanse and refresh the mouth
• Monitor for fluid loss during hot weather and offer replacement fluids
Nutritional Screening
Support should be considered in people who are malnourished, as defined by any of the following
criteria:
• A BMI of less than 18.5 kg/m2
• Unintentional weight loss greater than 10% within the last 3–6 months
• A BMI of less than 20 kg/m2 and unintentional weight loss greater than 5% within the last 3–6
months.
• Unintentional weight loss greater than 5% within the last 3–6 months
• Have eaten little or nothing for more than five days and/or are likely to eat little or nothing for
the next five days or longer
• Have a poor absorptive capacity, and/or have high nutrient losses and/or have increased
nutritional needs from causes such as catabolism
• Potential swallowing problems
When starting or stopping nutrition, support consent should be obtained from the individual if they
are competent; if not competent to give consent, act in the individual’s best interests, following the
Mental Capacity Act 2005 Code of Practice.
• Ensure that people receiving nutrition support, and their carers, are kept fully informed about
their treatment, given access to appropriate information and given the opportunity to discuss
diagnosis and treatment options
• The GP will review the medications for any required changes and prescribe any supplements
• Nutrition support should be cautiously introduced in seriously ill or injured people requiring
enteral tube feeding or parenteral nutrition: it should be started at no more than 50% of the
estimated target energy and protein needs; it should be built up to meet full needs over the first
24–48 hours according to metabolic and gastrointestinal tolerance; full requirements of fluid,

•

electrolytes, vitamins and minerals should be provided from the outset of feeding, see policy on
enteral feeding
People who have eaten little or nothing for more than five days should have nutrition support
introduced at no more than 50% of requirements for the first two days, before increasing feed
rates to meet full needs if clinical and biochemical monitoring reveals no refeeding problems

People who meet the criteria in the box below should be considered to be at high risk of developing
refeeding problems.
Criteria for determining people at high risk of developing refeeding problems
Individual has one or more of the following:
BMI less than 16 kg/m2
Unintentional weight loss greater than 15% within the last 3–6 months
Little or no nutritional intake for more than ten days
Low levels of potassium, phosphate or magnesium prior to feeding.
Or individual has two or more of the following:
BMI less than 18.5 kg/m2
Unintentional weight loss greater than 10% within the last 3–6 months
Little or no nutritional intake for more than five days
A history of alcohol abuse or drug taking, including insulin, chemotherapy, antacids or diuretics.
People at high risk of developing refeeding problems should be cared for by healthcare professionals
who are appropriately skilled and trained, and who have expert knowledge of nutritional requirements
and nutrition support.
Nutritional screening happens for all residents, to identify those at risk of malnutrition and to
identify obesity; it is undertaken by a staff member trained to understand the process, and who
liaises closely with other healthcare professionals such as dieticians, speech and language
therapists, or the healthy living nurse.
The five-step Malnutrition Universal Screening Tool (MUST) is used.
Records are kept in the resident’s plan of care.
In this home in addition to validated screening tools such as MUST, in consideration are also
the following factors:
A person’s physical abilities (i.e. dexterity, strength to hold utensils, cups, etc.)
Mental abilities such as if a person can realise the need for nutrition
Mental state, such as depression, suicidal tendencies, etc.
ADL 7c
*ROUTINE
CARE
(MUST SCORE
= 0, low risk)

MUST: RECOMMENDED CARE PLAN
➢ No intervention required
➢ Repeat assessment in 4 weeks (a month)
A

**OBSERVE
(MUST score = 1,
medium risk)

COMMENCE ORAL FOOD
INTAKE RECORD FOR 3
DAYS

IF ORAL FOOD INTAKE IS MORE THAN HALF OF MEALS

 encourage oral intake to ensure all meals are completed +
snacks are offered between meals.
 no further intervention required
 discontinue oral food intake recording
 repeat assessment of risk in 4 weeks (in a month)

B

***TREAT
(MUST score ≥ 2,
high risk)

sachet made with 200 ml full
cream), COMPLAN (1 sachet
made with 200 ml full
cream), NOURISHMENT, OR
ALTERNATIVES ONCE OR
TWICE PER DAY IN

ADDITION TO THE ABOVE.

IMPROVEMENT

 COMMENCE ORAL FOOD
INTAKE RECORD
 COMMENCE HIGH
CALORIE AND HIGH
PROTEIN DIET, INCLUDING
FOOD FORTIFICATION
 ENCOURAGE SMALL
FREQUENT MEALS,
SNACKS (2 PER DAY) AND
NOURISHING DRINKS (2
PER DAY)
 COMMENCE ‘BUILD UP’ (1

FURTHER
NO
DETERIORATION IMPROVEMENT

REVIEW ORAL FOOD
INTAKE AFTER 3 DAYS

IF ORAL FOOD INTAKE IS LESS THAN HALF OF MEALS

 encourage oral intake to ensure all meals are completed
 continue with oral food intake recording
 commence high calorie and high protein diet, including food
fortification.
 encourage small frequent meals, snacks (2 per day) and homemade nourishing drinks (2 per day)
 review oral intake in 4 weeks (in a month)
 if no improvement after 4 weeks – move to high risk section
 weight stable, increased or increased after 4 weeks
 continue to monitor oral intake and weight on weekly
basis
 continue to assess nutritional risk on a monthly basis
 continue with current eating plan until a lower risk score
is achieved
 losing weight (by 5% or more) or no improvement in
eating after 4 weeks
 reinforce dietary advice (on the left) and record any
improvement or deterioration
REQUEST REFERRAL TO A NUTRITIONIST

(Use East Sussex Downs & Weald PCT formal request
letter)

Monitoring of Nutrition Support
Staff should review the indications, route, risks, benefits and goals of nutrition support at regular
intervals as dictated in the care and support plan; the time between reviews depends on the individual
and the duration of nutrition support and intervals may increase as the individual is stabilised on nutrition
support.
People having parenteral nutrition in the community need regular assessment and monitoring. See policy
on enteral feeding for more detail.
People having oral nutrition support and/or enteral tube feeding in the community should be monitored
by healthcare professionals with the relevant skills and training in nutritional monitoring. This group of
people should be monitored at least every 3 months or more frequently if there is any change in their
clinical condition.
If long-term nutrition support is needed then individuals and their carers should be trained to recognise
and respond to adverse changes in both their wellbeing and in the management of their nutritional
delivery system.
Accurate assessment of a resident’s weight
a) Recording accurate body weight is a fundamental part of our residents’ assessment and is
undertaken by trained staff using the appropriate equipment. There are 5 key points:
Recording accurate body weight is a fundamental part of nutritional screening
Measuring body weight is vital for accurate prescribing of some medication and monitoring
of fluid gain(oedema)
It is important when admitting residents for whom specialist equipment, such as profiling beds
for pressure relief, may be needed that there is an accurate and ongoing record of their weight
Weighing scales must be calibrated each year and as part of the health and safety audits
Staff must be trained and monitored to show they are competent in using weighing equipment
correctly
b) While anyone admitted to a health or care setting who is unwell could be considered to be at risk

of malnutrition, certain other groups also pose a definite risk and should be identified early.
These include:
people with existing acute and long-term conditions such as chronic obstructive pulmonary
disease
people with long-term, progressive conditions such as dementia and cancer
people who have been discharged from hospital recently
older people in general
c) On admission as part of the initial nutritional and hydration assessment/screening the resident’s
consent is gained to measure and record their weight.
d) If the screening identifies weight loss or the risk of weight loss, then the resident’s weight should
be recorded weekly.
e) If there is no identified risk or other indication, then weight should be recorded monthly.
f) If the resident is under the care of a health professional for weight loss or obesity, then the health
professional will identify the frequency for the need to weigh the resident.
Inaccurate weighing
It is important to use appropriate and accurate weighing equipment to ensure that correct weights are
recorded. This will also decrease the risks of errors in diagnosis by the health professional,
interventions and or treatment and medication prescription. In this home a chair-scales are used
which are calibrated annually.
Weighing the resident
ensure the scales are balanced, or display zero before weighing the resident
ensure that no part of the weigh platform or load receptor is touching a fixed object, such as a
wall
ensure the resident’s clothing is not touching any fixed part of the scales or surroundings
when using chair scales, ensure the resident’s feet are not touching the ground and that their arms
are not brushing against an adjacent fixture
when monitoring periodical weight change ensure the resident always wears clothing of similar
weight
Alternatives for weighing residents
It is not always possible to obtain an accurate body weight for all residents on admission using the
above equipment. The frailty of the resident may demand that in some circumstances alternative
measures of recording a body weight must be considered. In such cases, staff should:
ask the resident about their latest recorded weight
check any previous care records
ask their relatives for their last recorded weight
undertake a visual assessment – does the person “look” thin? for example, are rings obviously
loose on fingers
work with dietitians and other health professionals following their advice
Care Staff are key in ensuring an accurate assessment of body weight, identifying potential risk and
in the ongoing monitoring and identifying a need for the intervention by health professionals. Weight
should not be considered as a one-off observation on admission but must be recognised as an
important tool for ongoing assessment throughout the resident’s stay and should be carried out by
staff who have the appropriate knowledge, training and competencies. In this home we use MUAC:
ADL 7c

MUAC (Mid Upper Arm Circumference)
(used when unable to take the weight of a person)
a) ESTIMATING HEIGHT FROM ULNA LENGTH

Measure between the point of the elbow (olecranon process) and the
midpoint of the prominent bone of the wrist (styloid process), left side
if possible

b) ESTIMATING BMI FROM MID UPPER ARM CIRCUMFERENCE
(MUAC)

The subject’s left arm should be bent at the elbow at 90 o angle, with
the upper arm held parallel to the side of the body. Measure the
distance between the bony protrusion on the shoulder (acromion) and
the point of the elbow (olecranon process). Mark the mid-point.
c) MID-POINT ARM MEASURE

Ask the subject to let arm hang loose and measure around the upper
arm at the mid-point, making sure that the tape measure is snug / closefitting but not tight.
d)

WEIGHT

MUAC

If MUAC < 23.5 cm

BMI is likely to be < 20 kg / m2

If MUAC > 32.0 cm

BMI is likely to be > 30 kg / m2

ESTIMATING HEIGHT FROM ULNA LENGTH
ULNA LENGTH (cm)

32.0 31.5

31.0

30.5

30.0

29.5

29.0

28.5

28.0 27.5

Men (>65 years)

1.87 1.86

1.84

1.82

Women (>65 years)

1.84 1.83

1.81

1.79

1.8
1
1.7

1.7
9
1.7

1.7
8
1.7

1.7
6
1.7

1.7
5
1.7

ULNA LENGTH (cm)

25.0 24.5

24.0

23.5

8
23.0

6
22.5

5
22.0

3
21.5

HEIGHT

Men (>65 years)

1.65 1.63

1.62

1.60

(m)

Women (>65 years)

1.61 1.60

1.58

1.56

1.5
9
1.5

1.5
7
1.5

1.5
6
1.5

5

3

2

HEIGHT

(m)

27.0

26.5

26.0

25.5

1.7
3
1.7

1.7
1
1.6

1.7
0
1.6

1.6
8
1.6

1.6
7
1.6

1
21.0

0
20.5

8
20.0

6
19.5

5
19.0

3
18.5

1.5
4
1.5

1.5
2
1.4

1.5
1
1.4

1.4
9
1.4

1.4
8
1.4

1.4
6
1.4

1.4
5
1.4

0

8

7

5

4

2

0

Adults:
Statement 1. People in care settings are screened for the risk of malnutrition using a validated
screening tool.
Statement 2. People who are malnourished or at risk of malnutrition have a management care plan
that aims to meet their nutritional requirements.
Statement 3. All people who are screened for the risk of malnutrition have their screening results
and nutrition support goals (if applicable) documented and communicated in writing
within and between settings.
Statement 4. People managing their own artificial nutrition support and / or their carers are trained
to manage their nutrition delivery system and monitor their wellbeing.
Statement 5. People receiving nutrition support are offered a review of the indications, route, risks,
benefits and goals of nutrition support at planned intervals.
https://www.nice.org.uk/guidance/QS24/chapter/List-of-quality-statements
Training Statement
All staff, during induction are made aware of the organisations policies and procedures, all of which
are used for training updates. All policies and procedures are reviewed and amended where necessary
and staff are made aware of any changes via e-mail and on our website at
www.bendigonursinghome.co.uk/resources. Direct observations and spot checks are undertaken to
check skills and competencies. Various methods of training are used including one to one, on-line,
staff meetings, individual supervisions and external courses are sourced as required.

Related Policies
Adult Safeguarding
Assessment of Needs
Dysphagia (swallowing difficulties and managing the risk of chocking)
Care and Support Planning
Consent
Dignity and Respect
Equality and Diversity
Food Hygiene
Meeting Needs
Prevention of Pressure Ulcers

Further Guidance
• NICE guidelines [CG32]: Nutrition support in adults: Oral nutrition support, enteral tube feeding
and parenteral nutrition (Published February 2006 updated August 2017).
https://www.nice.org.uk/guidance/cg32
• NICE Quality Statement [QS24] Nutrition Support in Adults (Published 2012)
https://www.nice.org.uk/guidance/qs24
• IDSSI (International Dysphagia Diet Standardisation Initiative) https://iddsi.org/
• Commissioning excellent nutrition and hydration NHS England Guidance
https://www.england.nhs.uk/wp-content/uploads/2015/10/nut-hyd-guid.pdf
• The Eatwell Guide https://www.food.gov.uk/business-guidance/the-eatwell-guide
• Food Standards Agency https://www.food.gov.uk/
• Food Allergy and Intolerance https://www.food.gov.uk/safety-hygiene/food-allergy-andintolerance
• Food Standards Agency Hygiene Requirements https://www.food.gov.uk/businessguidance/hygiene-requirements-for-your-business
• Dignity in care – eating and nutritional care
https://www.scie.org.uk/publications/guides/guide15/factors/nutrition/
• The Eatwell Guide https://www.gov.uk/government/publications/the-eatwell-guide
• FSA Safer food, better business supplement for residential care homes
https://www.food.gov.uk/business-guidance/safer-food-better-business-supplement-forresidential-care-homes

Appendix 1
A workshop, was delivered by the Leicester City Care Home Dietetic Team, covered the signs and
symptoms of dehydration and malnutrition and explained how these conditions can be difficult to
diagnose, in particular in older people with other health problems. Staff were given advice on how to
avoid residents becoming dehydrated through building a regular intake of food and fluid into their care
plans and they were also given examples of ways to monitor this.
Chris West, Director of Quality and Nursing at the CCG, said: “Residents who live in nursing homes
are particularly at risk of developing dehydration because some of them already have complex
health needs which can mask the symptoms. Introducing this programme means we can increase the
skillset of our nurses working in nursing homes to keep residents safe, well and supported”.

Four Tips to Prevent Dehydration
1.

Understand the signs of dehydration: All care home staff should understand the signs of
dehydration so that prompt remedial action can be taken. Ensure your team know that any of the
following signs should be reported immediately:
dry mouth and lips;
inelastic skin;
increased drowsiness;
dizziness;
low blood pressure;
constipation or dark,
concentrated urine.

2.

Place high risk residents on ‘fluid watch’: Any resident identified as being dehydrated or at
increased risk of dehydration should be placed on ‘fluid watch’, which means your team should be
taking special measures to improve and monitor fluid intake. Staff should identify residents on
fluid watch as being at high risk and for each individual, they should maintain a specific hydration
care plan and a fluid balance chart.

3.

Promote morning hydration: Overnight fluid loss and lack of intake whilst sleeping can mean
that older people are at their highest level of dehydration in the morning. Aim to encourage 700800ml of fluid intake by the end of breakfast and make the most of ‘high contact’ times when
personal care is being carried out and fluid intake can be encouraged.

4.

Be creative with fluids: Water, squash (though I’m not sure about squash as it is just sugar and
makes people thirstier) and hot drinks will all be helpful in promoting hydration, but some
residents may resist drinks due to a fear of incontinence or increased visits to the toilet. Consider
other methods of improving fluid intake such as soup, ice lollies or ice cream, all of which can add
to the volume of fluid consumed throughout the day.

Appendix 2
Thickening agents such as Nutilis and Thick and Easy are commonly used by staff to modify the
consistency of fluids provided to people with swallowing problems. However, reported incidents of
choking, aspiration and other near misses suggest that staff often lack training about their use and they
fail to understand the importance of providing the correct consistencies that are required.
Unsafe practice by your staff in the use of thickening agents can present life threatening risks to your
service users. However, these can be avoided by ensuring that you provide appropriate training to all
staff who use these products. Read on to find out the essential information every member of your team
should know.
How to Prevent Choking by Using Fluid Thickeners Correctly
Fluid thickeners are most often prescribed for service users with swallowing difficulties caused by
strokes, progressive neurological conditions or later stage dementia. They should only ever be used as
prescribed by the person’s GP or Speech and Language Therapist. In every case, the person’s care plan
should provide explicit instructions in its use. For more detailed information refer to Dysphagia
(swallowing difficulties and managing the risk of chocking) Policy and Procedure at
Measure Accurately: Take care to measure the quantities of fluid and thickener accurately. If
incorrect amounts are used, the fluid may not reach the required consistency and the risk of aspiration
or choking is increased.
Allow Time to Act: Drinks should be allowed to stand for the recommended time stated on the
instructions to make sure they reach the correct consistency before use. The effect of thickening
powders is not instant and it can vary from product to product. Never just add more thickener if the
consistency appears too thin.

Dispose and Start Again if Unsure: If the drink appears too thin, too thick or unusually lumpy, throw
it away and start again rather than attempt to use it. It’s always safer to start from scratch rather than
experiment.

Appendix 3
HOW HOT SHOULD TEA / COFFEE BE? OR FOOD?

Health and Safety Adviser: from a health and safety point
of view there is no temperature recorded or written that
gives any guidance, so on this one common sense prevails.
“The ability to judge the temperature of drinks
and food can become difficult for people with
dementia. A recommendation would be to ensure that
food and drink are not too hot or too cold. Make a
reasonable judgement and be cautious. If the cup feels too
hot then the liquid within it will be. Equally if the cup is
cold then the fluid within will be unpalatable. Always listen
to the person for feedback when they are eating and
drinking. If they indicate there is something wrong with the
food or drink investigate why and respond accordingly”.

Appendix 4
IF MUSIC BE THE FOOD OF LOVE…
5th February 2016 | Categories: Adult Social Care , Care Planning , Dementia , Food & Nutrition

Poor nutrition is commonly experienced by people with dementia. So it was with interest this week
to see a new initiative from the Imperial College Healthcare NHS Trust for the provision of specialist
support to dementia patients to ensure that they are eating and drinking enough. The programme,
Dementia Nutrition Support in Hospital Pathway (known as NoSH), has 3 levels and aims to provide a
tailored response to individual needs.

Pathways for nutrition support in patients with dementia
In NoSH, all patients admitted with dementia are placed on the first level of the programme: core
support. This includes having their weights monitored, foods and fluid recorded and access to special
snack boxes. For patients that require more support ‘enhanced’ and ‘intensive’ levels of the programme
provide:
one to one support for dementia patients who struggle to eat and drink
regular reviews
development of eating and drinking goals for the patients in conjunction with the family and
nursing team
provision of 5 smaller meals, which can be easier for some people with dementia to manage
than the traditional 3.
Music and food intake: is there an association?
The provision in the programme was the use of music during meals. Can playing music really stimulate
nutritional intakes?
Looking at scientific research, several studies have demonstrated the calming effect of music on service

users with agitation and anxiety related to dementia. However, fewer studies have directly measured the
effect of music on meal intake in long term care settings.
In a study of 27 nursing homes, it was reported that residents with dementia increased the
percentage of the meal consumed by around 10% when relaxing music was played in the dining
room with the evening meal over a 4 day period. However, the study was limited by short duration
and estimation, rather than a weighed measure, of food intake.
In another study involving 12 nursing home residents with Alzheimer’s disease, researchers played
familiar music during the midday meal every other week for 8 weeks, and meal intake was
compared for music vs no music weeks. The authors reported an increase of 20% in calorie intake
when the music was played. In this study, musical preferences were determined by obtaining input
from family members. Interestingly it was suggested that it was the familiarity of the music, rather
than the relaxation quality, that contributed to the significance of the results.
And in a charming report from the Slough Public Health team on the Sing for Life programme in 6
care homes, they noted that therapeutic singing increased the weight of those participating in
structured singing sessions.
This evidence is clearly limited but music or singing may be worth trying as part of a range of
interventions to increase nutrition intake for people with dementia in care home settings. What is also
worth considering is whether any parts of the NoSH Programme are not currently in place in your care
homes and whether they perhaps should be.
Ayela Spiro, British Nutrition Foundation, QCS Expert Nutrition Contributor

Appendix 5
FOOD HYGIENE
i
Legislation
The manager and catering manager are aware of legislation relevant to food and other services
within a nursing home and are registered as food businesses by the local authority environmental
health department, which inspects on food safety requirements. In enforcing the legislation, EHOs
are entitled to inspect catering facilities in homes: the emphasis will be on risk prevention and the
provision of advice. Authorities registering homes under the care homes regulations will take note
of reports from EHOs.
ii
The Foods Standards Agency
The Food Standards Agency (FSA) promotes the microbiological safety of food throughout the food
chain. It is responsible for the strategy for reducing food-borne illness, promoting a hazard analysisbased approach to food safety management and providing guidance for producers, retailers, caterers
and the general public. The FSA also deals with microbiological food hazards and outbreaks of
food-borne disease.
iii Guidance on the new food hygiene legislation
New EU food hygiene regulations came into force on 1 January 2006 but, although the legislation
has changed, the requirements for caterers remain very much the same. There is a new requirement
for food businesses to put in place and maintain an effective food safety management system. The
management procedures are based upon the principles of the Hazard Analysis and Critical Control
Point (HACCP) system.
HACCP is a system that identifies food safety hazards and puts controls in place to prevent, as far
as possible, harm to consumers. The food safety management systems is proportionate to the
business activity and includes more rigorous controls where consumers are more vulnerable, as is
likely to be the case in care homes.
The FSA has developed a range of tools to assist food businesses in complying with this new
requirement and these can be found on the FSA website (www.food.gov.uk). Whatever system is
chosen, it is a requirement of the legislation that it is documented and must demonstrate how the
business ensures that the food it produces is safe to eat.
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The legislation
The package of legislation:
 modernises, consolidates and simplifies the previous food hygiene legislation
 applies effective and proportionate controls throughout the food chain, from primary production
to sale or supply to the final consumer
 focuses controls on what is necessary for public health protection
 confirms that it is the primary responsibility of food business operators to produce food safely.
 As EU regulations, the legislation is directly applicable law. The regulations are:
 Regulation (EC) 852/2004 on the hygiene of foodstuffs
 Regulation (EC) 853/2004 laying down specific hygiene rules for food of animal origin
 Regulation (EC) 854/2004 laying down specific rules for the organisation of official controls
on products of animal origin intended for human consumption.
A food safety management pack, Safer food, better business (SFBB), is available at the home
for the catering manager and staff and can be found on the FSA’s website at
www.food.gov.uk/catering. It was developed to help small catering businesses such as
restaurants and cafes comply with the new regulations and implement food safety control
systems.
As residents in care homes are a vulnerable group, the FSA is currently working on additional
supplementary advice to cover this sector. Until this is ready, managers of homes are advised
to speak to their local EHO for advice on the suitability of SFBB for their home.
Detailed guidance on food safety and the provisions of the relevant legislation is beyond
the scope of this document. Managers of homes are strongly recommended to visit the
FSA website or contact their local EHO for information.
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Staff training
All staff engaged in food preparation or handling are trained, supervised and instructed to a level
sufficient to enable them to prepare food safely. Foundation, basic, intermediate and advanced
courses in food hygiene may be run by local authority environmental health departments and
hygiene consultancy firms. Such a course covers the following:
 food hygiene – an introduction
 legislation
 food safety hazards
 temperature control
 food contamination
 personal hygiene
 principles of safe food storage
 equipment for food handling
 cleaning and disinfection
 food premises and equipment, including pest control.
•

•
•
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All staff should adhere to the organisation’s Nutrition, Hydration and Food Safety Policy
and ensure that all food prepared for individuals is prepared, cooked, stored and presented
in accordance with the high standards required by the Food Safety Act 1990 (as amended)
and the Food Safety and Hygiene (England) Regulations 2013
Any member of staff who becomes ill while handling food should report at once to
their line manager or supervisor, or to the organisation office.
Staff involved in food handling who are ill should only return to work 48 hours after
symptoms cease or when their GP states that they are safe to do so

High risk foods
Certain foods will present more of a risk of food-borne illness to residents than others. These foods
include meat, fish, eggs and milk and products made from them. If these foods are incorrectly
handled, prepared and stored, any bacteria that may be present or have contaminated them may
multiply and/or produce toxins to levels which are likely to cause illness. The danger of food-borne
illness will be reduced with the proper implementation of a system of identifying and controlling

food safety risks and the appropriate training of food-handling staff. Some examples of foods that
need special care are given below.
➢ Raw eggs
Some eggs contain the salmonella bacteria inside or on their shells. Therefore, catering staff
understand how to handle and cook with raw eggs. Vulnerable groups, such as elderly people,
are more likely to become seriously ill from food poisoning caused by salmonella. Raw eggs
should always be thoroughly cooked. This means avoiding serving eggs with runny yolks.
Pasteurised eggs should be used for all uncooked or lightly cooked dishes.
➢ Pâté, soft-ripened cheeses and cook-chill foods
The source of listeriosis is often unknown, but a variety of foodstuffs has been associated with
infections. These include pâté, soft-ripened cheeses and cook-chill foods that are not reheated
before consumption. Listeriosis may be a mild illness, but can also cause septicaemia,
meningitis and encephalitis or, if a pregnant woman becomes infected, it can harm the
developing baby. Elderly people, or those who have impaired immunity due to disease or
treatment, are particularly vulnerable to infection. Particular care needs to be taken in
developing diets for vulnerable people; they should avoid pâté and soft-ripened cheeses and
should only eat cook-chill meals and ready-to-eat chicken if they have been reheated until they
are piping hot.
➢ Unpasteurised milk
It is recommended that only milk and milk-based products that have been pasteurised should
be offered for consumption by residents. Raw milk products pose a significant risk to vulnerable
groups and their use in these circumstances should be avoided.
➢ Undercooked or raw foods
Recent research has shown that meat (including poultry) which is undercooked and still pink
after cooking may cause infection. It is, therefore, important that all meat and poultry is
thoroughly cooked until the juices run clear before being served. Piping hot meat is safest; the
use of food thermometers is recommended.
➢ Cooked food
Cooked Food kept at room temperature and then reheated, is often implicated in outbreaks of
food-borne infection. Such practice is unsafe. Cold cooked meats which are sliced some time
prior to consumption may also be associated with gastrointestinal infections if mishandled
and/or left at room temperature.
➢ Shellfish
Shellfish especially if eaten raw or undercooked, is recognised as being a high risk food. If
served to vulnerable residents, particular care should be taken to ensure proper preparation,
cooking and handling of fresh, tinned and frozen shellfish.
➢ Salads, fruits and uncooked vegetables
Salads, fruits and uncooked vegetables are a good source of vitamins, minerals and fibre but
they need careful preparation to ensure that the risk of contamination is reduced. Horticulturists
do not always leave much time between feeding a crop with organic fertiliser, or spraying
against pests and diseases, and harvesting the crop. Where possible, fruit and vegetables should
have the skin removed providing this does not mean excessive manual handling. Leafy
vegetables, such as lettuce, and fruit should be washed thoroughly in running water. All fruit
and vegetables should be purchased from a reputable supplier.
➢ Gifts of food
Visitors frequently bring food in for residents. It is preferable for this food to be of a low risk
nature, such as fruit, biscuits, chocolates and pre-packaged fruit drinks.
Visitors should be discouraged from bringing in foods that are required to be kept hot. If chilled
food is brought in, it should be transported to the care home in a chilled container and labelled
with the resident’s name and the date. Such food should be placed in a refrigerator which is
maintained at a temperature of +4°C to +8°C (preferably one used only for this purpose); if it
is not consumed within 24 hours, it should be disposed of safely. Residents and visitors are
aware of this policy.
f) Water

i

Potable water supplies
The provision of wholesome (clear, palatable and safe) drinking water is fundamental to the
protection of public health. Public water companies have considerable expertise and resource
to ensure that their supplies are designed and operated and their quality monitored to comply
with the minimum requirements of the law. Water should be collected, stored safely and
treated at source, often by coarse filtration. Water should be distributed in a purpose-designed
system in a chlorinated form (containing more than 0.8 p.m. free residual chlorine).
Distribution systems are free of ‘dead legs’ and spurs. Joints and leaks are repaired by
qualified plumbers. Mains supply tap water in the UK is wholesome and of a very high quality,
often of a standard higher than most forms of bottled water. Potable water if retained in storage
tanks which are pre-treated from extraneous contamination and is free from coliform bacteria,
particularly Escherichia coli. If detected, this organism is an indicator of human/animal faecal
contamination. Uncontrolled water supplies are easily contaminated with coliforms,
environmental mycobacteria, Legionella spp. and filamentous fungi.

ii

iii

During adverse weather conditions, surface water may become contaminated with extraneous
faecal matter and occasionally with Cryptosporidium parvum. Water from deep boreholes is
safe to drink raw but, because of the slight risk to immunocompromised patients, it is better
filtered. Occasionally, boiled water orders (Bouchier Report, 1997) may be issued but
problems arise in defining which patients would benefit from this.
Potable water in containers
Water coolers are often found in healthcare premises and should be mains fed not topped up.
Stand-alone coolers are not used in clinical areas. Contamination is reduced by regular
maintenance and cleaning. Similarly, ice-making machines are frequently contaminated and
should be under strict hygienic control and monitored. Contamination levels may be low but
non-fermenting gram-negative bacilli can flourish in almost carbon-free water.
Non-potable water
Non-potable water is used for a variety of reasons in healthcare premises and is often a source
of a variety of pathogens. Legionnaire’s disease (often caused by Legionella pneumophila) is
usually associated with hot water services and recirculating cooling water systems connected
to air conditioning plants. Legionella spp. are naturally widespread in water, particularly
stagnant water systems where biofilm may build up and resist decontamination by heat,
chlorination and biocides. The route of infection is usually inhalation of contaminated water
droplets from ventilation systems and showers. The number of organisms that cause infection
has not been reliably determined and will vary.
Hot water should be stored at 60°C or above and cold water at 25°C or less. Warning notices
to the effect that hot water may cause harm may not be enough to safeguard the elderly or the
poor sighted. Prevention and control strategies should be in place to minimise the risk of
healthcare-associated legionella. The home has regular check for legionella.
Rinse water is a frequent source of contamination unless its use is controlled and monitored.
Immersion in water, such as the use of hydrotherapy pools, may be a common cause of skin,
ear, chest and gastrointestinal infections. Pool maintenance is essential and management
programmes should be established.
All water outlets are regularly inspected and maintained by qualified plumbers and where
problems occur with water contamination then point-of-use filters should be considered.

a)

Pests
Kitchens and food stores provide ideal conditions for pests. Not only do they eat the food but they
contaminate and spoil a lot more; and rodents damage the fabric of buildings from the woodwork
to electric cables. Control measures should include the following:
 stop pests getting in with well-fitting doors, covered drains, fly screens or bird-netting
 look out for evidence of the presence of pests – droppings, nests, chew-marks on wood or cables
in the case of rodents; or, for insects, droppings, egg cases, vomit marks, damaged food
containers, webbing caused by moths or the presence of the live insects themselves

 discard any foodstuffs or other articles affected by pests, including milk from bottles whose
tops have been pecked by birds
 The catering manager acts as pest monitoring officer and liaise with an environmental health
officer from the local authority or a reputable commercial pest control company
 make the premises less welcoming to pests – clean up any spillages and decaying food
immediately; carry out regular inspection and rotate any stock; use rodent-proof containers with
well-fitting lids; store food off the ground
 do not put leftovers out for birds because it will encourage pests; consider the use of a properly
installed electric flying-insect killer; use a waste-disposal unit to get rid of leftovers rather than
relying on a registered food waste collector, a waste compactor may also be considered; use
plastic wheelie bins for all waste, these can be easily cleaned.
Ants
There are two main types of ants, the black or garden ant and the pharaoh’s ant. Ants prefer
to eat protein-rich foods, such as meat and cheese, as well as fats, sugar and chocolate.
Pharaoh’s ants are yellow-brown in colour and very small, usually around 2 mm in length.
Nests are located within the fabric of buildings, along heating ducts and in wall cavities.
Pharaoh’s ants feed on a wide variety of foods and also gnaw holes in material and rubber
goods. These ants are capable of transmitting diseases and contaminating sterile materials
with organisms such as staphylococci.
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Treatment: garden ants require insecticidal treatment to destroy their trails, but tropical
ants, like Pharoah’s ants, need to be treated by baiting so that nests can be destroyed.
ii

Cockroaches
There are many different kinds of cockroach. Some of the more common types that occur
in the UK include the common cockroach, German cockroach, brown-banded cockroach,
American cockroach and Australian cockroach. Cockroaches can seriously harm business
reputations, particularly within the food industry.
The brown-banded cockroach is often found in residential premises. The adult cockroaches
are quite small, usually around 10–15 mm long, and are a yellowish-brown colour, with
dark hoops around their body.
The German cockroach is often found in kitchens and laundries, hence its common name,
the steam-fly. The adult cockroaches are quite small, usually around 10–15 mm long, and
are again yellowish-brown in colour but with two dark longitudinal marks or stripes.
Treatment: infestations can be very deep-seated within buildings and need regular and
thorough treatment to control them. This does vary depending on the type of cockroach.

iii

Mice
The house mouse is a very common pest of buildings. Field mice and other less common
rodents are not usually found in houses, but may cause infestations occasionally. The
identification of droppings usually confirms mice are present. They can also cause damage
to foodstuffs, chew wrappers and cause holes in a variety of materials.
Treatment: mice can be controlled using a combination of rodenticidal baits and proofing.

iv

Rats
The most common species of rat found in the UK is the brown rat. There is also the black
rat, which is much less common and is usually found in a very few portside areas. Rats
tend to be a problem as they are destructive and transmit many infections such as Weil’s
disease.
Treatment: successful eradication may be possible using a combination of rodenticidal
baits and proofing.

v

Pets

Pets can often enhance the quality of life for the ageing and the ill. However, there are
worries that a resident may catch an infection from a pet, especially if the resident’s
immunity is reduced through age, illness or therapy or if the resident may be pregnant.
Sensible precautions can reduce this risk to an acceptable level.
The senior manager ensures that a knowledgeable person is responsible for the animal and
that there is no risk of contravening the relevant safety legislation. There is a written policy
on pets to ensure full understanding of:
➢ the types of animals allowed for the purposes of ‘pet therapy’ – only mature,
housetrained pets are acceptable
➢ the control and permitted behaviour of pets while on the premises
➢ the routes for entry to and passage through the premises
➢ the areas where pets are not allowed
➢ any insurance liability of owners and handlers.
The management ensures that ‘Pet Pass’ system and checks that all animals brought
into the home are within the following recommended guidelines:
 all animals should be regularly groomed and checked for signs of infection or other
illness
 if pets become ill, diagnosis and treatment by a vet should always be sought and the
animal should not be in the home until restored to health
 all animals should have received relevant inoculations
 all animals should be wormed regularly every six months
 claws should be kept trimmed to reduce the risk of scratches; any scratches on residents
should be promptly and thoroughly cleaned and observe for signs of infection
 pets should have been exercised before being allowed to meet with residents
 all pets, but especially cats and dogs, should have their coats cleaned regularly;
bedding should also be cleaned regularly and insecticides used, as necessary, on the
environment and the pet to control fleas; specialist advice should be sought if problems
occur.
The staff are familiar with good hygiene practice in relation to pets. These include:
 pets should not be permitted to lick residents or jump on them in a manner which may
cause accidents
 after residents and guests have touched animals, they should wash their hands well
 pet feeding areas should be kept clean
 pets should have their own feeding dishes, which should be washed separately from
dishes and utensils used for residents and staff
 pets should not be fed in the kitchen or other food preparation areas
 recognised commercial brands of pet food should be used and pet food containers,
once opened, should be kept separate from food for human consumption
 food not consumed within about 20 minutes should be taken away or covered and
spillages cleared up to prevent attracting pests.
Litter boxes should be dealt with as follows:
 they should be cleaned by someone who is healthy and not pregnant
 a protective apron and gloves should always be worn when they are being cleaned
 a disposable liner should be fitted to the box for easy cleaning
 litter should be changed daily
 litter should be sealed in a plastic bag and disposed of in accordance with local
guidance
 the box should not be sited near food preparation, storage or eating areas
 the box should be disinfected weekly by filling with boiling water which is allowed to
stand for at least five minutes in order to kill Toxoplasm eggs and other microorganisms.
Vets have identified some animals that are more likely to carry disease that could be
spread to humans:

➢
➢
➢
➢
➢
➢
➢
➢

stray animals
sick animals, including birds
wild animals, including birds
animals with diarrhoea
exotic animals
cage birds (may carry psittacosis)
tropical fish (may carry a form of TB)
domestic pets that hunt and eat wild animals.

Good general hygiene and hand hygiene are essential for risk reduction. By ensuring that
all the above advice is followed, the physical and psychological benefits of having pets
should improve the quality of life of the residents.

Appendix 6

