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Glossary of Terms

Acute sector

Hospital-based health services which are provided
on an in-patient or out-patient basis.

Aids to eating

Dishes, cups and cutlery that have been specifica
adapted to allow individuals who have diffi
eating.

A la carte menus Dishes prepared individually out with orm
set menu.
Anaphylaxis A severe, potentially life-threat

reaction.

Artificial Nutrition
Support

sufficient
ents. This is

Provided to patients who cannot corjiu
foods to meet their nutritional requi
maybe in the form of. O
specially formulated [ig
a feeding tube eitheyg

@

@ that is provided via
Do gPomach or via a vein

Assessment

Audit

Audit Scotland

Sys matic re@eWw of the procedures used for

diagNmSIs, care, @eatment, and rehabilitation,
eX Ao how associated resources are used and
% o the effect care has on the outcome and
()

money properly, effectively and efficiently, by
carrying out financial and performance audits.

'
BAPEN Q\

British Association for Parenteral and Enteral
Nutrition is a charitable association that raises
awareness of malnutrition and works to advance the
nutritional care of patients and those at risk from
malnutrition in the wider community.

BeWyage

Any drink which exceeds 85% water content.

First light meal of the day, usually comprising
cereals and toast/rolls etc.

British Dietetic
Association ( BDA)

The professional association for dietitians in the UK.

FOOD IN HOSPITALS



Choice More than one option that meets an individual's
dietary and nutrient needs. With careful menu
planning, one option may meet the differing needs
of more than one patient group.

Coeliac disease Coeliac disease is a common digestive condition
where a person has an adverse reaction to glute

SIWY3L 40 AYVYSSOT1D

Commodity Advisory Commodity Advisory Panels (CAPs) are advy
Panel groups who have clinical, technical or com
expertise in the goods or services undg
consideration. CAPs are formed for es
of expenditure, including food an
ensure that the goods or servic
those who use them and offer

of a protein
a carbohydrate/

Composite dish A composite dish shoulQ
containing food, ve
starchy item

Core Nutritional Pathway [ncorpor thegM tion Universal Screening
Tool” (MU is intended to clarify what patients
shoyld expe(Qn terms of effective nutritional care.

' [ pCal points in the patient’s journey

er to the transfer of either bacteria or
. aces from one product to another via
r@ce contact or the use of the same equipment.

Cross-contamination Thi

Dietary codlng @ary coding provides information to patients,
carers and staff to enable them to make an informed
food choice whilst in hospital. Hospital menus

\ should be coded for healthier eating and higher-
energy nutrient-dense meal options. Vegetarian
options should also be coded. Foods that are not

0 coded may still be suitable for patients to choose,

but are perhaps not the preferred choice.

VY heeds Individuals' dietary needs include their eating
and drinking likes and dislikes; food allergies/
intolerances and need for therapeutic diet; cultural/
ethnic/religious requirements; social/environmental
mealtime requirements; physical difficulties with
eating and drinking; and also whether there is
a need for equipment to help with eating and
drinking.
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Dietary needs assessment The process of assessing the specific dietary needs

of individual patients (see ‘dietary needs’). The
findings of the dietary needs assessment should be
considered in the patient's nutrition care plan (see
‘nutrition care plan’).

Dietitian

A person who is specially trained in the nutrition
needs/care of patients. A dietitian will asses
person in order that the food/fluid given t
person is nutritionally balanced and meets
therapeutic needs.

Dish descriptor

A description of each dish on the

portion which will enable carbohydr counting as
appropriate.

Evaluation

The study of the perfor
element of treatme

Food allergen

identifying s problem areas of activity.
Somethi , [ly a protein which causes
some indi S to have an immune reaction.

Food allergy

AN i@ lon to food.

Food-based standards

Food chain

Food enrichment

L 4

The@D ®cs involved in obtaining, preparing,
| and serving food.

gies are used to increase the energy and
lent content (density) of foods and beverages
without significantly affecting their volume (also
known as food fortification).

Food in

The short title for the national nutrition and
catering specification for food and fluid provision in
hospitals in Scotland.

Fo olergnce

A reaction to food that does not involve the immune
system.

» DO andards Scotland

From 1 April 2015 Food Standards Scotland is the
independent public body in Scotland responsible for
protecting consumers and public health in respect of
food safety and food standards.

Healthier eating diet/
principles

A diet that follows the principles for a healthy
balanced diet, including five portions of fruit and
vegetables per day, reduced total and saturated fats,
reduced free sugar and reduced salt content.”

Healthy balanced diet

See above.
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Healthcare Improvement A national healthcare improvement organisation for

Scotland (HIS) Scotland and part of NHSScotland. Works with staff
who provide care in hospitals, GP practices, clinics,
NHS Boards and with patients, carers, communities
and the public.

SIWY3L 40 AYVYSSOT1D

Healthcare Retail A set of criteria launched in early 2015 under the

Standard Health Promoting Health Service for retail o ‘
including trolley services in healthcare buil@ing
The HRS sets out provision and promotign |ter

Healthyliving Award The Healthyliving Award is a ng

be in keeping with S
changes to the way a W ks could make a
signiﬁcant difference TN Psiness.

Health Facilities Scotland
(HFS)

Higher energy and
nutrient-dense diet

rinks and increased eating opportunities
rovision of substantial snacks).

Hospital Catergys ational organisation with aims and objectives for
Association (HC the promotion and improvement of the standards of
\ catering in hospitals and healthcare establishments
in the UK; the education and training of persons
in health care catering services; and the provision
and improvement of the professional interests and

status of those engaged in health care catering
services.

ot al A cooked meal (soup and sandwich not included).

triglyceridaemia A condition in which triglyceride levels are elevated,
often caused or exacerbated by uncontrolled
diabetes mellitus, obesity, and sedentary habits.
This condition is a risk factor for coronary artery
disease (CAD).

Late meal A meal served out with the normal set mealtimes
usually due to patients being admitted to a ward
during or after a mealtime.

Foop INHosPiTaLs X
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Main meal A serving of food which provides the greatest
contribution to the energy and range of nutrients
required daily. Usually consists of hot cooked dishes
with accompaniments.

Malnutrition A state of nutrition in which a deficiency, excess
or imbalance of energy, protein or other nutrient
including minerals and vitamins, causes meg
adverse effects on body function and clini
outcome.?

‘Malnutrition Universal The ‘Malnutrition Universal Screening
Screening Tool’ (‘MUST’) (‘MUST) is a validated, simple fivegste
screening tool designed to iden
malnourished or at risk of mal

Menu capacity The ability of the menu to meet the

for whom it is intend

Menu planning guidance Statements and furthe

Menu planning and The men
food-based criteria ensure tha lents' differing dietary needs are
pportunities to ensure nutritional
are maximised. They are intended
ospitals achieve the nutrient specification
ection 2 and also a number of the

2 set in HIS Standards for Food, Fluid and
t@tional Care.?

Missed meal eal which a patient has been unable to take
L 4 due to a clinical treatment or attendance at a clinic/
diagnostic service during a planned mealtime.

See ‘texture-modified diets’.

The systematic process of collecting information on
clinical and non-clinical change, improvement and
performance. Monitoring may be intermittent or
continuous. It may also be undertaken in relation
to specific incidents of concern or to check key
performance areas.
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Multidisciplinary

A multidisciplinary team is a group of people from
different disciplines (both healthcare and non-
healthcare) who work together to provide care for
patients with a particular condition. The composition
of multidisciplinary teams will vary according to
many factors. These include: the specific conditio
the scale of the service being provided, and ‘
geographical/socio-economic factors in the ##C

area.

SIWY3L 40 AYVYSSOT1D

National Catering and
Nutrition Specification

National Institute
for Health and Care
Excellence (NICE)

An independent organisation regoongble TOT
providing national guidance on prongptig® good
health and preventing and treating i

National Procurement

National Procuremen
National Services Scotla
launched in 2005.
history and eri
Supplies t Procurement

Impleme Pl) Programme into one
coordinateC@ ofessional procurement organisation.
NP Q&respons for ensuring that an efficient
serv, (0T the highest standards in modern

as officially
o the collective
cottish Healthcare

are three main components to National
ro@Urement: Strategic Sourcing (Better Buying),
orrocurement and Systems (Technology), Logistics
(Product Distribution).

The presence of abnormally few neutrophils in
the blood, leading to increased susceptibility to
infection.

A non departmental public body which provides
advice and services to the rest of NHSScotland.
Accountable to the Scottish Government, NSS works
at the heart of the health service, providing national
strategic support services and expert advice to
NHSScotland.

Nutrient analysis

To calculate the amount of energy and nutrients in
a particular food, recipe or menu using a standard
procedure.

Foob IN HosPiTALs X\



Nutrient (based) The nutrient requirements of a 'general' hospital

standards population, which a hospital catering service is
required to meet through food and fluid provision.
These are defined for the 'nutritionally vulnerable'
patient and also the 'nutritionally well'.
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Nutrient specification A document which states the food and nutritiona
requirements that a catering establishment
meet.

Nutritional Care Embodies a coordinated approach to tgs

food and fluid by different healthcarq
and recognises the patient as an igdi
needs and preferences. As a pr
care determines a person’s pre

. responding
ents. It involves the
nutritional status

to changing nutritiona
monitoring and reassa

Nutritional Assessment

Nutritional needs
Nutritional re%Jireme

Z'amounts of energy and nutrients that
individuals need for health.

Nutritional s N A simple, rapid process by which an individual's
nutritional status or risk of developing poor
nutritional status is determined. This then allows
a care plan of monitoring and treatment to be
implemented for the individual patient. This ideally

should be carried out using a validated nutritional
screening tool.

‘ jtlonally vulnerable' Individuals who have normal nutritional

requirements but with poor appetite and/or unable
to eat normal quantities at mealtimes; or who have
increased nutritional needs.

XV Froob N HosPITALS



‘Nutritionally well’

Individuals who have normal nutritional
requirements and normal appetite or those with
a condition requiring a diet that follows healthier
eating principles.

Obesity

Obesity occurs when energy intake from food ang
drink consumption, including alcohol, is greater tig@n
energy requirements of the body’s metaboli \/ N ‘
a prolonged period, resulting in the accumyggtio

of excess body fat. The Body Mass Index (BWiI)

Is commonly used as a measure of 0 d
overweight with BMI greater than 30 e gro
indicate obesity.

SIWY3L 40 AYVYSSOT1D

Operational Group

senior nurse, a doctor, &
health team, a seniolgll angpther allied health

er sentatives appropriate to
and to the food delivery system.

Oral Nutritional
Supplements (ONS)

Out-of-hours provisio

L 4

d in addition to the normal diet,

rovision of appropriate food and drinks
dividuals outwith the scheduled mealtimes
set within the hospital. Defined as food or fluid
provided when the catering facility has closed for
the day.

Patient

A person who is receiving care or medical treatment.
A person who is registered with a doctor, dentist, or
other healthcare professional, and is treated by him/
her when necessary.

ro ed meal-times

Periods of time on a hospital ward when all non-
urgent activity stops, allowing the patient to eat
without being interrupted and staff are available to
provide assistance.

Protein source

A food item such as meat, fish, eggs, cheese or
pulses which provides the nutrients necessary for
proper growth and function of the human body.
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Renal diets Therapeutic diets for individuals who have kidney
disease.
Satisfaction survey Seeking the views of service users through

responses to pre-prepared questions and carried out
through interview or self-completion questionnai

Scottish Dietary Goals The Goals describe, in nutritional terms, the diet
will improve and support the health of the
population. They are set at the Scottish po
level. They indicate the direction of trzss

SINY3L 40 AYVSSOT1D

will continue to underpin diet
Scotland and will be used for s i oring
pUrposes.

Screening tool A nutritional screenin
patient's nutritional s\

Special and personal diets

Standard A level of

Standard recipe

Snack

small quantities of food which contribute a
minimum of 300kcals.

Substantial snacks

Food/fluid that has had its consistency altered
to enable a person to chew and swallow it safely
without choking.

Food/fluid which has had its nutrients modified to
meet the nutritional needs of a person, and which
forms part of their medical treatment to prevent
symptoms or improve nutritional status.

Minimum food and beverage provisions that must
be available on a ward to provide to patients.

Wholegrain cereals Fibre content is >3g/100g or at least 3g in
reasonable expected daily intake of food (Healthy
Living Award).
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1. Introduction

1.1 Introduction
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Eating well and enjoying food is fundamentally important for every individualg
health and wellbeing. In a hospital setting appealing food and good nutrition i
more than this, here it is vitally important.

Catering provision in NHS hospitals should always be exemplary, promagng
a healthy balanced diet for patients, staff and visitors. This is a corg task
The challenge requires efficient service delivery, coordination, and
communication to share information, knowledge and underst
caterers, procurement, suppliers and medical staff. Further, |
pivotal to the success of Food in Hospitals. In a diverse hos pul tion, food
must meet the nutritional requirements of patients as well as pr
is appropriate for different age groups, religious, cultural and soc
across a range of medical conditions.

Food provided for patients needs to be familiar, a
appropriate times. Above all it needs to be eat

opportunities for individuals to eat and
are fundamental to improving consu

For many patients who are assessed as ritionally vulnerable’, good nutrition
means the provision of small, engggy and i

There is also a significant propd
‘nutritionally well’ whose g
population. Nearly two-th
classed as ‘nutritionall
significantly togigh rat
and diabetes in

The advi ritionally well' is a healthy balanced diet that is
characterl er proportion of lower fat, salt and sugar foods and the
inclusio eastvive portions of fruit and vegetables a day plus a higher
proporifon of, chy foods including high fibre foods.>©

T a r important aspects which we expect will characterise food
in A itals including a focus on improving the social aspects of eating with
e OUNEement from staff, visitors and volunteers and developing dining areas
cthese are present.

he types of food and menus are a priority identified in ‘Scotland’s National Food
and Drink Policy - Becoming a Good Food Nation” which advocates greater use of
fresh, seasonal, local and sustainable produce and Procurement Reforms which
recognise the purchase of food to improve the health, wellbeing and education of
communities in an authority’s area, and promote the highest standards of animal
welfare.
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Food in Hospitals Catering and Nutrition Specification

4
-
This Food in Hospitals Specification 2008 has been revised and updated to 3
support Scottish NHS Boards in implementing: =
(@]
« the Healthcare Improvement Scotland Food, Fluid and Nutritional Care g
Standards specifically Standards 3, 4 and 5°; and z
« the delivery of a healthy balanced diet for patients who are considere \ ‘
‘nutritionally well’.
As such, Food in Hospitals provides information on standards for “<OEIN :l§
nutrient and food provision for patients within hospitals. It provid . Yk
on how the standards/guidance can be met, through assessmegdo Dt

population’s dietary needs, menu planning, and practical sugeSTNSQigPd
choices suitable for different dietary needs, including speci nd@herapeutic
diets.

The Specification aims to ensure a common and acgurajaminderst®ding about
different patients’ nutritional and dietary needs by Qi p involved in food
provision in hospital settings. It sets out how not onIga s, but all those
involved in the provision of food and fluids to s, @®uding menu planning
groups, nurses, dietitians, Speech and La ists (SLT) and Commodity
Advisory Panels can help ensure approgPiated 0 g ocured, produced,
available and provided to meet the Vo
population.

hospital catering to one that re
appropriate food provision for @
In turn will positively infl

the fundamental importance of providing
Wicnt as part of his or her treatment. This
and recovery.

eflt the needs of the local patient population.
Cl nd also the method of food production, whether
ady-prepared bought-in, cook-fresh, cook-chill or
he scope of service that different establishments can

Food service provision
The size of the catering

it is on-site, ou
cook-freeze will i ct
provide.

Hospital N2 ar® the food it provides, although previously viewed as a
non-cligfcal seMQyce within the NHS, and grouped with facilities services such
as ing Jhd cleaning, is now widely accepted to play an important clinical
rOMQEN t atment of hospital patients. Understanding of the importance of

d nutrition in the wellbeing of hospital patients has also increased and
icit that providing appropriate food and fluid for the patient population
n effective in cutting the length of hospital stay and cost of in-patient
dmissions. As the cost of malnutrition was estimated to be £19.6 billion in
ngland in 2011 and 2012 (there is no equivalent Scottish data), preventing and
managing this has the potential for significant cost savings across the NHS.”

00 .
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1.2 Purpose

Nutritional care is more than the provision of food and fluid to patients and
demands effective multi-disciplinary team working to ensure the dietary needs of
all patients are met.

4
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The purpose of this Food in Hospitals Catering and Nutrition Specification is t

« set out nutrition and catering criteria to ensure that NHS Boards supp
Food, Fluid and Nutritional Care Standards;?

« provide guidance for the planning group responsible for the impmygntati

Scottish Government and NHS policies,® 2 and

- define the nutritional and dietary requirements of hospital pat

Table 1: Healthcare Improvement Scotland Food, FIN utritional Care
Standards?
Standard 1: Policy and Each NHS B cy, and a strategic
Strategy and coordj . to ensure that all
patients afe, effective and person-centred
nutritional , irrespective of speciality and

Standard 2: Assessment, W
Screening and Care co
Planning '

erson is admitted to hospital, or to a

ggout. Screening for the risk of malnutrition
0 carried out, both initially and on an ongoing
asl. A person-centred care plan is developed,
lemented and evaluated.

L 2
Standard 3: Planfing Formalised structures and processes are in place to
Delivery,of E plan the provision and delivery of food and fluid in

Fluid in ita hospitals, in line with Food in Hospitals.

Stand g vision of Food and fluid are provided in a way that is

Food gnhd Flg Patients acceptable to all patients in hospital.

i S |

St rd 5: Patient Patients have the opportunity to discuss, and are given
0 tion and information about, their food, fluid and nutritional care.

o unication Patient views are sought and inform decisions made
about the food, fluid and nutritional care provided.
Standard 6: Education Staff have the knowledge and skills required to

and Training for All Staff meet patients’ food, fluid and nutritional care needs,
commensurate with their duties and responsibilities,
and relevant to their professional discipline and
area of practice.
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It is intended that this document is used in conjunction with other key documents
such as the Hospital Caterers Association (HCA) Good Practice Guide Healthcare
Food and Beverage Service Standards, A Guide to Ward Level Services and
Nutrition and Hydration Digest: Improving Outcomes through Food and Beverage
Services to support healthcare establishments achieve this specification.™ 2

NOILONAOULNI

The hospital population

While the majority of patients depend on ordinary hospital food to impr, ‘
or maintain their nutritional state in order to optimise their recovery fr

illness, many patients, who are ill in hospitals or other care settingsgam\/c PO
appetites or have an impaired ability to eat, with the resultant ris
malnutrition.”

In 2000 the Clinical Resource and Audit Group (CRAG) found
in Scotland’s long-term care establishments (including NHS h®spi
undernourished.’ The food consumed by residents was significa
dietary recommendations for many nutrients including egergy.

Amalgamated data from hospitals in Scotland that
Nutrition Screening Week Surveys (NSWs) underig
revealed that overall, ‘'malnutrition’ (medi
affected 24% of adults on admission to Dital\@
a whole (29%) and lower than any of
affected were at high risk. The prevale
being higher in the summer (29% and wi
spring (21%).%

There were marked differences
to hospital and the general
admitted to hospital duri

®cording to ‘MUST)
as lower than the UK as
of the UK. Most of those
ried significantly between seasons
(27%) than in autumn (23%) and

vevear period was around 17 years higher,

while the mean BMI sli than the general population. More people were
admitted to hospital w derweight (<20 kg/m?2) or severely obese

(=40 kg/m2) tha® d in the general population.

Older people likely to be undernourished when admitted to hospital and
remain u N during their hospital stay. They also have longer periods
of hospital IX@/-one per cent of patients in the NHS in Scotland are over 65

years ro 36% of NHS in-patient beds in Scotland are for older patients
wit ithORt mental health acute care needs.”® The mean length of stay per
epglde specialty in-patient facilities was 4.5 and 4.4 days in 2013 and
201 spectively, but for the older population were 6.3 and 6.1 days in the same

.3 Policy Background

ood is a high priority in Scotland and food procured and served in hospitals
can contribute to the success of a range of policies and legislation. It should in
particular be a service which exemplifies Scotland’s National Food and Drink
Policy. Scotland has one of the poorest diet related health records globally. We
waste a fifth of the food we buy and we remain disconnected from where our

FOOD IN HOSPITALS 5
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food comes from, how it is produced and the impact of food on the environment
even although 30% of greenhouse gases relate to food production and
consumption. Some key policies and legislation are detailed in the following.

1.4 Scotland’s National Food and Drink Policy
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Scotland's overarching National Food and Drink Policy - Recipe for Success ai

to promote Scotland’s sustainable economic growth in relation to food and dri
and it focuses attention on the need to address issues of quality, enviro a
stewardship, health and wellbeing and access to good food and nutritiong&in pRpblic
settings such as hospitals.

1.5 Good Food Nation

A refocusing of the policy is set out in Becoming a Good Fo [0/
commits to tackling head-on difficult areas such as, behavioW chiihge an what

e@roduce.

« Ensuring food in public settings provi ccess to good nutrition, and that
how it is purchased, prepared Xd serve emplifies a ‘Good Food Nation'.

Leadership will be key and NH
Scottish Government, are vitall
demand for healthy and a

caterers and will requir

% PNt to making progress. Creating the
) S and menus is an opportunity for hospital

i nd@ion, innovative menus and procurement. The
challenge for the hospi IS to achieve best value from public funding,
deliver quality nd i@ and to work with the supply chain to stimulate demand

for new, healthy, 0 fficient products and delivery arrangements.” Within
NHSScotlgnd jamaisQdertaken through NHS National Procurement.

The Sc@tish @QI&ry Goals (SDGs) revised in 2013, describe, in nutritional terms,
the at @ill improve and support the health of the Scottish population.’® The
=(0). i ass foods (fruit and vegetables, red meat, oil rich fish) and nutrients

\ OtaMt, saturated fatty acids, trans fatty acids, free sugar, fibre and salt intakes).

Sy idence-based goals indicate the direction of travel, and assist policy
development to reduce the burden of obesity and diet related disease in Scotland.
\S such, improvements in hospital food and the exemplary role of the Health
Service in relation to food provision will support achievement of the SDGs.

The ‘eatwell guide’ provides a pictorial representation of the proportions of
foods we should eat to help meet the Scottish Dietary Goals. The ‘eatwell guide’
therefore describes the healthy diet for patients with no specific clinical dietary
requirements.’

6 FOOD IN HOSPITALS
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1.7 Food, Fluid and Nutritional Care Standards - Healthcare Improvement Scotland

In Scotland, NHS Quality Improvement Scotland published the clinical standards
for Food, Fluid and Nutritional Care in Hospitals in 2003." The standards have
been revised by Healthcare Improvement Scotland and published in 2014.3

The revised standards apply to the care of all patients, children and adult, in
both community healthcare and hospital settings and have been developed in
recognition of health and social care integration.?
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Two fundamental considerations that hospitals need to address in ordergo
provide a service which is likely to meet the dietary and nutritiona/gmecds Ofjlits
patients is: maximise opportunities for patients to eat and drink, IS
substantial snacks, out-of-hours service provision, on-ward provis
maximising the choice of suitable foods and fluids available

The HIS Food, Fluid and Nutritional Care Standards apply to
patients, paediatric and adult, in both community healthcare and
Scotland, whether directly provided by an NHS Board ggsecured behalf of an
NHS Board. Although the standards apply specificd M thcare settings, they
have been developed in recognition of the integratio and the principles
that apply to standards in both health and soci

o Mhean services and care
S g (for example, community
and care delivered by district nurses,
| health nurses, and school nurses.
re provided by social care or
provision within a care home.

Within the standards the term ‘communj
provided by the NHS in a patient’s ho
hospitals, day centres, or outreach ser

The remit of the standards does
independent private care staff, g

Standards 3 and 4 only applatlo

essment, provision, delivery and education
or overarching standards). This document
|| oT these standards; however it gives further clarity
achieving Standards 3, 4 and 5.3

They encompass the plan
of nutrition care (refer
supports the d@v 0
and support in spel

Strategie @0 ood, Fluid and Nutritional Care Standards, and fulfil the
Council of ope olution must ensure respect and valuing of the diversity of
patienty S 13,2

NH ds J@d Operational groups must gather information on the diverse
n 0 opulations they are serving and ensure inclusive attitudes and
rac s to food service provision if all individuals’ needs are to be met.

ition Support for Adults: Oral Nutrition Support, Enteral Tube Feeding and
Parenteral Nutrition, Methods, Evidence and Guidance

he National Institute for Clinical Excellence published Guidance in February
2006.2

The recommendations re-iterate the need for regular nutritional screening,
multi-disciplinary working and education and training in the hospital setting.
They also state that ‘healthcare professionals should ensure adequate quantity

FOOD IN HOSPITALS 7



and quality of food and fluid is available in an environment conducive to eating
and there is appropriate support.%

The nutritional requirements of some people cannot be met by the usual oral
route, even with extra help at mealtimes or by the prescription of simple oral
nutritional supplements. Under these circumstances additional help is someti
required, either by feeding by a tube into the gut, or through a line placed int
the vein. Technigues that involve tubes or lines constitute ‘complex nutrit |
care’.

NOILONAOYULNI

complex nutritional care to patients.22

1.9 The Council of Europe Produced Resolution Re
Care in Hospitals: How to Prevent Undernutritio

tion ResAP (2003)"3
Food and Nutritional Care in Hospitals: Undernutrition, to which
the UK is a signatory. It states that ‘Al e right to expect that

their nutritional needs will be fulfilled a hospitalisation’.”®> This resolution

acknowledges there are differenges in NUTNLONal care across Europe with

in Scotland and showed similar 3
Departmental Implementaty ould develop or commission national

built on this work.
1.10 The Procur®m
The role of N

erm (Scotland) Act

rocurement should be recognised for its potential to

promote aWwg and sustainable supply chains. The Procurement Reform
(Scotland) A tablishes a national legislative framework for sustainable
public nt that supports Scotland’'s economic growth through improved

r
ac

ent'Yractice. The Act focuses on a small number of general duties on
horities regarding their procurement activities. For example, it
ces a Sustainable Procurement Duty on contracting authorities to consider
y can improve economic, social and environmental wellbeing; reduce
Mity; promote innovation; and involve SMEs, the third sector and supported

pro
co
intr

he Act also makes a requirement for the NHS to publish its procurement
strategies. A contracting authority required to produce a procurement strategy
must include a statement of the authority’s general policy on how it intends its
approach to regulated procurements involving the provision of food to improve
the health, wellbeing and education of communities in the authority’s area, and
promote the highest standards of animal welfare."©

FOOD IN HOSPITALS
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1.10.1 Catering for Change: Buying Food Sustainably in the Public Sector

This guidance is aimed at the procurement of food or catering services in the
Scottish public sector. It tells how public bodies, including the NHS, can use food
procurement to make a significant contribution towards economic, environmental,
social, and health related objectives, including taking steps to encourage the
involvement of smaller suppliers and improving the quality of the food we bug.

Sustainable Procurement means that hospitals should achieve a balance t ‘

takes account of the quality of food as well as its cost. Its principles andders
content are equally applicable whether the hospital is buying food direC@y 0
using a catering provider:

« specifying fresh and seasonal produce in tender documents:
« removing barriers which stop small businesses bidding folf wo
« structuring contracts in a way that attracts a wide range of sudli

« addressing quality and nutrition characteristics;

animal welfare;
« thinking about the most efficient d
1.11 Non-patient Food-related Paqlici
Healthyliving award plus

The healthyliving award is a na ard for the food service sector which
aims to assure the principl y balanced diet and in keeping with
Scottish dietary targets. H are required to achieve the healthyliving award
plus for staff and VisitdQC ipgonly which requires a greater provision and
promotion of f@ds atQupPPOrt healthier eating.

Supporting Healt ho

rting Healthy Choices sets out the action required to shape
t healthier diets in Scotland including supporting healthier

dards apply to retail outlets within healthcare buildings including trolley
rvices whether the outlet is run by the hospital or voluntary, private or public
ector. It does not apply to hospital catering outlets or vending although mixed
utlets with a significant retail element are expected to attain the HRS as well as
the healthyliving award.?®

FOOD IN HOSPITALS
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1.12 Food Standards Scotland (FSS)?’

FSS was created to ensure that information and advice on food safety and
standards, nutrition and labelling is independent, consistent, evidence-based and
consumer-focused. The key aims of FSS are to help protect the public from risks
to health which may arise through the consumption of food and advise on ho
what we eat will promote good health.

The key aims of Food Standards Scotland (FSS) are:

« to protect the public from risks to health which may arise in connecti
the consumption of food:
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« to improve the extent to which members of the public hav
conducive to good health; and

« to protect the other interests of consumers in relation to
Food safety incidents - The Public Sector Incident Protocol

The Public Sector Incident Protocol (PSIP) sets out TV OWa! arrangements for
responding swiftly and effectively to food incide : ire coordinated
action across the public sector.

In the event of an incident affecting hogftals ional Services Scotland
(NHS NSS) Procurement will be the m I ith e FSS and you should
communicate any issues to NHS NSS Pr ement’'s Commodity Manager (Food),
National Procurement.

The Protocol defines the comm MoN and coordination arrangements between
Food Standards Scotland (FSS fected public sector organisations

)
including hospitals.28
The types of incidents h@ae anticipated are Food Hazards with a
S

potential to impact on afety, Food Fraud and Non-Hazardous

Incidents whicHmatag t on the food supply chain, including issues of quality,
provenance, auth®Licityag@omposition and labelling.

1.13 Busi

Plans f SHNE safe delivery of food depend on local processes and patterns

ers. ring and Facilities Managers (in consultation with Emergency
ffigers) need to work together locally to produce, review and update
or a range of emergencies. e.g. disruption to all power supplies,
od supplies, staffing shortages, equipment failure, loss of catering

\ny plans should be tested to ensure validity and that communication of these
includes not only direct staff involved but other departments who are
co-dependent on a catering service. Exercises in testing could be table-top or
where appropriate live.

10 roopINHOSPITALS
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2. Nutrient Needs of the Hospital Population

Summary

« An assessment of individual patients’ dietary needs should form part of thej
individual medical and nursing care along with a plan of how these needs |
be met.

« Assessment of likes, dislikes, allergies/intolerances, need for therape
and difficulties with eating/drinking should be made.

« Nutrient standards are based on two groups, the ‘nutritionall
‘nutritionally vulnerable’.

« The ‘nutritionally vulnerable’ i.e. those at risk of malnutrit®n offen Qave small
appetites and poor food intakes and so may require the provis
energy and nutrient-dense foods that come in modesgportion
Increasing food choice and eating opportunities!
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« ‘Nutritionally well' patients are those people w, e for admission to
hospital will not affect their food and flyid | od provision for these
people should be in line with the Scoti#h Di als.

st recent evidence i.e. energy,
, fluid from European Food Safety
Vs from the COMA report.29.30.31.32.33

« The nutrient specification is based o
carbohydrate and salt from SACN guid
Authority Guidance and the redMginder ar

« |tis essential that a hospital As Capable of meeting the nutrient Standards
set out in Table 2.

2.1 Introduction

It is important to reme tals, by their very nature, consist of varied
population grogps h the exception of specialist centres such as children’s
hospitals, the fo e Will have to provide suitable food and fluid for babies
to older adult

This sectio the nutrient requirements of a ‘general’ hospital population,
which 0 catering service is required to meet. Unlike food service in other
institui@ns s s schools or prisons, the hospital population’s nutritional and
dici@ Ve re much more diverse. These will vary according to a number of
fac . inCtuding individuals' age, physical condition and/or illness.

‘- ¥ croup of the hospital population has different nutritional requirements,
2. children have specific needs to facilitate growth and development whilst
adult requirements are necessary to achieve or maintain good health. In terms
Pf health, at one end of the scale there are, short-term admissions where an
individual’'s normal diet is not interrupted, whilst at the other end of the scale
long-term illness and/or treatments that adversely affect a patient’s food intake
and have negative effects on their health are also commonplace.

12 rooD INHOSPITALS
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Local assessment of the dietary needs of each hospital population is therefore
fundamental for successful menu planning and appropriate food provision.

A large proportion of hospital patients, such as the acutely ill or undernourished,
require diets that are more energy and nutrient-dense. This means that the same
amount of energy (from fat and carbohydrate), protein, vitamins, minerals and
trace elements must be provided in a smaller volume of food.

Many patients may also require a therapeutic diet, e.g. patients with inc ‘

requirements, patients with kidney disease or patients requiring a text
modified diet. Critically-ill patients or those requiring specialised n '

In relation to their illness, should continue to be assessed individ
appropriate healthcare professionals. Specific dietary parameters § N
therapeutic diets are covered in Section 5.

2.2 Recognising Patient Needs

Assessment, Screening and Care Planning

Standard 2 states:?

‘When a person is admitted to hospi
a nutritional care assessment is ca
malnutrition is also carried out,
A person-centred care plan is dev

nity caseload,
dou ing for the risk of
gMall on an on-going basis.
d, implemented and evaluated'.*

Nutritional Care Assessment

In addition to the need for nutr eening of all patients, an assessment
of each patient’s dietary n Iso form part of their individual medical
and nursing care. A plan ese needs will be met should be developed,

implemented and moni
Healthcare Imp®®v cotland’s Food, Fluid and Nutritional Care Standards,
criteria 2.2 state

e assessment should accurately identify and record:

height and weight, with the date and time that these
easu nts were taken (if estimates are used, this should be stated and
atioghle provided);

od allergies/intolerances;
ating and drinking likes and dislikes;
- therapeutic or texture-modified diets requirements;
« cultural, ethnic or religious dietary requirements;
- social and environmental mealtime requirements;

- physical difficulties with eating and drinking, including swallowing
difficulties;

FOOD IN HOSPITALS
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- the need for help and support with eating and drinking, for example
prompting and encouragement, equipment or community meals;

« oral health status.’

This may require referral to a physiotherapist, occupational therapist or speech
and language therapist (SLT) for advice on positioning individuals when eatin
or drinking, the identification of suitable cutlery, dishes and cups to assist wit
eating and drinking and promote independence and hence maximise die
intakes.

It is important to remember that individuals’ dietary needs can ch
changes in their medical condition(s) and thus monitoring individ
needs is important to inform appropriate food provision.

2.2.1 ‘Nutritionally Vulnerable’ Hospital Patients

Studies have shown that a significant proportion of patients adm to hospital
are at risk of malnutrition or are malnourished and thaigagany of Wese patients’
nutritional needs go unrecognised leading to preve plications and an
increase in length of stay.** Older adults in long-stay e been shown to be
at particular nutritional risk.™
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Patients can be ‘nutritionally vulnerabled? the
« are admitted to hospital malnourish

nintent | weight loss;

YO drinking;
% S appetite and food intake;

®n difficulties:

uirements (e.g. due to trauma, burns);

« have preceding unexplained o

« have physical difficulty eating

« have acute or chronic illn
« have cognitive or com

e have increased nutrit\&n

e require the texqQue d and/or fluid to be modified;
« have aQi gth of stay.

The diet g kes Of hospital patients have been found not to meet energy and

nutrienffrequg ents, even when the hospital menu is designed to meet dietary

and ({iON needs of the hospital population.® Patient choice/selection can

h \Ver, e a bearing on nutritional intake.?® These individuals' dietary needs

are much more focused on the provision of tasty, energy and nutrient-dense
‘» at come in modest portion sizes.?’

ncreasing the availability of suitable food choices and also the opportunities to
pat will be critical in enabling patients to achieve their nutritional and dietary
needs. For many of these patients it may not be appropriate for a healthy
balanced diet to be provided at this time.

14 roop N HOSPITALS
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2.2.2 ‘Nutritionally Well’ Hospital Patients

A proportion of patients who are in hospital can be classified as ‘nutritionally

well individuals. This will include, for example, patients who may be hospitalised
due to a minor illness, maternity patients not experiencing complications and
previously fit healthy people whose illness does not/will not affect their food g
fluid intake such as those having minor elective surgery.

There are also other patient groups with chronic conditions, for exampl
adults with mental health problems who are in long-stay care and who
nutritionally at risk e.g. those with eating disorders, whilst other inggal
dietary needs are very much more in line with those of the gener;
population. It would be appropriate for these patients to be provi
that is based on general healthy eating principles and is in |j
Dietary Goals.

2.3 Nutrient Specification

Healthcare Improvement Scotland’'s Food, Fluid angJ/N Wal Care Standards,

Standard 3 states:?

‘Formalised structures and processes are i n the provision and
inl it@ Food in Hospitals.’

NOILVINdOd 1V1IdSOH 3H1 40 SA33N LNIMLNN

Subjects number 41, Dietary
utrients for the United Kingdom.?°

frients for all age groups (Appendix 2). The
current document uses @ient DRVs. However, for energy requirements,
for salt and forgar ore recent advice from the Scientific Advisory
CN) are the nutrient specifications for the general

Committee on |
hospital populglioM& 3" > The Scottish Dietary Goals for macronutrients are
generall a e guidance provided by SACNP for the population with

a ion, requirements for children can be used using the guidance from
rea mond Street Hospital for Children NHS Foundation Trust (GOSH).38

e Wmowing terms relating to energy and nutrient intakes are used to define the
needs of population groups of the UK:3°

EAR (Estimated Average Requirement) - the amount of energy required each
day by an average person in the specified age group, some people require
more, and some less than this figure;

« RNI (Reference Nutrient Intake) - the amount of a nutrient estimated to meet
the needs of the majority of the population;

FooD INHOsPITALS 15
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« Safe Intake - some nutrients can be toxic in high amounts, safe levels of intake
are recommended for these.

These recommendations were developed specifically for use with healthy groups
of the population. The British Association of Parenteral and Enteral Nutrition
(BAPEN) has proposed amendments to the recommendations for energy and
protein for the unwell hospital patient.?® The amendments to the DRVs for a
hospital population and the rationale behind this are explained fully in Ap

The nutrient specifications in the current document endorse the recommdqdati®ns

Using DRVs to plan the food and fluid provision in hospitals alongs
care assessments that have clear nutritional management gui
those individuals identified ‘at-risk’, should ensure that Stan
Fluid and Nutritional Care Standards can be achieved.?

It is essential that a hospital menu is capable of meeting the nutri criteria set
out in Table 2, as appropriate for the patient populglo catering for:
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- energy on a daily basis;

protein on a daily basis;

salt on a daily basis;

fluid on a daily basis;

RNI for micronutrients (vitamifMgand min®Pals) on a weekly basis.

This pragmatic approach allows
unlikely that a free-living indiVi

As noted, hospital men t et the nutritional requirements of diverse
patient populat‘&n OUNA 32 TWO sets of nutrient criteria have been specified
in Table 2, this is gement of the extremes of the core nutritional
requirements G rNMROSpItal setting (outlined in Section 2.2).

applicable to the needs of ‘nutritionally vulnerable’ patients:
those wy appetites, poor food intakes and those who are undernourished.
The otir se utrient criteria is in line with the requirements of a healthy

bal ieghnd thus are applicable to the needs of those patients who are

co ere be ‘nutritionally well'.

‘ | of a menu that meets the nutritional requirements outlined for hospital
patients, must also be a menu that provides options of dishes that tempt all
patients to eat, and which they will enjoy.

16 roop N HOSPITALS
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2.3.2 Rationale for Differences in Nutrient Criteria

Many of the nutrient criteria that have been set in Table 2 are common to both
‘nutritionally well’ and ‘nutritionally vulnerable’ patients. A healthy balanced diet
is inappropriate for the ‘nutritionally vulnerable’ patient. However, food from the
various food groups should still be incorporated into the diets of ‘nutritionally
vulnerable’ people.

The DRV for fat (<35% of food energy), for saturated fat (</=11% of food ‘

and also that set for carbohydrate (approx 50% food energy), free sugar@ (n
more than 5% of food energy) and fibre™ (30g) have therefore not Ragn clugied
as core nutrient standards for this population group.

Given the poor appetites and poor food intakes of many pati

and nutrients in small portions in the form of three meals ar® twjll sngcks.?¢ The
very nature of providing a diet that is energy and nutrient-dense
sizes may require the addition of extra fat, protein, or rgfined ca
(sugars), or selection of food items that are perha/f

This practice is incompatible with a recommendatio

needs are in line with a
healthy balanced diet, it is important in enting constipation, it gives a feeling
of fullness and thus individuals gre less i to want to eat as frequently. As

such, a diet that is very high in fi IS not ocated for individuals with a poor

appetite where the aim is to en ximum food and thus energy and nutrient

¥
S
™

“Free sugars are all monosaccharides and disaccharides added to foods by the manufacturer, cook or consumer, plus sugars naturally present
in honey, syrups and unsweetened fruit juices. Lactose when naturally present in milk. 2°

**Average population intake of AOAC fibre for adults (16+) to increase to 30g/day by increasing consumption of whole grains, pulses and
vegetables.

FOOD IN HOSPITALS
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Table 2: Essential criteria for the provision of nutrients for hospitalised adults2® 30.31,32,33

Nutritionally Nutritionally well Provided
vulnerable patients patients (DRVS)

Adults 2,250-2,625, Adults 1,800-2,400, Daily

NOILVINdOd 1V1IdSOH 3H1 40 SA33N LNIIWLNN

60-75 56
Not specified* <35
Not specified <11
Not specified >50 Averaged
ra week
Not specified </=5% Averaged
over a week
Not specified* 3032 Daily
< 2,400 < Daily
<6 Daily
700 700 Averaged
over a week
10,
> 700 Averaged
over a week
3,500 Averaged
over a week
> 14.8, Averaged
over a week
>15 Averaged
over a week
> 200 Averaged
over a week
> 40 > 40 Averaged
over a week
Men 2,000ml Men 2,000ml Daily
Woman 1,600m|g Woman 1,600ml

Estimated Average Requirement (EAR) for males and females 65+ years.

b BAPEN recommendations for the energy requirements for the ‘unwell’ hospital patient are 1.3 to 1.5 times resting energy expenditure that equates
to approximately 25-35kcal/kg/day (using midpoint as minimum value to prevent malnutrition this equates to 2,250-2,625 for 75kg individual).>
Recommendations are based on reference weights used for DRVSs.

¢ Free sugars are all monosaccharides and disaccharides added to foods by the manufacturer, cook or consumer, plus sugars naturally present in
honey, syrups and unsweetened fruit juices. Lactose when naturally present in milk.2®

d Average population intake of AOAC fibre for adults (16+) to increase to 30g/day by increasing consumption of whole grains, pulses and vegetables.

e The provision of food that will provide >10 pg/day vitamin D is difficult. Individual patients may still require additional supplementation,
especially older patients and those who are in long-stay care and house/hospital bound.

f  When catering solely for older adults, use 10T10TRNIMOT10T for individuals 50+ years (9mg/day).
g Values assume dietary intake: if no food intake corresponding figures are 2,000ml for women and 2,500ml for men.
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3. Menu Planning and Food-based Criteria

summary

« Any hospital menu planning and food-based criteria aims to ensure that
differing dietary needs are catered for and thus maximising opportunities t
ensure nutritional needs can be achieved.

« Hospital menu requirements are informed by assessment of local patRgnt
population needs which require to be regularly reviewed; this i
and nutrient requirements.

« The minimum portion offered by the catering department4
used when analysing all patient menus.

« The hospital menu provides for breakfast, lunch, and evening
minimum will include two additional substantial snacks throug
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their nutritional requirements.

« Ensure provision is made for
appetites or increased require
requirements.

viduals who follow diets for cultural or
arian diet, vegan diet.

« Ensure that the dietary nggds

religious reasons are mg ’
- A hospital menu mu Rledll range of energy and nutrient requirements and
dietary prefegen ORhe patient population to be met.

The following me lant™mg and food-based criteria have been set to assist
hospitals f N trient criteria detailed in Section 2 and also a number of
the standa IS Food, Fluid and Nutritional Care Standards.?

These nu ing and food-based criteria also aim to ensure that patients’
diffggirdict@y needs are catered for and thus maximise opportunities to ensure
n ion eds can be met.

» Planning Criteria
vlenu requirements need to be informed by assessment of local patient
population needs which should be regularly reviewed.

To meet energy and nutrient requirements it is essential that the minimum
portion offered by the catering department is the portion size used when
analysing all patient menus.

20 FooD IN HOSPITALS



Table 3: Menu planning criteria

The hospital menu must provide breakfast, lunch, meal and @ minimum of two
additional substantial snacks throughout the day.

400 kcal breakfast To provide a menu that will enable the range @&

. energy and protein requirements of patie
The BDA Nutrition and be met i.e. ‘nutritionally well’ and ‘nutri
Hydration Digest suggests

that breakfast for vlinzteole:

‘nutritionally well’ should be It assumes that breakfast, two hof
400kcal and 10g protein but  the minimum of two courses and
for ‘nutritionally vulnerable’  two substantial snacks per

it should be 485kcal and 12g

protein.’

A minimum of 300kcal per To provide a menu that will ena he range of
main meal and 500kcal for an energy and protei ents of patients to
energy-dense main meal and be met i.e. ‘nutrition¥ ' and ‘nutritionally
18g protein (protein source + vulnerable’. Thi e midday and
starch + vegetables + sauce/ evening u™se). It assumes that
gravy)."? breakf Is with @ minimum of
nimum of two substantial
ay are provided.

hoice of foods for individuals who
\re or would benefit from following a diet
fulfil criteria as specified in

% an ‘healthy eating’ principles to enable
Table 18). D D meet their nutritional requirements.
A ‘higher energy and provide a choice of foods for individuals
nutrient-dense’ meal ith poor appetites or increased requirements

at each eatinggcc to enable them to meet their nutritional
[N requirements.

fulfil criteria a e
Table 16). X
Avegeta . ice at  To provide for the dietary needs of individuals

who follow a vegetarian diet. These dishes must
comply with other nutrient and food-based
standards based on local population needs.

A ‘healthy eating’ meal choice
at each eating occasion (must

A M@nimum of two courses To provide a menu that will enable the range of
th idday and evening energy and nutrient requirements and dietary
preferences of the patient population to be met.


https://gravy).12
https://protein.12

Table 3: Menu planning criteria (continued)

The smallest portion served  To provide for the range of patients’ appetites.
must meet the minimum
standard of nutrient
provision.

The standard portion (will be the based on th
smallest available portion) and should meet t
minimum nutrient requirement.

Larger portions should be

available for those who need Larger portions should be available for

0S
patients who choose it. Larger porjg can

LA consist of any component of the |
indicated by patient choice.

A hot main meal option at To ensure the varying dietaf ne@ds

midday and at the evening preferences of the patient p®pulfiongre met.

meal.

A variety of substantial Provision of subsigntigsmgacks intaddition to

snacks must be provided a meals allows patie
minimum of twice per day. for patients to select
meet their eneg

‘ & imise opportunities
0 nabling them to

era good practice to offer
er day for those individuals

Two snacks must be capable
of supplying a minimum of
300kcal in total.

Must include fruit as a snack
option.

PO 0N Of fruit as a snack can enable
w als to meet the standard of 5 A Day.

On-ward provisions must Bsing the choice, range and variety of food

provide the minimum f; ms and beverages available to patients in
and beverage items (Tagle etween meals will mean patients are more
L 3 likely to eat something and meet their nutritional

requirements.

S
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Table 3: Menu planning criteria (continued)

Mandatory use of Standard Standard recipes can help to ensure there is
recipes for patient meals a consistent quality and nutritional content
must be used in all locations. of dishes produced and ensure consistent

There must be an up-to- budgetary control.

date nutritional analysis of There are significant patient health and@afe
each menu item. risks associated with not following stan®ard
recipes.

In addition caterers must
ensure the standard recipe Up-to-date nutritional analysi
includes up-to-date allergy item enables determination
information. meets the nutrient and foo
Use of standard recipes is also g
non-patient catering.

A system must ex ‘
information is availax & cess for all involved
in ordering and eals to patients.

Healthier eating, higher This mug#loe u o Bform staff and patients of
energy and vegetarian the s )" Xe) items and guide patient
dishes must be identified as choice.
a minimum on the hospital
menu.

[scanb entified through a number of

s including menu coding, ward manuals etc.
(According to criteria
provided in Section 5).

Food must be readily
available for all patie
do not have the oppor

to have a mea
mealtime (misse e
out-of- .

ere needs to be a flexible service and
cognised procedures that provides for the
dietary and nutritional needs of patients who
al miss meals at normal meal-times.?

The fo st
provi mum
30 8g protein,

EL 'l t patients
wil ly have one missed
stems should be in
lace to record and manage
consecutive missed meals.

*National standards for children should apply. Local expertise and therefore local standards may vary.


https://choice.12

The following food-based criteria are known to contribute to a diet of good
nutritional quality and have been set to assist hospitals achieve the nutrient
criteria detailed in Section 2 for the ‘nutritionally vulnerable’ and the
‘nutritionally well’ patients.

Table 4: Food-based criteria

A selection of wholegrain Wholegrain breakfast cereals are a4mgad
breakfast cereals must be source of fibre and can be useful
available at breakfast time. individuals with constipation (&3g

A selection of extra breads, Bread is a good source of e

including brown and bread with every meal will
wholemeal, must be available higher energy requirements to i
as an accompaniment to all intakes.

meals.

The menu must provide the There |
opportunity for patients to 2400g 0
choose at least five servings )

of fruit and vegetables across 4
a day’'s menu providing as
wide a variety as possibl

easing evidence that consuming
It and vegetables every day may
of developing chronic diseases
S coronary heart disease and some

2150 beneficial in the management of

nstipation.
’'S Fruit and vegetables are generally a good source
of vitamin C which has a role to play in wound
\ healing and also immune function.
The m gprov'de Meat and fish are key sources of protein, iron,
a choie of or meat zinc and vitamin B12 in the diet.

n t both midday

a ) i .
aeven g meals. It is recommended that the maximum intake of

processed red meat must not exceed 90g/day for
NU Must provide a an individual. This should be considered in menu
hoiCe of fish a minimum of planning.”®
twice a week, one choice of
which should be an oily fish
variety.

Oily fish provides long-chain omega-3 fatty acids
that are deficient in the Scottish diet.
Appendix 4.4


https://planning.18
https://fibre/100g).40

Table 4: Food-based criteria (continued)

There must be provision for  Milk is a key source of protein, calcium, and
a minimum of 600ml of milk vitamin B12 in the diet. 600ml allowance is

for each patient every day. based on provision for breakfast cereal (200
and drinks throughout the day (400ml)."2

A choice of whole milk Providing a choice of both whole and lo

and lower fat milk (semi-
skimmed) must be available.

and ‘higher energy and nutrient-d
met.

Offer a choice of butter and Increasing the intake of pol
spreads including those low  monounsaturated fats in place o
in fat, at all meals where a may help reduce the rigaof dise
spreading fat is offered. cardiovascular disg

Spreads should be rich in Provision of adds

polyunsaturated fatty acid butter at crease the energy

(PUFA) or monounsaturated density, i@y of the diet, which can

fats (MUFA) assist [ Is with poor appetites and
also th ith increased energy requirements.

Only spreads and oils that
are rich in polyunsaturated
and monounsaturated fats
should be used in cooking.

There must be a provigo fficient fluids are needed to ensure optimal
of water and beverageQto ealth, including digestion and absorption of
ensure patient®ar 0 nutrients, renal, cardiovascular and respiratory

access a minim f: function.*?
« 16LO for Insufficient intakes can contribute to

woman. constipation, confusion and pressure ulcers.*?

. Mild dehydration often begins before
-+ 2L @ Ui day for the sensation of thirst is triggered: this is
particularly the case in older people and children
Pot®mle Water must be thus drinks should be offered and encouraged
e at all times, throughout the day.42 43 4445

prererably this should be
chilled mains water)


https://ulcers.43
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4. Menu Planning Guidance

Summary

« Effective menu planning is essential to meet the dietary and nutritional nee
of the hospital population and requires the collection of a wide range of
information and input from numerous groups.

« Before considering menu planning or development of a recipe databa
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local menu planning groups need to consider the wider issues t affglt
patient food choice and hence food intakes. Gathering of infornmg WOoU
the differing dietary needs of different hospital patient gro nenu
planners develop an appropriate food service that is in a iliar
to patients.

« Menu planning groups need to recognise the often complex ne f specific

patient populations to be cared for including ‘n
and those on specialised therapeutic diets.

« The menu structure needs to consider the die the population
group and needs to provide choice for pa @it s likely to help patients
improve their intakes.

« |t is essential to follow a standard re NHS catering to ensure consistent
quality, consistent nutritional yalue an nsistent budgetary control.

glc an essential addition to the menu by
and ‘nutritionally vulnerable’ patient
[vional intake by the consumption of

« In addition to meals, snacks prgs

groups can easily improve.th
snacks.

« Malnourished peopl mgpPe frequent hospital admissions/readmissions
and increaseg legath Q& hOSPItal stay. As a result, the healthcare costs
associated wi gement of people with malnutrition are more than
twice that o r&é managing people without malnutrition. Better
nutriti rpon care for individuals at a risk of malnutrition can

thereforeN@gsult Wpsubstantial cost saving to the NHS. In view of this it is

vital hORRital catering budgets are not constrained, to enable menu
d pmeRt Which meets the nutritional needs of the patient group served.
. im ant to remember that the menu should be reviewed and updated
re rly in order to continue to meet the dietary needs of a potentially
» a2 Ng hospital

ffective menu planning is essential to meet the dietary and nutritional needs of
the hospital population and requires the collection of a wide range of information
and input from numerous groups within a hospital.#¢ Healthcare Improvement
Scotland Food, Fluid and Nutritional Care Standards Standard 3 has set the
following rationale in relation to planning and delivery of food and fluid in
hospital:?
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https://hospital.46

« to plan menus effectively, multidisciplinary input is required, together with
comprehensive knowledge of the hospital population;

« effective multidisciplinary communication is vital for the efficient provision of
food and fluid in hospital to ensure that patients’ nutritional requirements are
met, and to help minimise waste:

« the nutritional content of dishes needs to be analysed to ensure their ‘

nutritional adequacy; and

« meals need to be distributed to the wards and served without delay, @ enf@re
nutritional content, temperature and quality are maintained.

Audit Scotland supports this with their recommendation that
must plan their menus in line with recognised menu plannin i g must
use a multi-disciplinary group to carry this out.23

In theory the hospital menu should be designed to meet nutrition
However, in practice it may not be eaten by individyals gao are urwvell or have a
suppressed appetite and such individual nutritiona not be met.36 39 46
In addition, the involvement of a multi-disciplinary roup, including

It is important to remember that the m
regularly in order to continue togoeet the
hospital population.

hould be reviewed and updated
tary needs of a potentially changing

4.2 The Planning Process

Food provision should be rder to be responsive to patients’ needs
not those of medical, nyr n@other healthcare staffP and should be managed
as an integral compone ¥ ol care rather than a ‘hotel’ function.'39 46

Healthcare Imp’o £ otland Food, Fluid and Nutritional Care Standards,
recommend th [time% are appropriate for patient groups.? There should be
sufficientQy each meal to allow for in-between snacks that are critical
for enablin ' to meet their nutrient requirements.

4.2.1 AgFess

of Patient Population Dietary Needs

ring menu planning or development of a recipe database, menu
2 2roups need to consider the wider issues that can affect patient food

d hence food intakes. Gathering of information about the differing
needs of different hospital patient groups can help menu planners
develop an appropriate food service that is in a form that is familiar to patients.

ndividual requirements and the need for equipment to help with eating and
drinking need to be considered in the menu and food service planning including
individuals:

FOOD IN HOSPITALS
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https://function.13
https://section.46

« likes and dislikes;

- disabilities that may affect their ability to eat and drink;
« social/environmental mealtime requirements;

- food allergies/intolerances;

« need for therapeutic diet;

 cultural/ethnic/religious.

JINVAIND DNINNVY1d NNIN

Assessment of each patient’s dietary needs should form part of thegg
medical and nursing care (as outlined in Section 2.1) and in line wi
Improvement Scotland Food, Fluid and Nutritional Care Stand

To assess the dietary needs of different patient populationshe
information should be included:3 12 39 46

- age;
« gender,
- cultural, ethnic, social and religious diversity;
« physical and/mental health needs:

- food preferences;
length of stay; and

nutritional risk.

Clinical specialties also nee dered for provision of therapeutic diets.”?
1539 This information can from NHS health information departments,

patient surveys, nutritign edling data, compliments and complaints, other
hospital staff and aneca’ta lated food services data such as menu item
0

uptake and wa ation can also be extremely useful in the initial stages
of menu planning’

Hospital i n broadly categorised into the following groups:

o ‘nutri
appdlite a
RN al

itionally well” (normal nutritional requirements and normal appetite or
with a condition requiring a diet that follows healthier eating principles);

vulnerable’ (normal nutritional requirements but with poor
unable to eat normal quantities at mealtimes; or with increased
eeds);

those who require therapeutic diets e.g. kidney disease, coeliac disease; and
special or personal dietary needs.

It is important to note that some patients will require a combination diet which
meets their therapeutic and/or personal or religious needs. It is essential that the
hospital is able to provide appropriate food and fluids to meet these individual’s
needs for example a gluten-free, texture-modified diet, for a vegetarian.

30 FooD IN HOSPITALS
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There are some groups of the population whose dietary requirements may need
to be considered separately when planning a menu:

« children;

« people with swallowing difficulties;
« people with dementia; and

« people receiving end of life care. ‘

These groups of patients may have different dietary needs to the wjder
population and if these are not met, then they may end up in a ‘n [y
vulnerable’ state (further information is provided in Appendix 1).
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4.2.2 Cost and Resource Implications

ions and
oCiated with
twice¥that of the

Malnourished people have more frequent hospital admissions/re
increased length of hospital stay. As a result, the healthcare cost
the management of people with malnutrition are
costs of managing people without malnutrition.” 47

It has been estimated that the public health an
associated with malnutrition in England | was £19.6 billion with
the majority of this expenditure associgffd wit al@l rather than social care.
There is no equivalent data for Scotla ere 15 No reason to assume that the

Better nutrition and hydration ca
therefore result in substantial cq
that hospital catering budgets a
which meets the nutrition

Cost and resource consiga o Jonsider include:
« total budgetger tieN day/week:
method of prow,
t

kitchen o} d related budget;

|
stj taNlevels and rosters;
il lgel:

storage facilities;

o exi
S

rement and sustainability issues; and
method of distribution.
4.3 Food-based Menu Planning Guidance

Different foods provide different nutrients; some nutrients are only found in
sufficient quantities if specific foods or food groups are included in adequate
amounts in the diet. Thus, in order to meet the nutrient standards specified in

FooD INHOSPITALs 31



Section 2, patients will need to be provided with a diet that is made up of a
combination and balance of foods from all of the five food groups, namely:

- breads, other cereals and potatoes;
 fruit and vegetables;

- milk and dairy foods;

- meat, fish and alternatives; and

« foods high in fat and/or sugar.

The ‘eatwell guide’

JINVAIND DNINNV1d NNIN

Eatwell Guide

Use the Eatwall Guide to halp you get & balance of healtier and more sustainabis food,
It shows how much of whist you eat oversll should come frem sach food group.

Waber, lower fal
R, sugar-Mres
AR INCREng
4 and coffes

.3.1 Healthy Eating Advice - Basic Principles:*®

« plenty of starchy foods such as rice, bread, pasta and potatoes (choose
wholegrain varieties when possible);

« plenty of fruit and vegetables; at least five portions of a variety of fruit and
vegetables a day;

32 FOOD IN HOSPITALS



« some milk and dairy, choosing reduced fat versions or eating smaller amounts
of full fat versions or eating them less often. Children up to two years should
use full-fat versions;

« some protein-rich foods such as meat, fish, eggs, beans and non-dairy sources
of protein, such as nuts and pulses;

« just a little saturated fat, salt and sugar. ‘

The balance of each of these food groups in the diets of hospital patien
vary depending on the dietary and nutritional needs of the different pa
populations. The provision of different types of foods or choices 0 ite
within each food group needs to recognise the differing dietary nég

be catered for.

Prevention of undernutrition in patients should focus on deNyerygpf ‘ordinary
food’ via the oral route, Oral Nutritional Supplements (ONS) or arffi” nutrition
support must not substitute the adequate provision of food and by a
hospital, unless there are clear clinical indications4&

i enjoy are more
provided on

Patients provided with food with which they are fam
likely to consume it, ensuring that they receive t

ariety of foods specified in the

e diverse needs of the hospital
proach. Additional dietary needs,
)\Jified diet (refer to Section 5.6) should be

population are to be met using a
for example the need for a text
underpinned by this menu plan

eclor catering services the exclusive use of low
d gocurement of low fat/sugar products would
artment to meet the nutritional needs of the
spital population. Such patients’ meals should still
OO0 ith wholegrain choices available, they should have
O eat, poultry, fish and alternatives and should aim for
and vegetables per day. Full-fat foods should be available.

In contrast to some other
fat/sugar cooking meth@d
in

‘nutritionally v

be based on starc
moderat
five portio

Sugary be eaten in moderation, but not at the expense of more
nutrierfi-den 0dSs.
4.9 Fo up Menu Planning Guidance

| -10 provide generic food-based menu planning guidance to assist meeting
rient and food-based standards for food service in hospitals; those
ractices that apply specifically to meeting the healthy balanced diet

nd those practices that apply specifically to meeting a diet that is more energy

and nutrient-dense.

e

Further and more detailed food-based guidance for the provision of higher-
energy and nutrient-dense menu choices (Table 17) and healthier eating menu
choices (Table 19) is provided in Sections 5.2 and 5.3. For all food groups,
foods need to be provided in a way that is suitable to meet the dietary needs

FOOD IN HOSPITALS
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of different patient populations. The five food groups should underpin menu
planning for all patients.

Table 5: Potatoes, bread, rice, pasta and other starchy carbohydrate

A selection of extra breads, including wholemeal,
must be available as an accompaniment to all meffis.

A selection of wholegrain breakfast cereals
available at breakfast time.
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carbohydrate and therefore energy, p
and vitamins and minerals includ]
and zinc. Wholegrain varieties

The provision of extra bread at can assist
patients with a good appetite to me
energy and nutrient requi ents an® can also

anary, bagels,
tortilla.

les and pasta (including wholegrain varieties).
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Table 5: Potatoes, bread, rice, pasta and other starchy carbohydrate (continued)

A variety and choice of foods from this group
including bread, potato, sweet potato, rice and pasta
should be offered across the menu cycle (meals and
snacks).

items at each meal - breakfast cereals, bre
pasta, noodles, and potatoes.

A variety of cooking methods for pot#f0 SNaw!d
used across the menu cycle. Always g RO
fat alternative to deep fried or s, “ON
available.

A variety of breakfast cereals shoul rovided
at breakfast time including, at least wholegrain
options, (fibre >3g/1 ast 3gin a
reasonable expected dd ) and at least one
option fortified wit '

UTlNS, tea breads, plain or fruit scones or
akes as snacks appropriate for the patient
group.

Bran must not be added to foods to increase
fibre content - it inhibits the absorption of some
minerals.

FOOD IN HOSPITALS

Provide at least two options of bread/cereal/star ‘
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Table 6: Fruit and vegetables

A hospital menu must offer the opportunity to
choose at least five servings of fruit and vegetables
(minimum 400g uncooked) across a day including as
wide a variety as possible (can include snacks).®°

This food group is an important source of fibre,
folate, potassium and vitamin C. In addition
leafy vegetables provide some non-haem ig&n.

Fresh, frozen, tinned and dried fruit.
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Fresh, frozen and tinned vegetables.
Pure fruit and vegetable juices.
Salad

36 FOOD IN HOSPITALS



Table 6: Fruit and vegetables (continued)

Menu planning guidance Guidance on portion sizes for a range of fruits and
vegetables is available at DoH - 5 A Day.”"

Provide a fruit option on the menu at least three
times per day, e.g. fresh fruit, canned fruit. (At le@bt

one which must be fresh fruit daily.) .

Provide pure unsweetened fruit juice daily @00
juice).

Provide at least two vegetable choicd
meal each day.

Provide at least one vegetable @oic@at theTighter
meal in each day.

Add vegetables to soups angd to othe
dishes, e.g. casseroles

ppropriate

Use steam cooking i e to boiling for
vegetables if facili duction allows.

0 ternative to roast or fried
ilable.

Always e
vegetabl

of fresh, uncooked vegetables,
[times (see below).

{@;’ ed, dried or canned fruit could be
geddhs an accompaniment at breakfast and for

Ide an option for soft, easy to eat fruit or
Y prepared fruit salad.
Cook vegetables as close to service as practical to
minimise nutrient 10ss.
Don't cook, chill, store, transport, or reheat for
unnecessary lengths of times - it results in the loss
of heat labile and water soluble vitamins.

Don’t hot-hold for more than 90 minutes to ensure
maximal vitamin retention.>2

nergy and nutrient-dense information has been highlighted in the table above in italics.

FOOD IN HOSPITALS
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Table 7: Beans, pulses, fish, eggs, meat and other proteins

Criteria A hospital menu must offer the opportunity to
choose a meat or meat alternative at both the
midday and evening meal. A hospital menu must
offer the choice of fish a minimum of twice a we
one choice of which should be an oily fish variet
(see Appendix 4).

Rationale This group provides a good source of ener
protein, haem iron, vitamin B12 and zig
contributes to omega-3 intakes, whilg
nuts and seeds contribute to protein,
zinc and fibre intakes.
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Food options Meat - all cuts of beef, lamb, p arfl meat
products such as bacon, ham, corne and
SaUSsages.

Poultry - all cuts of ch chicken products.

Fish - fresh, froze
as fish cakes

Oily fish &
herring (s

fish products such

provide a suitable option of a cooked
WO a range of patients if required.

¥ pulses - baked beans, butter beans,
y beans, chickpeas and lentils.

- includes, almond, hazel, walnut, cashew,

A g pecan, Brazil, pistachio, macadamia and Queensland
nuts (NB: refer to Section 5.4 for menu planning
guidance for allergen-free diets).

Vegetarian products such as burgers, sausages.
O Textured soy proteins such as tofu, and Quorn®

(mycoprotein).
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Table 7: Beans, pulses, fish, eggs, meat and other proteins (continued)

A variety of red meat, poultry and pork in different
cuts should be provided across the menu cycle.
Processed meat products should be minimised on
the menus.

procure leaner cuts.
Choose meat products with higher meat coent

Always include a protein alternative g 0
vegetarian meals such as kidney n )
and texture-modified proteins. #B: O
cheese can also be used.

Meat alternatives for vegetarian dis hould offer
a variety of foods frog thismeoup.

Use eggs as a base for
throughout the me

fer an alternative choice to deep fried fish.

ecommend that pregnant and breast-feeding
emales should not consume oily fish more than
twice a week.

*Energy and nu has been highlighted in the table above in italics.

FOOD IN HOSPITALS

When offering meat, poultry and fish products try&g ‘
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Table 8: Dairy and alternatives

There must be provision for patients to have access
to a minimum of 600ml of milk for each patient
every day e.g. for tea, coffee, cereal and as a
beverage

A choice of whole milk and lower fat milk

(semi-skimmed) must be available. @
This food group is a good source of protein%

and vitamin B12.

Hard cheese” Yoghurt or froma%

JINVAIND DNINNV1d NNIN

Sauces and desserts made from mil ustard,
rice pudding.

A hospital menu sho
choose two to three ser¥
the day (can includ

g e Opportunity to
ngs Of this group across

or ome vegetarian meals
le} awareness of the high
d fat content of this product. Use of
es should be considered.”™ (Refer to

fat and sa
veggtarian ¢

ofde yoghurt, both low fat and full fat,

ding thick and creamy varieties, as a snack
Or accompaniment. Provide ‘smooth’ yoghurt for
texture-modified dietary choices as appropriate

Provide milk-based desserts as part of @ menu cycle,
as appropriate for patient group.
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Table 9: Oils and spreads, including sugar and salt
* Energy and nutrient-dense information,ha ted in the table above in italics.

‘N
\
™

Where a spreading fat is offered, spreads that are
rich in PUFA and MUFA, including those low in fat,
and butter should be available at all meals.

Oils and spreads rich in polyunsaturated and
monounsaturated fats should be used in cooking.
Nutrient standard for salt <6g/day.>

This food-group increases the palatabilit
Fats, oils and sugar are important co
energy-dense meals for “nutritionall
patients; those patients with sm

JINVAIND DNINNV1d NNIN

individuals who require a diet t
eating’, the fat and sugar content ne
modified in line with natiogal goals

Fat containing foods - X
cooking oils, salad dr
chocolate, cri
puddings, i

uces and gravies.

sugar - soft drinks, sweets, jam
as icecream, chocolate, cakes and

Foods co
and foods
biseuts.

t and foods purchased ready-made, e.g.
products.
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Table 9: Qils and spreads, including sugar and salt (continued)

Menu planning guidance A hospital menu should offer a range of foods from
this group, some containing higher amounts of fat
and sugar as part of a balanced and varied menu.

Specify a measured amount of salt to be used in
recipe.

Introduce alternative flavourings in place ogsalt@nd
bouillon such as garlic, herbs and spicg
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contain large quantities of add
soups (and minimal nutrition ¢

Biscuits, cakes and crisps can be offe S a snack
in moderation to the appropriate pa
(Refer to Table 12 for
snacks.)

INn monounsaturated and/or
ol\@nsaturated fats are likely to include: olive,
seed (canola), safflower, sunflower, corn, soy,
L 2 walnut, linseed, sesame seed and nut oils for
\ cooking.
Fat spreads that are rich in monounsaturated or
polyunsaturated fats are likely to include rapeseed,
olive oil, sunflower, soy o0il.
Use spreads fortified with folic acid and vitamin D

where possible, especially with older adults or those
» patients hospitalised for a long period of time.

Don't overheat deep frying oil or over use before
replacing.
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Table 9: Qils and spreads, including sugar and salt (continued)

Menu planning guidance Make extra fat spread potions available.

Sugar should be freely available at ward level for
patients requiring it to supplement their energy

intake.
Don't replace sugar in baking with an artifi .

sweetener.

* Energy and nutrient-dense information has been highlighted in the table above in italics.

Table 10: Water and beverages

ients are able
minimum
and 2.0 litres
r must be available
ld be portable/

red water tanks.>3

Criteria There must be provision to ens®¥e p
to access water and beverages provigi
of 1.6 litres of fluid per day for wom
of fluid per day for E
at all times; preferably
chilled mains water,

utrient of the human
an life.”"

Rationale I

Foods

a@offee (including all milk coffee).
* W ted drinks and hot chocolate.
Menu planning gQida A range of drinks should be provided over each

g\ 24-hour period including hot and cold beverages.>*
Fluids need to be provided at the correct
temperature and texture, and in an appropriate
O drinking vessel to meet individual needs.

Water jugs provided must have lids to minimise
foreign debris and bacteria contaminating the water.

Some patients may require assistance in pouring
water from a jug so this should be provided
accordingly.

Practical tips for encouraging water consumption
are provided in Water for Health: Hydration Best
Practice Toolkit for Hospitals and Healthcare.>3

*>75% of beverages are consumed compared to only about 40% of water from jugs so it would be good practice to ensure numerous
beverage rounds daily.>*

* Energy and nutrient-dense information has been highlighted in the table above in italics.
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https://www2.rcn.org.uk/__data/assets/pdf_file/0004/70375/Hydration_Toolkit_-_cover.pdf
https://www2.rcn.org.uk/__data/assets/pdf_file/0004/70375/Hydration_Toolkit_-_cover.pdf
https://daily.54

4.4 Menu Structure

Menu structure may vary between hospitals. The menu structure needs

to consider the dietary needs of the population group. For example, some
populations may prefer their main meal in the evening, and others may prefer it
in the middle of the day. The menu needs to provide choice for all patients if i
likely to help patients improve their intakes.

In reality individual food choices are likely to combine a mixture of me
some healthier eating options, some energy and nutrient-dense options@t |s
skill of the menu planning group to design a menu that provides a
balance of differing dietary needs based on assessment of the pa
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hint of what is likely to be the main make up of a di
that as space can be prohibitive on a printed m :
given to additional information being avggmble @ ormation should include a
list of ingredients, include cooking met e f eaming etc and make note
of any allergen information.

4.4.1 Catering Specification

Table 11 provides a suggested stigsre for hospital menus to enable food service
provision to meet the nutrient a @ criteria set in Section 2 and 3 of the
Specification, many hospita cd this. It can be used during the planning
process, helping to ensure anscd menu meets the nutritional needs of the
population; a template be found in Appendix 6.

Caterers, dietiti@ws S Y and patient representatives must work together

to meet the need ! ts. The menu must provide as a minimum a choice of
any two cour N mealtime, allowing patients to choose a combination of
ppetite needs.

When a t of local patient populations’ needs indicate, menus must
provid@a ‘he@{® eating’ meal choice at each eating occasion (which fulfil criteria
for ey, protein, fat and carbohydrate as detailed in Table 18) and a
‘hi r encrry and nutrient-dense’ meal choice at each eating occasion (which

‘ 0 ST L1 criteria for total energy and protein refer Table 16).
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Table 11: Suggested menu structure

Notes

Assuming the patient chooses fruit juice,
cereal and milk (semi-skimmed - 200ml
from daily allowance), bread and but ‘
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important inclusion on some
to maximise opportunity,
patient groups dietary ffed

<

An allowance of 600ml! of milk in total which
includes milk for drinks will provide an
additional 396kcal, 18g protein (whole milk);
276kcal, 18g protein (semi-skimmed milk).

A variety of substantial snacks must be
provided a minimum of twice per day.
Two substantial snacks must be capable of
supplying a minimum of 300kcal in total.

nergy and nutrient-dense information has been highlighted in the table above in italics.

\/
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Table 11: Suggested menu structure (continued)

Midday meal A minimum of Within the range of choices available the
two courses menu should be capable of providing
provided one of minimum 300-500kcal from a main meal
which must bea (inclusive of main dish, vegetables, and
main course. starchy accompaniment). Each main

course should provide 18g protein.
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Folr_ te?(z?[mple: i recommended that desserts wiidss
S ods A€l over 300kcal and 5g protein g
N ein included since they are a ;
dessert

source for ‘nutritionally

Soup and bread patients.”
roll with butter/
spread portion

Pure
unsweetened
fruit juice

Sandwich
(choice of
vegetarian and
non-vegetaria
fillings) must
be offered wi
SOup as one
course

Main&o 1
(meat

L 2
&coursez
e or fish
b¥sed)
O :

ain course 3
(vegetarian)”

Vegetables (able
» to choose 2)
Carbohydrate/
starchy food,
e.g. potato, rice,
pasta, bread (2
choices)
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Table 11: Suggested menu structure (continued) 5
] €
;
Midday meal Dessert :Z>
Fruit (fresh or ;
tinned in light )
Syrup or juice) . E
Yoghurt/pot E
rice/custard N
m
Beverage
Mid afternoon Beverage An allowance of 600ml which
Shack includes milk for drinksWi ovide an
neic additional 396kcal, 18g prot ole milk);
Fruit 276kcal, 18g protein (semi-skgimed milk).
A variety of sON nacks must be
provided a mjni wice per day.
Two subst must be capable of
sup m of 300kcal in total.
Evening meal A minimum of S ches should be considered
two courses as rse and therefore together must be

provided one g f providing a minimum of 300kcal
which must be R\and 18g Protein (500kcal for energy and

main course trient-dense diet). It is recommended that
‘@ W crts contain over 300kcal and 5g protein
Soup and : ould be included since they are a useful
roll wit energy source for ‘nutritionally vulnerable’
=fale 12 tients.?
or fre pd
’ .
Nich
e of
vetarian and
non vegetarian
fillings) must
be offered with
SOuUp as one
course

Main course 1
(composite™
meat or fish
based)

Main course 2
(composite*™
vegetarian)
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Table 11: Suggested menu structure (continued)
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©
q/
D

of milk in total which
inks will provide an

. 18g protein (whole milk);
188 protein (semi-skimmed milk).

An allowan
inclug®s m

a

of substantial snacks must be
rovide®@a minimum of twice per day.

0 substantial snacks must be capable of
lying a minimum of 300kcal in total.

n allowance of 600ml! of milk in total which
includes milk for drinks will provide an
additional 396kcal, 18g protein (whole milk);
276kcal, 18g protein (semi-skimmed milk).

A variety of substantial snacks must be
provided a minimum of twice per day.
Two substantial snacks must be capable of
supplying a minimum of 300kcal in total.

s should provide a minimum of 18g protein, however it is recognised that may be difficult to achieve. Achievement
m of 12g protein from a main meal is feasible, however extra protein will need to come from desserts and snacks.
ers should avoid excessive reliance on cheese as the meat alternative.*®

dish should consist of a protein containing food, vegetables and a carbohydrate/starchy item. Examples would be cottage
4 ef, onions, carrots and mashed potato), lasagne (minced beef, tomatoes, onions, mushrooms, peppers and pasta sheets).
¢ ould offer a side salad or one vegetable with this type of dish. This would increase the likelihood that patients could meet five
P day targets for fruit and vegetable consumption and would be regarded as good practice. Composite meals will need to meet the specific
nutrient criteria if they are to be coded as ‘healthier eating’ or ‘higher energy and nutrient-dense’.

" Energy and nutrient-dense information has been highlighted in the table above in italics.
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4.4.2 A Choice of a Hot Meal at Midday and at the Evening Meal

Offering the option of a hot meal in the middle of the day and in the evening
provides greater choice for patients. Greater choices mean dietary preferences
are more likely to be met, food more likely to be eaten and thus nutritional
requirements more likely to be met.

Hot meals generally lend themselves more readily to texture modification rati\g

than sandwiches. Menu structure and meal types should be based on lo ‘
assessment on patients’ dietary preferences and needs. If soup and san

are provided they must be treated as one course. Whichever type Qigaervice
offered menus must meet the nutrient and food criteria set out in
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4.4.3 Between-meal Shacks

Healthcare Improvement Scotland Food, Fluid and Nutrition& Carl Standards
Standard 3 Planning and Delivery of Food and Fluid in hospitals, i a32(f
and g) states:?

The operational group is responsible for:

‘setting main mealtimes appropriate for pais 0
the evening meal and breakfast are rgpre @'

snack is available’.?
Snacks provide an essential addition to menu by adding flexibility, interest
and variety. Also, several ‘nutritiQQally vu able’ patient groups can easily
improve their nutritional intake R38e consumption of snacks in this way. In
order to meet the nutritional nefds ORany patient groups it will be necessary to
supplement the energy consumd~g eals with that from snacks.?> >

g ensuring that when
gurs apart, a substantial

In addition, the provision @3S a snack can help patients achieve the five a
day target.
« Snacks must®e | at a minimum twice per day to all patients.

« Two snacks S capable of providing a minimum of 300kcal per day.

« Snacks prised of ward provision supplies (Table 12).

« A chgfCe of

At LS acks must be provided during the day, one of which has to be in
the@gening. The exact timings for the provision of snacks will depend on the
3 UeS in each area. Hospitals may wish to move the mid-morning snack to
rnoon if the gap between lunch and evening meal is longer than the gap
etween breakfast and lunch, this would be considered good practice.

jt must also be provided.

would be considered good practice to offer snacks at least one hour prior to
the next meal being offered, so as to maximise food intakes. A list of a range of
suggested snack items suitable for a range of different patient groups, detailing
energy and protein content are detailed in Table 12.
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For those individuals with small appetites and those requiring a more energy and
nutrient-dense diet (for example ‘nutritionally vulnerable' patient groups), the
provision of snacks three times per day can assist them in meeting their energy
and nutrient requirements. This would be considered good practice. The types of
foods that are made available should again consider the local patient populatio
group and cater to their specific dietary needs.

Table 12: A suggested range of shack items including energy and protein con

Minimum
Portion size

Food item
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Food group

Energy
(calories)
approximate

Prateln (g
app». Xim ¥

50

FOOD IN HOSPITALS

Breads and Slice of toast 27+10g 143 3

cereals and butte 8 (69+74)
English muffin, One 344 0
butter and jam® (100 +10+18)g (@3 7)
Malt loaf (snack 64g 189 5
size)™s
Scone with One -B00 4
spread and jam$ (48 75+74+47)
Crackers (cream) Two 58+103 6
and cheese?’ X 78)+
Oatcakes and 85+103 6
cheese’ +20g
Muesli/cer 0g) 120-140 2-3
bars
Flapjac 60g 296 3.0
$ C Two 288 3-4

andjam™  (2x31g) (167+74+47)
+10+18¢
CruMpet and Two 240 5-6
reads (2x408)+10g (166 + 74)
Small meat 70-100g 150-200 10
or cheese
‘ sandwichs
ruitand Fresh fruitd One piece 50-100 <1

vegetables -, 504 fruit 193¢ 70 1
Pureed fruit 120g 60-90 <1.0
portion*
Dried fruit Eight 80 2
(apricots)s (508)



Table 12: A suggested range of snack items including energy and protein contents 3 56
(continued)

Food group | Food item Minimum Energy Protein (g)

Portion size | (calories) approximate
approximate

JINVAIND DNINNV1d NN3IN

Milk and Yoghurt (whole 150g 160 7
milk milk, fruit)* ‘
products Thick ‘n’ creamy 150g 190 7
yoghurt
Yoghurt (low fat 125g 98
milk, fruit)
Rice pot (+/- 200g 200-225 6-
fruit)
Mousse* 60g S0 -3
lcecream” (choc 75g 1 2-3
ice)s
Flavoured milk* 500ml 18
Cheeses 15-25 - 4-6

Fats, oils, Mini pack of 3 80-200 1-2
sugar and biscuits §

0g
salt Cake (carrot; -60g 210-225 3
fruit)*s
Chocolate 100 1-2
biscuits
Shortb Og 105 1

' 25g 150 2

| 150g 570
(Rpte)s
odified diets if prepared following guidelines provided in tables 23a, 23b, 24.

* Suitable for ext
5 Suitable aginger fo n .
N id ckaged snacks would provide improved food hygiene, snack

qua and assist with stock control.

les such as ensuring that snack availability and how to order snacks
hould be communicated to patients.
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4.4.4 Outwith Main Meal/Missed Meal Time Provision

Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards
Standard 3 Planning and Delivery of Food and Fluid in hospitals criteria 3.2 (h)
states the operational group is responsible for:

‘Ensuring there is appropriate food and fluid available out with main
mealtimes’.

In some circumstances patients may be away from their bedside during

mealtimes, for instance to attend therapy sessions, have tests or x. and
provision must be made for all patients who do not have the oppd
a meal at the normal mealtime.
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The appropriate meal or meal replacement will depend on t D and

also on the type of food service system available. For some Pati sandwich
and yoghurt may be sufficient until the next mealtime, whilst for rs, for
example, those on texture-modified food, caterers will gaad to w with speech
and language therapists (SLT) and dietitians to ens® yere is a choice of

suitable options available to meet the dietary needs § htients.
Qutwith main meal time food provision mgst s inimum 300kcal and
18g protein. Local procedures on how p nts @/ orghursing staff can access

out of hour’s foods and fluids need to d @2 nd communicated to the
patients.

4.4.5 Ward Provisions

Wwdered as a minimum must be available
ay recognise that the local patient

d thus increased ward provisions may be

ry requirements for example more protein-
Ilk-based puddings, custards, cheese portions.

are detailed in Table 13. S
population has increas
carried to meet local p
based foods sugp

Nursing staff a
patients
nutritional

t professionals who are directly in contact with

bXYS. Whether patients have been identified to be

nd thus are requiring nourishing drinks and snacks or
wheth t feels hungry and needs something substantial to eat between
meals, ey d have access to a range of different snacks and beverages.

In S choice, range and variety of food items and beverages available
to [ents In between meals will mean patients are more likely to eat something

‘-- t their nutritional requirements.

Policy surrounding the ordering, storage, stock rotation and management of ward
Drovisions, needs to be developed at the local level, including who takes overall
esponsibility. Food handling and hygiene practices must be considered in any
policy that is developed.
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Table 13: List of minimum ward provisions

1. Biscuits (sweet and savoury)
2 Breakfast cereal

3. Bread and spread/butter
4. Preserves, e.g. jam, marmalade ‘
5. Salt, pepper, vinegar and other condiments
6. Tea
Vs
8
9
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Coffee
. Sugar/sugar-free sweetener
Hot chocolate/malted milk drink

10. Milk (full-fat and/or semi-skimmed depend@Qs

11. Fruit squash or cordial (regular and no added

4.5 Standard Recipes

Healthcare Improvement Scotland Fo | an utritional Care Standards,
Standard 3 Planning and Delivery of FOON&Nd Fluid in hospitals criteria 3.3
states:
‘All dishes and menus are d for nutritional content in line with Food
in Hospitals'.
It is essential to follow recipe in NHS catering; their use can help to
ensure:

« consistent q@l' h prepared with exactly the same ingredients using
the same meth ho produce the same end product each time;

e consist UTI | value - a nutrient profile of each dish can be
establj ClL

e CQ tent getary control - clearer planning for budgets and costing of
n

5.1

e Provision of Therapeutic Diets

e rient profile and allergen content of a dish will be affected by
non-compliance with standard recipes such as missed or incorrect quantities of
gredients and alteration to cooking methods.

There are significant patient health and safety risks associated with not following
standard recipes. The level of clinical risk is highest to patients requiring a
therapeutic diet, texture-modified diet or who have allergies/intolerances. The
importance for the need to follow standard recipes for the food provided in the
hospital setting cannot be overemphasised.
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4.5.2 Required Information

Creating a standard recipe involves developing, testing, adapting the recipe
according to need, and testing again to ensure a consistent product is being
produced, no matter who cooks it.>” Standard recipes allow a product to be made
to the same specification every time. Table 14 details the essential and useful
criteria to be included in a standardised recipe.

Table 14: Essential information to be included in a standardised recipe

<
m
Z
c
o
-
>
z
Z
Z
)
a
=
O
>
Z
(@)
m

The following information must be included in a standardise jpe .5

1. A title which describes the recipe content.

2. All ingredient components of the recipe, including
quantities in metric units.

(peeled, grated, minced, diced). Size for prev technigques should

also be specified. This information is key ng the 14 EU
allergens.

4. Detailed methodology, directiogflmust IS in the order the recipe
IS prepared.

5. Recipe vields, i.e. the amgunt of T roduct available for service at
the completion of produ nin wewt or volume and number of
servings.

e portion and the equipment used to
e and weight/volume should be based on
t fits with a full meal and how it looks on a

6. Volume and/or wei
serve this portion
how the particida
plate.

The follow? in tion is useful if included in a standardised recipe:>”

utensils used for preparing cooking and serving food
t. The yield and portion capacity of cooking equipment
ge with length, width, and depth of pans. As there is evidence
to d strate that providing smaller portions results in patients
nsing less energy and protein, it is important that appropriate
S ng crockery is used and as such all main meals should be served

on a dinner plate.
. 8 Cooking temperature and approximate cooking time.
9. Different portion sizes and therefore vield.

10. Critical control points as part of Hazard Analysis Critical Control Point
(HACCP), e.g. safe thawing, internal cooking, holding, serving and
storage temperatures.
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4.5.3 Recipe Development §
The amount of time needed for this review process will differ depending on the E
source of the recipe. However, the time required should not be underestimated. e
>

When developing a standardised recipe the following process should be followedgg Z
1. Recipe review =
« Review the recipe and its existing format/content against the require ‘ E
information. O

>
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m

2. Recipe preparation

Once the recipe is reviewed, it can be prepared (it is recommende?
version is made to yield 25 servings). During this process ke
specific notes on:

< any variations made to the original recipe - record directly on working
recipe;

« information noted as missing during the review

3. Determination of recipe yield

« Once the recipe preparation is complet
measuring its volume will determine

eit & Mg the final product or
e viel

« ingredient product quality, preparati
temperatures affect yields.

4. Portion size

Determine the portion size or
product and dividing by thega

« S appropriate for th

. fits well with® the meal.
5. Recipgev i

suitabil]
patient whe

hould involve the catering manager, dietitian, cook(s) and
ssible. It is important to consider:

. du earance on the plate and in bulk form as appropriate;
rORct taste and taste suitability to consumer group;
product texture,
product suitability to catering production and distribution type.

Notes

« |f a different vield is needed the recipe will require quantity adjustment and
need to be prepared again;

« notes of any changes or concerns should be recorded on the recipe sheet

during the preparation phase. r000 HosPaLs 55
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4.6 Recipe Analysis

Standard recipes as defined in Section 4.5 must be in place and in use in a kitchen
before a menu can be nutritionally analysed. Nutritional analysis of standardised
recipes should only be undertaken and/or supervised by registered, experienced

dietitians who can appropriately interpret both the input data and the results
produced by software programmes

A minimum specification for nutrient analysis software e.g. the NHSScot
Nutrition for Patients (N4P) should include the ability to account for nut@ent l@ind
re
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weight losses associated with cooking. That is, they need to be awgggmaf T00

regulations and the limitations of the nutritional analysis softwares
can be interpreted correctly.>®

4.6.1 Analysing Menu Capacity
NHS hospitals must offer menus with several choices to meet the ents’
dietary and nutritional needs and individual preferences in order@@comply with

Healthcare Improvement Scotland Food, Fluid and 3/ Care Standards®
relating to choice. Dietitians are required to analyse % S capability to
deliver the nutrients in accordance with the leve (e this specification,
both for a general menu and any therapeugic

Nutrition and Hydration Digest: Impro tcomes through Food and Beverage
Services.”? An example of appropriate m dology is the minimum/maximum
method, which provides a best Mgroximat > This method looks first at energy

(EAR) for energy can be supplie W Dacity of the menu to meet protein
requirements is assessed. If &3 can be met then it is assumed most
other nutrients will be sufj

Where menus include i —fiergy option at each meal occasion, this should
be modelled togns tNQt patients who consistently require and choose the
higher energy op@n le to meet the criteria for energy, protein and
micronutrjent D&eeperiod of one week. Also, by using the same technigue
when offeRy |Ter eating option at each meal occasion, the menus
should be elle ensure that if the healthier option is chosen at each meal

occasiogr e ro and micronutrient criteria for a healthy balanced diet are
met
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Table 15: Methodology for analysing menu capacity E
1 A minimum choice for the ‘nutritionally well’ may be calculated in the =
following way: E

« Breakfast: Select the appropriate energy and protein from Table 3 ang Z
insert under breakfast. g

« Snacks and beverages: Select the appropriate energy and prote ‘ a
Table 12. o

>
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for each item aloﬁg with their dietary coding. This data U
available from the food supplier or calculated in ho O A

(i.e. providing the lowest energy) for lunch depending on U structure
and specifications.

3 A maximum choice covering the ‘nutritiona ble’ may be
calculated in the following way:
« Breakfast: Select the appropri ene nd@orotein from Table 9 and
insert under breakfast.
« Snacks and Beverages: Select ppropriate energy and protein from
Table 12.

« Lunch and Supper: LoQ e menu and pick the appropriate
maximum choice (i.e.

supper depending

4  Analysing thregra m
cycle would gi
or Sund@y
the entir

conS|stency of meeting nutr|t|ona| capacity over

cekN@ld choice items like salad and sandwiches can skew

[t s always recommended to analyse them separately to
acity of cold options. The nutrient standards for cold

roach. They can be adjusted to suit different circumstances.

analysing menus for a healthcare setting it may be beneficial
to analyse three lowest and three highest meal choices for minimum/
aximum examples to give a more realistic span replicating the average
length of stay in an acute care.

6 Itis also important to remember that menu capacity figures are based
on 100% consumption and food intake records are a more appropriate
method to measure the actual food intake of the patient.>®

Patients often consume only about two-thirds of the food they are
provided (wasting between 6-65%), irrespective of how much is provided.®©
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E 4.7 Portion Sizes
E Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards
= Standard 4 Provision of food and fluid to patients in hospital criteria 4.3 states:
>
Z ‘Patients are given a choice for all food and fluid options provided, includi
= therapeutic and texture-modified diets. There is a choice of portion size {#r
g all main courses’.
c
E A portion size indicates the weight of food from a particular recipe, whig wd@!d
% be served within a meal for example, casserole, potato, or rice. Thigmgenerafly
m reported as a weight (grams) or volume (ml) and may also be descibed Rate
of household or serving units.
4.7.1 Essential Criteria
When defining portion sizes from a recipe it is important to cons e
following:

« the smallest available portion size must meet the
energy requirement portion sizes need to com
recommendations, but this should not campr

) W nutrient/
g¥cific tender

@ INE patient needs;

« a choice of different portion sizes fogfatient n achieved in a number of
4 use 01 carbohydrates, vegetables

« portion sizes must look appealg on the te, in relation to other components
of the whole proportionate mg

« portion sizes must satisf Nt patient populations’ appetite;

« current advice regardin propriate portion size for fruit and vegetables
for five a day.

There are seve/® ' at have shown that many patients in hospital do

not eat all the foOQEhe served.?® This may be due to a number of factors
including cWR. INncreasing the energy and nutrient-density of meals can
encourage | Tntake for patients with decreased appetite. Small increases
In stan 9)
proteirf@@ntak@> ®owever excessively increasing the standard portion size may
oV tF patient.

Por sizes must be set in order that they can deliver the required nutrition (as
' In this document) to the relevant patient population in a size that can

[ herefore the appropriate portion sizes for individual meal items must:

« be set locally and in agreement between dietitian(s) and catering including any
relevant stakeholders;

« have their nutrient content and size in relation to serving and food wastage
audited annually;®
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« guidance and training at the local level of which utensils/crockery should be
used for serving different recipes, dishes and food items is necessary'"; and

« relevant NHS standards such as food wastage standards need to be
considered.®

Where in-house production exists, Boards should be working towards a single
recipe method however, at local level, ingredient and therefore nutrient contetf ‘

of individual recipes may vary from hospital to hospital.

4.7.2 Meal Presentation
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The quality of the presentation of the final dish presented to the {
extremely important. If the dish does not ook appealing it wi
thus its nutritional value will be nil.

‘N
\
™
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5. Therapeutic Diet Provision

Ssummary

« A therapeutic diet is modified from a ‘'normal’ diet and is prescribed to mee
medical or special nutritional need. It is part of a clinical treatment and in s
cases can be the principle treatment of a condition. Whenever a patie
therapeutic diet prescribed by a dietitian or by medical staff, all hos
Health Boards must be able to provide this.
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« Menus should reflect local population needs and healthcare org
to develop their own protocol for the requirement and pro\ss
diets for their population.

them to make an informed food choice whilst in hospital. The ietetic
codes displayed on a hospital menu should be ‘Healizmag Eating?and ‘Higher
Energy’.

« When planning any facilities and purchasing C Ith facilities and

pr ny therapeutic diets
S m to be met.

catering departments should consider
and set targets to ensure the enviro

« Many clinical conditions such as res y disease, cardiac disease,
gastrointestinal disorders and peurolo disorders, require therapeutic
diets. Malnutrition is common qad good nWrition is crucial for optimal clinical

« Higher enggBY. nd
« Healthy eati

- @cgure-Podified diets

< Qicts for renal disease

» Q1 suitable for people with neutropenia
« Monoamine oxidase inhibitors (MAQI) diet.

.1 Introduction

A therapeutic diet is modified from a ‘'normal’ diet and is prescribed to meet a
medical or special nutritional need.? It is part of a clinical treatment and in some
cases can be the principle treatment of a condition. Whenever a patient has a
therapeutic diet prescribed by a dietitian or by medical staff, all hospitals and
Health Boards must be able to provide this.
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Dietitians and/or appropriate members of the dietetic team e.g. dietetic support
worker, as recommended by the British Dietetic Association, are required to work
with catering departments to provide initial and ongoing information, guidance
and support for the catering team.

Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards
Standard 3 criteria 3.6 states:

‘There are protocols, which are implemented and monitored, for th ‘
provision of:

(a) all therapeutic diets, for example texture-modified diets, g
diets, low potassium diets, oral nutritional supplements, hig
high-protein food and fluid, and

(b) any requirement out with the planned menu, such
vegan meals.’

an-free
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Healthcare Improvement Scotland Food, Fluid and Nutritional Ca ndards
Standard 4 criteria 4.3 states:

‘Patients are given a choice for all food and flul®
therapeutic and texture modified diets and
for all main courses’.

5 provided, including
oice of portion size

P s tial to have accurate
position of all dishes and individual
menu items to determine their syitability. QRIS makes the use of standardised,
ropriate food.

5.1.1 Criteria

Menus should reflect local eeds and healthcare organisations need to
develop their own protoc te requirement and provision of therapeutic diets
for their population:

en choice for all food and fluid options provided, including

« there must b@ (W protocol for the provision of all therapeutic diets;
N
rexture-modified diets;

e populations require certain therapeutic diets irregularly and
uPhbers must include in their policy a formal contingency for the
these diets in the event they are required, for example an a Ia

imal

eutic diets must be capable of meeting the nutritional and dietary
requirements of patients using them':; and

where relevant, catering service contracts must be sufficiently detailed and
cover the provision of both therapeutic and special diets.

This section specifies the therapeutic diets commonly prescribed in hospital
settings and comments on the practical implications for planners and caterers in
putting together meals and menus incorporating therapeutic diets. The criteria for
the coding of therapeutic diets are also explained.

FOOD IN HOSPITALS B3
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5.1.2 Dietary Coding

Dietary coding provides information for patients, carers and staff to enable them
to make an informed food choice whilst in hospital. It is important when coding a
menu that:"?

« there is an up-to-date nutritional and content analysis of the menu item;

« a standard recipe is followed each time the dish is made;

« t00 many letters/codes on @ menu can appear confusing to a patient,
be irrelevant to the majority of the hospital population;

« nutrition education for nursing and catering staff must accompa
codes so that patients receive consistent messages;

« Suitability of any one particular dish needs to be conside inN@he context of
the whole diet'?;

« dish descriptors should be available; and
« jtis recommended that pictorial menus be availab

This specification endorses the BDA reco dietary codes should
be kept to @ minimum on hospital menu iep@tic codes displayed on a
hospital menu should be ‘Healthier E ' ‘ Energy’.

hospital menu: this needs to be ped at the local level with consideration
of the above points noted.

An a la carte menu can@e fulln the effective delivery of any additional

therapeutic diets requir ospital, as it will enable caterers to provide
patients with nﬁr [CA'2 Not all dishes will necessarily be coded.
5.1.3 Kitchen ewmd Equipment

When plan Cilities and purchasing contracts, health facilities and

caterin ents should consider the provision of any therapeutic diets and
set targets to@nsure the environment allows them to be met.>® Therapeutic diets
m e ditional preparation, storage or distribution space and equipment,

es [ally T Isolation from production of other diets is required, e.g. in the case

‘ 3| n-free diets and risk of cross-contamination of food items.

e presence of even the smallest amount of allergenic food can be a risk for an
individual who has a food allergy. Minimising the risk of cross-contamination is
BS important as ensuring intentional ingredients do not include the allergen(s).
The Food Standards Scotland advice to minimise cross-contamination include
thoroughly clean work areas, surfaces, serving areas, utensils, equipment,
chopping boards, hands, the table, crockery, cutlery, and trays to remove traces
of food allergens.t2 Further details are provided in Section 5.4 Table 21.
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Food hygiene laws, with respect to cross-contamination of different food groups
are an important part of a number of different faiths’ dietary practices. Ensuring
these ‘laws’ are respected and adhered to including how different foods need to
be prepared ensuring separate storage, separate cooking utensils and equipment
are used for particular foods needs to be considered in the planning stages.
Further guidance on particular faiths' beliefs is provided in Section 6.

5.2 Higher Energy and Nutrient-dense Diet ‘

Energy and nutrient-dense diets are indicated for patients with a small & po
appetite who find it difficult to eat sufficient foods to meet their engig
nutrient requirements.?® These diets are also indicated for those p ou
with increased energy and protein requirements, including those VRO

had a major trauma such as a head injury, burns patients, ¢ Bl d
undernourished patients. These individuals require addition
to meet their increased needs or to enable them to replace lost b
improve their nutritional status. The provision of substantial sna
day is likely to be necessary to meet individual reguirgsmgats.

e

« increasing the energy and nutrient cog€nt o iCmentes;

endlgy anag protein
eight and
ree times a

A diet higher in energy and nutrient-density can be J by increasing the

overall amount of food eaten by:

e increasing the number of foods offENQE, example increasing the number of
times snacks are provided between m

« providing greater choice of en and nu¥ient-dense foods on the menu; and

e increasing portion sizes.

5.2.1 Coding Criteria

Table 16: Criteria for hi gy code (per portion)™

Energy (kcal) Protein (g)

otal meal e.g. protein + vegetables =500 =18
+ starch + condiments

Dessert (including accompaniments) =300 5

FOOD IN HOSPITALS
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« |t would be considered good practice that snacks are available three times a
day.”?

« Additional milk should be provided daily for those patients who wish it over
and above the 600ml| provided.

5.2.2 Catering Guidelines

If 3@ hospital menu is to provide a diet that is higher in energy and more
dense then there must be provision at each eating occasion of a ‘higher @ner
and nutrient-dense’ choice that meets the specific criteria outlined g
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standards for the higher energy and nutrient-dense diet, de
Food-based guidance is provided in Table 17.

Table 17: Higher energy diet menu planning guidance

Rationale | Pi. “tical applications

Improve nutritional One in four adult p Pase energy and
status or achieve a admitted to pit notrient-density of foods
normal nutritional status. undernourgfed.’> and meals by:

Meet the target nutrient « providing a wide
specifications for choice of breakfast
‘nutritionally vulnerable’ items, including a
hospital menus (outlined choice of higher calorie
in Section 2)."2 breakfast cereals, e.g.

sweetened muesli,
porridge made with

milk, a cooked option
« using whole milk and
full-fat milk products,
e.g. yoghurts
« adding spreading fat or
O butter to sandwiches,

mashed vegetables and
baked potatoes

« providing milk-based
» sauces to accompany
vegetables or meats,

e.g. mustard sauce,

white sauce or cheese
sauce.
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modest portion sizes and
food presentation which
is appealing and easy to
eat.”? -

pcat dishes
Q H glucose polymers
B protein powders to
dishes as appropriate

Table 17: Higher energy diet menu planning guidance (continued) =~
m

Aims Rationale Practical applications E
Meet the needs of patient Many patients present « adding cream to milk =
groups who require with small or poor puddings and soups A
increased intakes of appetites, have . . o
energy and protein. difficulty with chewing  ° Offering cream/ice- ‘ 0
and swallowing and cream to acco N

Promote energy and Haue [ave dliEEey es dessert o
nutrient intake with i SR o - =
« making 5

4

to meet their nutrient sauces f
requirements.64

« enriching milk with
milk powder

« add sugar to stewed
fruit.

Food preparation which
allows food to be more

easily consumed includes:
P « pureed, stewed or
juiced fruit
\ « vegetables well-cooked
to @ manageable
texture, but not
O overcooked

« meat cut into small
pieces and cooked to
ensure it is tender, e.g.
casseroles and stews
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Table 17: Higher energy diet menu planning guidance (continued)

Aims Rationale Practical applications

« removal of all bones
from meat before
cooking or serving

- foods with ad
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pnote and offer
% je-containing fluids
as fruit juice,
Ik and flavoured
milk, diluting juice, hot
chocolate, tea and milky
coffee.

Offer small, energy and
nutrient-dense easy to
eat snacks as appropriate
for patient group™:

« cakes and biscuits

« small sandwiches

L 2
o Crisps
« full fat custard pot or
yoghurt.
*Refer to Ta 12 (snack
5.3 iergating

The Ithy balanced diet is recommended for the general population but it
v oecommended for the dietary management of a number of medical
O

« patients with Type 1 or Type 2 diabetes;

« patients with dyslipidaemia and cardiovascular risk:
« patients who are managing their weight;

« patients with hypertension; or

« patients suffering from constipation or irregular bowel movements.




As outlined in Section 2, the healthy balanced diet is designed to meet specific
nutrient criteria with reference to levels of fats, sugar and salt as well as overall
dietary balance over a week. This is to account for the day-to-day variation in
individual's food intakes and recognition that these targets are unlikely to be met
on a daily basis.?°

Food Standards Scotland has produced guidance to caterers on what proportid
of the overall daily energy, protein, fibre, fat, saturated fat, sugar, salt an
micronutrient intakes should be provided by the different meals and sn
the day for the healthy balanced diet.*®¢ This may prove useful when m
menus to meet nutrient criteria.
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As indicated in Section 5.1.2, dietary coding of menu choices is
to enable patients and staff to make informed choices in theg
such, nutrient criteria have been proposed by the British Di
(BDA) that defines meals, or components thereof as ‘healthier op
enable dietary coding of menu items to inform those patients wh
diet for therapeutic purposes.’

specified for a
P overall healthy
pel the overall dietary
g criteria presented in

It is important to note that some dishes may meet th\
‘healthier eating’ option, but these may not full
balanced diet messages. In contrast somegpods
principles of a healthier diet, but do n
Table 18 (for example, oily fish).

Therefore, care must be taken wen usin criteria suggested in Table 18 to
ection 2 for the ‘nutritionally well’
tion 3 (food-based criteria) are met over

patient (healthy balanced diet)
a week when modelling the me
supplements the informatig

Please note, that in so es a healthier balanced diet may be
inappropriate f& | g Is within this group due a separate condition,
associated co-moMudit r additional factors affecting their overall nutrition

requirem aessment of individual patient’s dietary needs within

24 hours sion to hospital should ensure that these individuals’
needs a ified and thus can be met.?

5.3. ing (Witeria

. an main meal must provide a minimum of 300kcal per meal; this is

INCNAI Ve Of potatoes, pasta and vegetables.'2 46

A Standard main meal must provide a minimum of 18g protein per meal
inclusive of potatoes, rice, pasta and vegetables.’2 46
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Table 18: Criteria for healthier eating code (per portion)*

Meal component Energy Protein (g)
(kcals)
Protein e.g. meat/fish/chicken/ 12-14 <15¢g
alternative total < 5g .
saturated

Total meal e.g. protein >300 >18 Not

+ vegetables + starch + specifi

condiments (excluding desserts)

Dessert (including X g tal
accompaniment) e.g sponge and <®g

custard satura
« Overall, total fat, salt and added sugar should b@lo fats added should be

poly and monounsaturated rather than saturated:
« Wholegrain foods should be offered daily.'

« Fruit should be offered as a choice o{ghack agke the 5 A Day
recommendation to be met.”

5.3.2 Catering Guidelines

Catering and dietetic departmentsQmst work together to offer a balanced menu
Incorporating a healthier eating@ptiMAat each eating occasion (main course

and dessert), this is with the ba® B an individual being able to choose a
healthy balanced diet ove i responsibility of the dietitian and catering
department to ensure ajl It4Ns coded as a healthier eating option continue
to meet the criteria. Ul ey must ensure that the overall weekly menu
has the capacitgto e nutrient and food-based criteria for the healthy
balanced diet, delQile ction 2 and 3.

e

An exten ctical advice provided in Table 19 can be found in the then
Food Stan s ASQCY and Scottish Executive's Catering for Health - A guide for

teachin@ hor catering practices.ss
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Table 19: Healthier eating menu planning guidance

Maintain or achieve
normal nutritional status.

Meet the target nutrient
specifications for hospital
menus (outlined in
Section 2).

Meet the needs of patient
groups who may benefit
from the promotion of
healthier eating.'2 >

Support the clinical
management of relevant
patient groups.

Maintain normal blood
sugar levels and other
indices of diabetes
control.

Maintain normal bowel
function.

S
™

EW G EE

Some patients’ nutritional
requirements, appetites,
food intake and
nutritional status are not
affected by their illness
or treatment.

The NHS is well placed
to provide fundamental
education in healthy
eating for some
patients.>°

A healthy diet for peog
with diabetes or those
with dyslipidaemia,

hypertension

Practical applications

Healthier breakfast item
include:*°

« high-fibre breakfgst
cereals >3g fi

100g, e.g. pornglge,
unsweetggmgmued,
fruit ang s
shr G bran
S

« scfambiied gss, grilled
mushr , tomatoes,
baked ¥ans (ideally

er salt varieties),

e a variety of low fat
or no-added fat cooking
methods as often as
practical:

« discard poultry skin
and trim visible fat
from meat

« drain visible fat from
cooked meat dishes as
production allows

« Dbraise, steam or bake
as production allows

« use thick-cut chips
when deep-frying

« strong cheese, e.g.
parmesan adds flavour
to cheese dishes and
sauces in smaller
amounts

« don't add butter or
spread to vegetables
before service.

FOOD IN HOSPITALS
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Table 19: Healthier eating menu planning guidance (continued)

Aims Rationale Practical applications

Use appropriate low-

fat options in place of
standard products whqge
palatable, e.g.:
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ow fatYhayonnaise
salad dressings.

hier sandwiches
sould consist of lower-
fat filling and high-fibre
bread and/or salad or
vegetables.

Use salt sparingly:

« |f stock or bouillon is
used, salt should not
be added

« try to source lower-
P salt-content bouillon.
Use a variety of no-added
sugar cooking methods as
often as practical:
O . add alternative

flavours to stewed
fruit in place of sugar,
e.g. cinnamon to apple

» . offer a higher

proportion of fruit-
based puddings to jam/
syrup-based puddings.

72 FOOD IN HOSPITALS



Table 19: Healthier eating menu planning guidance (continued)

Aims Rationale Practical applications

Use appropriate low-
sugar options in place g
standard products whege

palatable, e.g.: ‘
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g st be aYailable at ward

Q for those patients

a¥ing to use them.
gitable healthy eating
snacks for patients on
diabetes medication

(e.g. insulin), must be
available for example:

« fresh and dried fruit
« |low-fat yoghurts

« fruit bread, malt loaf,
oatcakes, crumpets.

Special so-called
‘diabetic foods' are not

\ recommended.
5.4 Alle - Diets

Not ondls able to eat all types of foods safely. Some people experience an
se on when exposed to certain foods. This reproducible reaction can
eith e called a ‘food allergy’, when the immune system is involved, or a ‘food
rce’, when the immune system is not involved. Food allergy can result in
apmylaxis which can be fatal in some cases.%

.4.1 Food Allergy

True food allergy is an immune reaction to food that triggers the release

of histamines and other substances into the tissues. The proportion of the
population (UK) with a true food allergy is approximately 1-2% of adults and 5-8%
of children.®®> This equates to around 1.5 million people in the UK. In addition,
about 1:100 of the UK population has coeliac disease and needs to avoid gluten.
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Food allergy may be caused by numerous different foods or additives and
symptoms can be triggered by minute amounts of these. Allergic reactions range
in severity from relatively short-lived discomfort through to anaphylactic shock
which may be fatal. Therefore, there are significant risks to patients if allergen-
free diets are not provided when required.

5.4.2 Food Intolerance

Food intolerance differs from food allergy in that it does not involve th
system. Food intolerances may arise in a number of ways, for example
components acting as irritants or due to enzyme deficiencies whic
In an inability to digest or metabolise certain food components. R

Codex A//mem‘ar/us standard for glut
and to foods sold in catering establish

Food labelling legislation surrou
cereals is provided in this sectiog
guidance for providing foods th
its prevalence affects one |

5.4.3 Catering Guidelin

Itis difﬁcult toﬁ umber of hospital patients requiring an allergen-
» however, hospital-catering departments must

" h dietitians to meet these pa.tient groups’ needs. G.ood

with all e identified and communicated appropriately.
Ple te tigpt catering provision for allergen-free diets must meet all the
aSC TS nuU planning and food-based criteria.

of Y@y December 2014 new EU food labelling rules, adopted by the European
ggrncnt and the Council in 2011, ensure that consumers receive clearer, more
comprehensive and accurate information on food content, and help them make
Ahformed choices about what they eat.”® This affects how allergen information
Is provided on pre-packed food labels and also introduces a new requirement to
provide allergen information for foods sold or provided loose (non-pre-packed).

These rules require hospital catering services to provide information to patients,
staff and visitors about the presence or use of any of the fourteen specified
allergens (Table 20) as ingredients in any of the food that they serve, including
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any food item served to patients at ward level and any food item sold in retail
outlets.

To meet these obligations hospital caterers must know what is in food, and the
requirements needed to meet the legal obligations. Caterers must be able to
evidence the exact ingredients used, such as by brand names, pack sizes, or otjg
information that details what is normally used or that of any replacement.

The EU Food Information to Consumers Regulation requires packaged fo ‘
have allergenic ingredients information emphasised in the ingredients |t an
food sold loose to have allergen ingredients information available.”ghllerge
refers to the 14 listed in the legislation (Table 20).

This legislation does not require full ingredient lists for 100s
requirement is to declare any of the fourteen allergens whef@ use as .
ingredient or processing aid regardless of the level of use.
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The British Dietetic Association has produced an Allergen Toolkit Healthcare

Catering.t6

All dishes which are produced in-house must use sta % cipes with
ingredients from ‘approved’ suppliers. Any ingr SH®er changes affecting
standard recipes require to be assessed den changes to the recipe.

It is also the responsibility of the per ri at meal to ensure that any
food prepared and sent to the wards fo atient with a suspected or confirmed
food allergy is appropriate for tiggl d labelled with the patient's name,
ward and the type of allergy for 1 '

It is the responsibility of the calg
have in stock, or are able tg .
suitable alternatives for p @' ith allergies and intolerances. At the very least,
this should include whegt @ ree bread, pasta, biscuits and crackers, and
alternatives to cow’'s miNg aN®tter/margarine spreads e.g. milk free spread.
Most of these 3 or can be frozen.

5.4.4 Food La i Food Allergen and Food Intolerance

People wh
exact i in the food that they eat as even a small amount of allergen can
make tllem Ill or in some cases could be fatal. The use of food product labels
S d to identify foods appropriate for patients’ diets when exclusion of
spEC fo0ds is required due to an allergy or food intolerance. The EU labelling

' 1169/2011 is implemented in Scotland through The Food Information

d) Regulation 2014.7°

[l of the 14 listed allergens and ingredients derived from allergens have to be
sted on the label with a clear reference to the name of the allergenic ingredient
whenever they are intentional ingredients in a food product.

C

Where an allergenic ingredient or its derivative is not clearly identified in the
name of the food, e.g. malt vinegar, the allergenic ingredient should always be
clearly identified in the labelling, for example ‘malt vinegar (from barley)".
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All ingredients and the components of each of these ingredients are covered by
the new labelling regulations if they are present in the finished product, even in
an altered form. This includes carry-over additives, additives used as processing
aids, solvents and media for additives or flavouring and any other substance used
as a processing aid.

Some people may be allergic to foods that are not included in the Regulations
but all ingredients have to be listed on the label of pre-packed foods. The
or ingredients that people are allergic to may be avoided by reading th

The Regulations do not apply to ‘may contain’ or nut trace warning
possible allergen cross-contamination. However, many manufactuifi
information voluntarily in order to indicate the possible presence
ingredients that people may be allergic to in pre-packed foog
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Food prepared for an allergen-free diet must be undertaken

environment as patients must be provided with food safe for the consume.
Catering/ward staff must understand the importa iding a diet which is
safe for someone with an allergy.

When a meal that needs to be allergen-free is b r d, surfaces and all
equipment and utensils (including, choppj .bo k@ ves, pans and mixing

bowls) must be thoroughly washed do

Foods must be stored in sealed contain
milk powder and flour. Ensure inggedients
(different brands can have differé

specially peanuts, nuts, seeds,
eived are what has been ordered
ingrediemts).

Foods that need to be free fro
has previously been used t

ular allergen must not be fried in oil that
hat contains the particular allergen.

Similarly separate toaster t@e used to prepare gluten-free breads etc.
Separate servirﬁ utensi @M e used for serving dishes that are allergen-free
to prevent potehig ontamination, in the kitchen and on the ward.

The hospigal t list any of the 14 allergens if contained within individual
menu ite

G
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Table 20: Scope of allergenic ingredients required on food labelling

Food allergen Guidance what is included

Celery Includes celery seeds and celeriac.

Salads, soups and celery salt, stock cubes, stew pdK,

some meat products. ‘

Cereals containing gluten Wheat, rye, barley, oats, spelt, Khorasan wHgat
(sometimes sold commercially as Kamujg o®thej
hybridised strains. Other types of cerg
included.

NB: There is no requirement for;
indicated in the ingredient list.

Bread, wheat flour, biscuits, crackers ta,
breakfast cereals (inclgdingsmgns like”breadcrumbs
and batter), cakes, pas @ ina, soya sauce.

It is also found in o¥0 foods such as

SOUpS, graviegpsau ages, haggis, fish cakes
and all pr sed fi st be checked to ensure
they are

Crustaceans Inclydes all SMies, e.g. crab and prawns.

Eggs Reff @ oS from laying hens and eggs from other
' c o hroiler chicken, duck, turkey, quail, goose,
Q0 guinea fowl.
Fish es fish from all species of fish and fish
’'S ducts. In common species, e.g. cod, mackerel, that
name could be used to indicate the fish content of a
\ product.

Lu Seeds and flour used in some breads and pastries.

Soy and Worcestershire sauce, Thai fish sauce, relish,
O some salad dressings. Fish extracts, oils and paste.

Some types of bread and pastries e.g. waffles,
particularly those manufactured in France and
Belgium.
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= Table 20: Scope of allergenic ingredients required on food labelling (continued)
m
E Food allergen Guidance what is included
m
= Milk Includes milk from cows, sheep, and goats. Milk
A powder, yogurt, butter, margarine, cheese, cream,
rE“ ghee, milk glazed products, ice cream, custard an
= other milk puddings. Milk powder and milk p
c;; are used in many manufactured products.
§, Some processed meats, chocolate, Quogs
g canned fish.

Molluscs Squid, octopus, cockles, mussels, p

Mustard Mustard paste, seeds, leaves, fl

marinades, soups, sauces (e.g. if add
sauce), curries, some meat products, asionally
cheese scones.

Nuts Listed as almond, hazelnB t, cashew, pecan
nut, Brazil nut, pist UNliacadamia nut and
Queensland . Pi taNnd chestnuts, which are
le e not listed as they are not
[ly defined.

uces, desserts, bread, crackers, ice

Peanuts 0 only referred to as groundnuts or monkey
. . but must be labelled as peanuts.
\ Cakes, biscuits, ice cream desserts, breakfast cereal,

salad dressing, confectionery and vegetarian
products.
Sesam Products deriving from it such as tahini and sesame
oil must also be clearly labelled.
Houmous, halva, bread.
‘ o) Can be labelled as ‘soy’ or ‘soya’.
Tofu, bean curd, textured vegetable protein, soy sauce,

soybean flour used in cakes, biscuits, pasta, burgers,
sausages, confectionery. Dairy products made from
soya beans including soya milk some ice creams.

Sulphur dioxide and Refers to levels above 10mg/kg or litre.

Sl s Some meat products, stock cubes, bouillon mix, fruit

juice drinks, dried fruit/vegetables, wine, beer, cider.
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Table 21: Allergen-free food guidance

Patients are provided Following ingestion of a

with food safe for them food allergen, symptoms

to consume. experienced by a patient ‘
Food provided meets whollsiallereleicaln

include rashes, diarrhoea,
vomiting, stomach
cramps, and difficulty

in breathing. It can also
cause anaphylaxis.6?

the target nutrient
specifications for hospital
menus (outlined in
Section 2).
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Food prepared for an
allergen-free diet is
undertaken in a safe similar symptoms,

. 62 . .
environment. diarrhoea, bloating b

Catering and ward staff ~ these tend to develop
must understand the more slowly and
importance of providing  generally reggyre g @
a diet which is safe amounts ofgPods (Qavg
for someone with an
allergy.%2

Someone with food
intolerance may show

5.5 Gluten-free Diet

A gluten-free ), 4 s the sole treatment for coeliac disease and the skin
condition dermatiq.ne iformis. Coeliac disease is caused by an auto-immune
reaction 0 t of gluten, which is a protein that is found in certain

t, barley and rye. Some individuals with coeliac disease also
ts. Consumption of even a minute quantity of gluten by someone
se can result in malabsorption, gastro-intestinal symptoms and
imately 1 in 100 people need to avoid gluten in their diet.®2

ions define gluten-containing cereals as wheat, rye, barley, oats, spelt,

wheat (sometimes sold commercially as Kamut®) or their hybridised
2 Itis found in a wide range of manufactured and processed foods, and
Imposes considerable restriction of food choice and variety.*?

Reg

here are significant patient health risks associated with eating a food that
contains gluten for those patients who have coeliac disease. A menu item should
never claim to be gluten-free unless this has been confirmed. Coeliac UK (the
charity of people with coeliac disease and dermatitis herpetiformis) has an up-to-
date database of manufactured foods free from gluten and publishes an annual
handbook for its members; Food and Drink Directory.
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The Coeliac UK Food and Drink Directory is available in three formats: paper,
electronic and mobile app.”7" It is important to note that food manufacturers and
supermarkets can voluntarily identify gluten-free products; some manufacturers
use the Crossed Grain symbol and this can be regarded as a safety net as it is
only licensed to manufacturers who can guarantee their foods are gluten-free.®’
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The ‘Crossed Grain’ symbol
Only foods that contain gluten in amounts that are 20ppm

products. For oat products labelled gluten-free the oats themselv ust also
contain no more than 20ppm of gluten.

Specialist substitute products such as breads, flours 8 ers that contain a
gluten-reduced ingredient (Codex wheat starch) level above
20ppm and up to 100ppm may be labelledens ten’. There is no foods
currently labelled ‘very low gluten’ in t

Gluten-free - foods containing 20 part
Very low gluten - foods containing betw

illion (ppm) gluten or less
21 and 100ppm gluten

5.5.1 Oats

until recently oats were thg the same harmful effect as other gluten-
containing cereals and th traditionally been excluded from a gluten-
free diet.*2

Although somegeq h cOeliac disease can include oats in their diet, oat
products are at hi contamination from other gluten-containing cereals

including whe NRarley, therefore they should not be offered as part of a
hospital - L.

5.5.2C ] idelines
Wit corrft processes in place to ensure the correct ingredients are used and
presscxa®|ace to avoid cross contamination, gluten-free catering in a hospital

Kitc environment may be possible. A risk assessment should be carried out to
‘. at®he feasibility of producing gluten-free meals on site and if not possible
en pre-packed meals can be used as an alternative.

Veals prepared without gluten-containing ingredients, with correct controls in
place to ensure they are gluten-free, will be suitable for people who wish to
avoid gluten in their diet. For this patient group it is essential that non-gluten-
containing ingredients are protected from the risk of contamination with gluten
during their storage, preparation, transportation or during serving.
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Ingredients that are non-gluten-containing must be prepared using separate
utensils, boards and containers.

Caterers need to be aware of any ingredient changes in relation to non-gluten
containing menu items and the importance of communicating this information
and ensuring any necessary meal modifications are undertaken.

Table 22 provides guidance for the provision of non-gluten containing foods aNg
Table 23 gluten containing foods to be avoided.

Table 22: Gluten-free food guidance

Exclude all dietary
sources of gluten.42 67

Ensure gluten-containing
foods are substituted
with a suitable
alternative to maintain
dietary balance.*> ¢’

Meet the nutrient
specifications for hospital
menus (specified in

%)
N

Rationale

Ingestion of gluten by
people with coeliac
disease results in
malabsorption of
nutrients. This may
result in the following
symptoms:42 ¢/

t

aghemia

« unexplained weight
loss

« 0OSteoporosis.

Adherence to a gluten-
free diet for people

with coeliac disease
reduces the risk of some
intestinal malignancies.*?

Maintain optimal
nutritional status.

NOISIAOYd 131d J1LN3AdVY3IHL

getable pies, fruit or

etables in crumb,
tter or sauces will
not be gluten-free)

NB: chips may not be
gluten-free; they may
also have been cooked
in oil where crumbed
or battered products
have previously been
cooked

Nuts, seeds and pulses
(plain) NB Dry roasted
nuts may be gluten-
containing; canned
baked beans may be
gluten-containing

Fresh meat NB some
processed and tinned
meats may contain
gluten, labels need to
be checked), poultry,
fish (fresh or canned in
oil or brine) and eggs

Tofu and Quorn®
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Ensure gluten-containing
foods are substituted
with a suitable
alternative to maintain
dietary balance.*> ¢’

malabsorption of and UHT), cre
nutrients. This may coconut milk/
result in the following

symptoms:42 ¢/

= Table 22: Gluten-free food guidance (continued)

m

)

> Rationale Gluten-free foods include
m

c

o | . .

A Exclude all dietary Ingestion of gluten by * SOV, goats and cows
=) sources of gluten.*2 67 people with coeliac milk (includes dried
0 disease results in evaporated, co

2

o

<

S

o

4

Meet the nutrient « abdominal discomfort

specifications for hospital mild gastrointestinal

menus (specified in upsets
Section 2). tired .
- Lireuimest mage frais (check
« irritability el)
« breathlessngss -®manufactured gluten-
' free muesli
« anaemi

. . - rice, corn (maize),
+ unexplairg@weight tapioca, polenta, millet,
buckwheat, sago,
arrowroot, corn flour,
gram flour, potato flour,
0 a gluten- soy flour

,YA oeliac disease - bicarbonate of soda,
#es the risk of some cr?am of tartar,
2 intestinal malignancies«2 ~ 8elatine, yeast
\ Maintain optimal - Dutter, margarine and
nutritional status. cooking oils
- golden syrup, jam,
O honey, treacle,

marmalade, peanut
butter

» - wine, cider, malt and
balsamic vinegar
« modified starches (NB:

modified wheat starch
IS not appropriate)
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Table 22: Gluten-free food guidance (continued)

« tea, coffee, clear fiz
juice, fruit juice, coClia.

It is advised tha
labels are chec
to use.

NOISIAOYd 131d J1LN3AdVY3IHL

Table 23: Foods containing gluten
Gluten-containing foods
« Bulgar and durum wheat
« Semolina and couscous

« Any flour derived from eat, rye, ley and any products made from

these

« Foods coated with batte
vegetables, fruit, fi

umbs or flour, this can include

« Sweet/savoury ge d stries

« Bread ol d Woducts including croissants, naan bread, chapatti and

pizza bas
« N ta

aseQ breakfast cereals, e.g. Weetabix © and muesli

oducts e.g. potato croguettes

S, Sausages, meat pies, some beef burgers

- QYouillon, packet sauces and gravies, baking powder
- Mayonnaise, mustard

« S0y sauce, mixed seasonings and spices

 Stuffing and stuffing mixes

 Biscuits and cakes

« Malted milk drinks and cloudy fizzy juice

« Beer, lager and stout.



5.6 Texture-modified Diets

The requirement for texture-modified or modified consistency food and fluid,
usually results from difficulties in chewing and/or swallowing food (also known
as dysphagia).@ It is generally the result of a disease process and may be caused

by either a mechanical, neurological or psychological problem which may

include:®©4

« oesophageal stricture; @
- head, neck or oesophageal cance;r

« severe mouth or throat infections; Q
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« maxillo-facial surgery;
« brain injury or stroke;

« degenerative diseases, e.g. motor neurone disease, Parkinson’s ntington's,
multiple sclerosis;

« complex needs learning disabilities:; or

« dementia (especially later stages).

An older person’s ability to adapt and
Is further reduced by less saliva or ch Ifficulties, or inadequate lip seal
vy to manipulate food in the mouth

can result from loss of sensatio

Providing food and fluid of an i
of food or fluid going into the | ajor cause of chest infection, lung

¢ hospitalised patients; it can also cause
ilent, causing no outward signs of distress but
still capable of causing complications.? There are significant patient
health risks ass@ciaged (e provision of incorrect food and fluid textures to

an individual w ﬂ assessed unsafe for normal hospital diet.

asphyxiation.t Aspiration

5.6.1 Crit

The Nati tie®Safety Agency (NPSA) along with the BDA, Royal College of
Speec L age Therapists (RCSLT), Hospital Caterers Association (HCA) and
the nal Wurses Nutrition Group (NNNG) produced National Descriptors for

T re ication in Adults to guide local implementation and interpretation of

diff t food consistencies.? The five textures are described in Table 24a.

‘ enu must be capable of meeting the nutrient specification for all textures
except B.

Patients admitted to hospital must have any physical difficulties with eating/
drinking identified and recorded within one day of admission.?

« Hospital catering services must be capable of providing a range of texture-
modified foods and fluids as recommended by speech and language therapists
(SLT), to meet their patient population needs.?
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« There is a protocol for the provision of all therapeutic diets.?
« Food and fluid must be provided at the correct texture?

« Patients are given a choice for all food and fluid, including therapeutic and
texture-modified diets.?

5.6.2 Coding Criteria

Adoption of these descriptors at local level is not mandatory. However, U ‘

differing nomenclature between disciplines resulted in patients receivin

Inappropriate food and thus increasing the risk of complications digsg

aspiration. Use of the national descriptors would be considered bd ce
D
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It would reduce this occurrence and provide uniformity betw n
patients are transferred.®

Modification of the texture of foods generally requires the additi uid
and in many instances dilutes the energy and nutrient-density of! food. This
coupled with the fact that many of these patients havega@or appe®tes makes

a normal diet shows significantly lower intakes #d protein.”2 Many
of these patients will also require a diet tis nd nutrient-dense and
the provision of suitable high energy cks Qe eals will be essential to
enable the individual to meet their re(g nts.

5.6.3 Catering Guidelines

xcther to develop and adapt suitable recipes
e relevant hospital population. Caterers

Dietitians and caterers must wor
for texture-modified food and
are responsible for ensurin

meet local protocol and d Sat all times. Table 24b provides guidance on

the provision of textur iegfoods. Menu planning groups may consider that
in order to provide appApr oods for this particular patient population that

it may be more Ve to source texture-modified foods from a specialist
supplier.
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Table 24a: National descriptors for texture-modified food?2

Texture General description

B Food has been puréed or has puree texture. It does

I T e n— not require chewing.

Diet It is smooth throughout with no ‘bits’ (no lum
fibres, bits of shell/skins, bits of husk, partiges
gristle/bone etc). It may need to be sieved N achgeve
this.

It may have a fine ‘textured’ quality a!
bolus remains cohesive in the

It is moist.

Any fluid in or on the food is as thic the puree
itself.

There are no loose fluid

The texture isgot g T mouth.

cparated off.

B4¥lo ice cream or jelly unless advised as suitable
’'S speech and language therapist on an individual
\ basis.

It is a thin purée.

Q NB: Definition of ‘thin’ purée:
O Does not hold its shape on a plate or when scooped.

Cannot be eaten with a fork because it slowly drops
through the prongs.

‘ The prongs of a fork do not make a clear pattern on

the surface.

It cannot be piped, layered or moulded.
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Table 24a: National descriptors for texture-modified food?? (continued)

Texture General description

B Can be poured.

Thin Puree Dysphagia ‘Spreads out’ if spilled. A light, disposable plastic

Diet teaspoon must be able to stand upright wh ‘
head is fully covered.
If it does not do this, the texture is tog

C Food has been puréed or has purée te % 0.
not require chewing.

Thick Puree Dysphagia
Diet It is a thick purée (*please see n®te bjo

It is smooth throughout with no ‘bits lumps,
fibres, bits of shell/skq 8 husk, particles of
gristle/bone etc). It ma (M be sieved to achieve

this.

It may have g#fine "quality as long as the
bolus remg#s cole 4Fthe mouth.

It is moist.

id in or M the food is as thick as the purée

loose fluids that have separated off.

xture is not sticky in the mouth.

g ot rubbery.
¢ No garnish.
\ Note: Check before serving/eating:
Q No hard pieces, crust or skin have formed during
cooking/heating/standing.
O Fluid/gravy/sauce/custard in or on the food has not
thinned out or separated off.
Note: definition of ‘thick’ purée:
Holds its shape on a plate or when scooped.

Can be eaten with a fork because it does not drop
through the prongs.

The prongs of a fork make a clear pattern on the
surface.
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= Table 24a: National descriptors for texture-modified food? (continued)
m
gs C It can be piped, layered or moulded.
% Thick Puree Dysphagia Cannot be poured. Does not 'spread out’ if spilled
g Diet Breakfasts and Desserts
§, The texture of thick smooth porridge pgmg
g powder (purée porridge) with no loog
The texture of wheat-biscuit br Iy
softened with milk fully absor
The texture of thick blancmange or e with no

‘bits’.
The texture of purée

There are no loose

There are mp
Wheat-bI' Sl t4Peakfast cereal has not fully
softened.

not ful® absorbed leaving loose fluid.

ream or jelly unless advised as suitable
and language therapist on an individual

D _is soft, tender and moist. Needs very little

Pre-Mashed D% i Wing.

Diet \ It has been mashed up with a fork before serving
It usually requires a very thick, smooth (non-
pouUring) sauce, gravy or custard (see next point).
Any fluid, gravy, sauce or custard in or on the food is
very thick (*please see note below).

N No mixed (thick-thin) textures. No loose fluid.

No hard, tough, chewy, fibrous, stringy, dry, crispy,
crunchy or crumbly bits.

NoO pips, seeds, pith/inside skin. No skins or outer
shells e.g. on peas, grapes. No husks.

No skin, bone or gristle.
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Table 24a: National descriptors for texture-modified food?? (continued)

Texture General description

D No round or long-shaped foods e.g. sausages, grapgsm
sweets. No hard chunks e.g. pieces of apple.

Pre-Mashed Dysphagia
Diet No sticky foods e.g. cheese chunks, marshm : ‘

No ‘floppy’ foods e.g. lettuce, cucumber, unc®oke

baby spinach leaves.
No juicy food where juice separat w NJuth

to a mixed texture e.g. water m
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Check before serving/eating:

No hard pieces, crust or skin has for

Fluid/gravy/sauce/custiars
thinned out or sep ol

Any fluid,
be very thicky

" sauce or custard in or on food must

It h [{S shape on a plate or when scooped, cannot
be nd does not ‘spread out’ if spilled.

gle texture foods maybe suitable if a
n is on thinner fluids, speech and language

pists (SLT) to advise on an individual basis.
4 Texture D products must be mashed by the
\ manufacturer/originator prior to 1. Heating for

service i.e. it must be in a pre-mashed state when it
reaches the client.
O Meat

Must be finely minced - pieces approximately 2mm.
No hard bits of mince.

Serve in a very thick, smooth (non-pouring) sauce or
gravy.

If it cannot be finely minced it should be puréed (to
Texture C).
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= Table 24a: National descriptors for texture-modified food? (continued)
m
~
4 Texture General description
g
A D Fish
o . Serve finely mashed and in a very thick, smooth
q Pre-Mashed Dysphagia (5n-pouring) sauce or gravy.
o Diet
3 Fruit
é Serve mashed and drain away any juic has
o separated.
Z
Casserole/stew/curry
Must be very thick.
Can contain meat, fish or vegetable ifipgPared as
above and overleaf and are fully mi n.
Bread
No bread unless assesse able by SLT on an
individual basis.
Cereal
The texturdRf ved® thi ooth porridge with no lumps.

Or the textu f fully softened wheat-biscuit
35St cere ith milk fully absorbed.

M Uid must not separate off (i.e. no loose
ed (thick-thin) textures.

[l texture must be very thick (Because this is

SigEle texture food it could be served thinner if a
PN on is on thinner fluids - SLT to advise).
\ Desserts

The texture of very thick, smooth yogurt (no bits),
stewed apple in very thick custard or the texture of
soft sponge cake with smooth filling fully softened
by mashing and mixing in with very thick, smooth
(non-pouring) custard.

Overall texture must be very thick. (If the texture of

the dessert is single it could be served thinner if a
person is on thinner fluids - SLT to advise).

No icecream or jelly if a person requires thickened
fluids (because these can change to normal fluid
thickness in the mouth).

90 FooD IN HOSPITALS



Table 24a: National descriptors for texture-modified food?? (continued)

Texture General description

Fork Mashable Dysphagia
Diet

Food is soft, tender and moist but needs some
chewing.

It can be mashed with a fork. ‘

It usually requires a thick, smooth sauce, gr®y
custard (see next point).

Any fluid, gravy, sauce or custardy ocdd is
thick (*please see note below).
No mixed (thick-thin) textures. e fluid

No hard, tough, chewy, fibrous, strin
crunchy or crumbly b+

NoO pips, seeds, pith/i
shells e.g. on peas,

No skin, b or 2re.

No round -shaped foods e.g. sausages, grapes,
sweets. No h chunks e.g. pieces of apple.

foods e.g. cheese chunks, marshmallows.

0o0ds e.g. lettuce, cucumber, uncooked
Bch leaves.

Mcy food where juice separates off in the mouth
Pmixed texture e.g. water melon.

Check before serving/eating:

No hard pieces, crust or skin has formed during
cooking/heating/standing.

Fluid/gravy/sauce/custard in or on the food has not
thinned out or separated off.

Note: Definition of ‘thick’ fluid:

Any fluid, gravy, sauce or custard in or on food must
be thick - a light disposable plastic teaspoon would
stand upright if the head were fully but just covered.

Those on Texture E must therefore be able to cope
with thinner fluids - stage 2.
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Table 24a: National descriptors for texture-modified food?? (continued)

Texture General description

E Thinner single texture foods maybe suitable if a
person is on thinner fluids - SLT to advise on an

Fork Mashable Dysphagia i qividual basis.

Diet
Texture E products must be in a consistenc\@that
allows them to be mashed easily USIiNng galorK at
point of service/consumption.
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In addition to the general descri
Meat

than 15mm.

Meat should be finely
and served in a thick smYa

For children
Specific guj ceo e gze of the meat particles

P s owing skills, their age and
nt level will be provided by a SLT
ual assessment.

A4 A Juicy fruit should be mashed - drain away any juice
\ that has separated.
Casserole/stew/curry
O Must be thick.

Can contain meat, fish or vegetables if prepared as
above and fully mixed in.

Bread
‘ No bread unless assessed as suitable by SLT on an
individual basis.

Cereal
The texture of thick smooth porridge with no lumps.
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Table 24a: National descriptors for texture-modified food” (continued) I
m
~

Texture General description >
m
Cc
E Or the texture of fully softened wheat-biscuit r:1|
. . o
B v — breakfast cereal with milk fully absorbed. ﬁ
Diet Any milk/fluid must not separate off (i.e. no ‘ a
loose fluid/no mixed (thick- thin) textures). §
Overall texture must be thick (becausg S 3 7]
single texture food it could be served &\ =)
person is on thinner fluids - SLT o
Desserts
The texture of thick smooth yogurt ( ces) or

stewed apple in thick custard.

P (If the texture of the
b served thinner if the

C
S
™
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= Table 24b: Modified texture food guidance® 42
m
E Aims/Essential criteria Rationale Practical application
m
§ All textures must be Patient health and High Risk Foods to be
S provided according to safety risks associated avoided in a texture-
m speech and language with provision of modified diet: stringy,
= therapists (SLT) and/or inappropriate texture fibrous texture,
2 dietetic advice." foods and fluids are high pineapple, runn
< and could be fatal.
7 The menu must be
g capable of meeting Patients with
nutrient specifications dysphagia are at risk
for all stages of modified of becoming or may
texture foods except already be nutritionally
Texture B; this can be compromised due
achieved through the to difficulty eating
provision of appropriate  sufficient foods to
meals, snacks and drinks. meet their nutritional
. needs, this includes xed consistencies,
Food must be provided Y E—— Ay

in small energy and

nutrient-dense portions. el not blend with milk

(e.g. muesli), mince and
thin gravy, soup with

t patients
e B lumps
le to consume . crunchy foods, e.g.
p 10 meet toast, flaky pastry, dry

Qe Nutrient biscuits, crisps

irements. These _
i ts may require - crumbly items, e.g.
¥tional nutritional bread crusts, pie

¢ support that should be crusts, crumble, dry

advised by the dietitian. biscuits

consume the quantity of
food and fluids required to

\ Patients may have - hard foods, e.g. boiled
small appetites or not sweets, chewy sweets,
< l be physically able to toffees, nuts, seeds.
maintain good nutritional

» status. Enriching foods
can significantly increase

patients’ energy intakes. 3’
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Table 24b: Modified texture food guidance® *2 continued) =
m
Aims/Essential criteria Rationale Practical application E
All textures must be Patients often consume  Enriching foods =
provided according to a limited diet due to " A
speech and language restrictions caused by - the addition of extr =)
therapists (SLT) and/or ~ modified texture or self- energy and/or protey ‘ 0
dietetic advice.” limitation to foods they and nutrients N
know they can tolerate.® normal food \gtho 2
The menu must be increasingsige Volughe P
capable of meeting The process of of food @ S o
nutrient specifications modifying the texture . <
for all stages of modified or consistency of food - ad S
texture foods except will involve the addition pgvdelgcremoutter
Texture B: this can be of fluid that in turn mdrgargne gyl, and

achieved through the increases the portion
provision of appropriate size and generally dil&es

meals, snacks and drinks. nutritional content. ergy and protein

tent of foods eaten.

Food must be provided Is should be built

in small energy and into the standard

nutrient-dense portions. recipes when being
developed.

Liquid added to modify
texture should contain
energy, for example:

« béchamel or cheese
sauce

« gravies with added
¢ butter
« oral nutritional
supplements as
advised by the
O dietitian.
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container at all times Bl weciured Fms correct consistei@y,

A minimum of a minimum can sometimes be
of 1.6l of fluid per day unrecognisable and
for women and 2.0l of unappetising.

fluid for men should

be provided.- assuming

that food is also being

consumed. If no food

intake, the corresponding

fluid volumes are 2.0l for

women and 2.51 for men33

appropriate pro
be chosen 4 i
with the d

= Table 24b: Modified texture food guidance® “2 (continued)

m

)

> Aims/Essential criteria Practical application
m

= Fluids must be provided Dehydration is not Texture-modified

A at the appropriate uncommon in patients foods and fluid may
rE“ consistency and served requiring a texture- require a thickening
- in a suitable drinking modified diet. agent to achieve

2

o

<

1%4]

o

Zz

level as consistency
e products can
ange over time.
Consistency should be

as determined safe by
the SLT and preparation
should be consistent
with the fluid descriptors
provided.

Texture-modified menu
items must be described
and presented in an
appetising form: avoid
words such as sloppy;
words such as pureed,
soft-easy chew are
acceptable.

5.7 Diets for Kidney Diga

Diet therapy pl@ys UMl role in the management of individuals with kidney
disease.” There ix ‘Renal Diet’, but at different stages of kidney disease

different fications may be necessary. The dietary needs of patients
with kidn | also vary according to the treatment they are receiving
and dial

Mod[fi@tion ny or all of the following may be required:

phosphate
salt
« fluids.

Many patients with kidney disease will be in the ‘nutritionally vulnerable’
group due to the nature of their illness and compounded by the specific dietary
restrictions people with kidney disease are following. As kidney disease
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progresses, the risk of malnutrition increases. Some dietary restrictions may be
more critical than others depending on the patient’s medical condition at the
time. Loss of appetite whist hospitalised may however mitigate against dietary
restriction.

Patients on dietary restrictions for kidney disease may need alternatives and
additional snacks to meet their energy and protein requirements. Protein
requirements for patients on renal replacement therapies are higher than ‘

Reaching the desired protein intake when combined with a potassium rd&triclin
may be outside the capacity of the standard menu. It may be best gad bV an i |

carte approach, which will also help avoid menu fatigue among 0§ at
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Input from a specialist renal dietitian who has a good understandi
patients’ dietary needs is essential.”2

5.7.1 Coding Criteria

Table 25: Criteria for diets for renal diseases’?

Total daily amount | Amount fo. *ain Amount per dessert

course *

Potassium < 70mmol/day < AW <= 8mmol

(2740 mg) 0 mg) (310mg)
Phosphate = 35mmol/g RN MO < 7mmol

(1080mg) (23 mg) (220 mg)
Sodium < 100mmQ < 26mmol < 7mmol

(2300 (600 mg) (160 mg)
Protein 60- = 20g At least 1 option

to provide = 5g

Energy L 2 S Not specified ™~ At least 1 option to

provide = 200kcal
inp in component only. Nutrients from potatoes, vegetables or side dishes are not included; but are

tely92-14 mmol (47-55 mg) potassium per meal.

* Recommended en main courses not specified, however provision of energy-dense choices will be critical to ensure

requireme, be

Th EQRLCgoNs above assume an option of two cooked meals every day. If this
IS offered, amounts for the ‘main meal’ may be increased and those for the
C eal decreased accordingly to meet overall requirements.

e provision of energy-dense snacks and high-protein desserts will be necessary
0 ensure protein and energy requirements are met.”*

Snack items for inclusion could be:
« sandwich (with suitable filling)

- fruit: apple/pear

FOOD IN HOSPITALs 97


https://essential.12

-
= =
m
-
>
v
m
c
=
(@}
=
m
-]
v
A
o
=
-4
(@)
4

98

- fromage frais

« cake/biscuit

e COrn Crisps.

5.7.2 Restriction Issues for Protein and Potassium

Forty per cent of the protein requirements of the nutritionally vulnerable gro
are typically met by breakfast, snacks and milk (approximately 1 pint or |
In total = 20g protein). However, in a potassium restricted diet only % pRgt mi
or 275ml is allowed, which causes a deficit of 10g protein. This defigsmggust b

replaced and is best achieved by increasing the protein portion off {Q

meals.?
Ictions, thus

The protein content of the main meal therefore gains impor@nce,
potassium restrictions higher protein puddings e.g. milk pudding
suitable, due to their potassium content. There may also be fluid
further affecting the nutritional delivery of the whple aasl.

®

urse options are available,
ide the following:

ast 28g (i.e. an
ot be achievable for

The total protein per meal (including dessert) aims {8
extra 5g per meal). However, it is recognised th
vegetarian main courses.

As a guide, to ensure suitable lower pgissiy

meals should be planned with the aim

Table 26: Potassium and protei lowanc

Meal element Minimum p rtio. Average protein Potassium content
size content

&

Starchy food @ > 3g < 10mmols

Vegetable \80 Og > 2-4g < 8mmols
Dessert 5g < 8mmols
Total 288 Will vary

depending on
patient choices,
as controlled by

Protein source 18g < 12mmols

offering suitable
» dishes.
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5.7.3 Catering Guidelines

Caterers must work with dietitians to provide and maintain a nutritionally-
balanced menu which meets the very specific criteria set by the Renal Nutrition
Group of the British Dietetic Association (BDA).”? If a hospital menu item is coded
as low potassium, low phosphate or both, it is the responsibility of caterers to
ensure these menu choices meet the criteria at all times. Catering guidance is
provided in Table 27 below.

Table 27: Diet guidance for foods and fluids in Kidney disease

Aims/Essential criteria

Meet the increased
energy requirements
of patients with renal
disease.”

Ensure specifications for
hospital menus of renal
patients are met.”?

To provide a minimum
2-week menu cycle for
this patient population.’?

ldentify foods suitable
for low potassium or low
phosphate diets, or both.

‘N
\
™

Rationale

Energy requirements are
30-35kcal/kg ideal body
weight/d.”>

Protein requirements

Patients with
disease fre

rhythms and in
sOme cases cardiac
arrest.*2

High phosphate levels in
the body are involved in
the development of renal
bone disease and soft
tissue calcification.

Excess intake of sodium
and fluid intakes can lead
to fluid overload and
hypertension.

Practical a plic. “ion

NOISIAOYd 131d J1LN3AdVY3IHL

ch need to
Include42

ontaining nuts or
dried fruit

fruit - bananas,
apricots, avocados,
rhubarb, Kiwi fruit,
mango, dried fruits,
fruit juices

vegetables - jacket
potatoes, chips, crisps
and roast potatoes,
sweet potato,
mushrooms, beetroot,
tomato juice

chocolate, cocoa and
chocolate flavoured
products

coffee and coffee
flavoured products

milk
malted milk drinks

yeast extracts and
spreads, stock cubes,
bottled sauces and
ketchups

929
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Aims/Essential criteria

Meet the increased
energy requirements
of patients with renal
disease.”

Ensure specifications for
hospital menus of renal
patients are met.”?

To provide a minimum
2-week menu cycle for
this patient population.”?

ldentify foods suitable
for low potassium or low
phosphate diets, or both.

‘N
\
™
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Rationale

Energy requirements are
30-35kcal/kg ideal body
weight/d.”>

Protein requirements
range from 1.0g/kg IBW/
day - >1.2/kglBW/day.”>

Patients with kidney
disease frequently suffer
from malnutrition.

Renal patients are likely
to have a longer hospital
stay than other acute
admissions. 73

High potassium in

calcification.

ss intake of sodium
and fluid intakes can lead
to fluid overload and
hypertension.

Table 27: Diet guidance for foods and fluids in Kidney disease (continued)

Practical application
chutneys and pickles

« canned and packet
soups, packets of
instant desser,

> 53l

cream of tart

Vegetables should be
cooked by boiling instead
of steaming to help
reduce their potassium
content.'242 1 serving
daily of (3 egg-sized
equivalent) potatoes that
are boiled, mashed or
parboiled chips or roast
potatoes can be included
INn @ menu.

Boiled potatoes should
always be available as an
alternative to steamed,
roast or baked potatoes
for renal patients.

Rice and pasta provide
a good low potassium
alternative to potatoes.
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Table 27: Diet guidance for foods and fluids in Kidney disease (continued)

Aims/Essential criteria

Meet the increased
energy requirements
of patients with renal
disease.”

Ensure specifications for
hospital menus of renal
patients are met.”?

To provide a minimum
2-week menu cycle for
this patient population.”?

ldentify foods suitable
for low potassium or low
phosphate diets, or both.

™

S

Rationale

Energy requirements are
30-35kcal/kg ideal body
weight/d.”>

Protein requirements
range from 1.0g/kg IBW/
day - >1.2/kglBW/day.”>

Patients with kidney
disease frequently suffer
from malnutrition.

Renal patients are likely
to have a longer hospital
stay than other acute
admissions. 73

High potassium in

calcification.

ss intake of sodium
and fluid intakes can lead
to fluid overload and
hypertension.

Practical application
Phosphate

Phosphate in the diet
generally associated 0
the intake of pr
containing food@The
following fogs

Q al, kidney, liver,
Yeetbreads4?

« 0ily fish, herring,
kippers, mackerel,
pilchards, sardines,
salmon

« chocolate, fudge, toffee
* nuts, peanut butter

« foods containing
baking powder.

Phosphate is also

found in many food
additives and is very
readily absorbed by

the body. Processed
meats (including ham
and sausages), cake

and batter mixes and
processed cheese may all
contain additives rich in
phosphate. Fresh food is
best.
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o Table 27: Diet guidance for foods and fluids in Kidney disease (continued)
m
)
4 Aims/Essential criteria Rationale Practical application
m
= Meet the increased Energy requirements are  Salt
A energy requirements 30-35kcal/kg ideal body
=) of patients with renal weight/d.” Salt should not be .
m diceqca added to foods during
. ' Protein requirements preparation or ¢
3 Ensure specifications for range from 1.0g/kg IBW/  Salt substitutes @n b
é hospital menus of renal day - >1.2/kgIBW/day.”® high in potasm
— H 73
g patients are met. St witth Kidiay should nof
To provide a minimum disease frequently suffer Herb
2-week menu cycle for from malnutrition. pep le
this patient population.”? alterMati

Renal patients are likely
ldentify foods suitable to have a longer hospital Alternati
for low potassium or low stay than other acute
phosphate diets, or both. admissions. 73

pecifications

M, orrangements will
@ to be made at
L || level for the

owovision of vegetarian
meals for renal patients.

High potassium in

calcification.
ss intake of sodium
A g and fluid intakes can lead

to fluid overload and

hypertension.
5.8 Die a for People with Neutropenia
Thi of get is sometimes referred to as a clean diet, a ‘neutropenic diet’ or
‘o icr | diet’ is one with a low microbial content: it is not the same as a

eh it is commonly used for patients who are immuno-suppressed and
erefore at increased risk of infection from ingested micro-organisms such as
ampylobacter, listeria and salmonella. Such patients include:*?

‘ er| iet.*2 The evidence to support the use of this type of diet is inconclusive

« haematology patients
« some cancer patients

e Organ transplant patients

« patients with Human Immunodeficiency Virus (HIV).
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Dietary restrictions to reduce the risk of infection need to be balanced against
ensuring patients’ nutritional needs can be met. This will be important to ensure
that patients can benefit from the treatment they are receiving.

5.8.1 Catering Guidelines

Caterers and dietitians must work together in planning and implementing a
‘neutropenic diet’ menu for patients. A graded system of dietary restriction

where the level of restriction is based on the severity of immunosuppre ' ‘
recommended in clinical practice.”® Using a graded system will help ma IS
food choice and minimise the use of unnecessary restrictions.

« (Crade 1 Neutropenia Diet - (Neutrophil count 0.5-2.0 x 109/I, an
neutropenic ‘at-risk’ groups);*2
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« Grade 2 Neutropenia Diet - (Neutrophil count < 0.5 x 109

that should be included in food handlin
Caterers Association.”

|ciés is provided by the Hospital

Id be strictly adhered to:

% ®nd appropriate temperature;

In particular the following point

« ensure foods are thoroughly &

« HACCP: foods must nev eated.

Microwave ovens can oy d for heating the following types of food using
the manufactur€r’'s i e for both the product and equipment:

 canned foo \as soups, milk pudding;

« commerQllly PRared cook chill/cook freeze products.

Additi atep g guidance for the provision of a neutropenic diet is provided in
Tabl -30 W he generic food safety guidance outlined, should be followed for
all¢Ros ring a neutropenic diet (i.e. avoidance of ‘high-risk’ foods, that is

foo hat potentially have a high microbial content and thus may cause infection
tient who is immuno-compromised).
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Meet the target nutrient
specifications for hospital
menus (as specified in
Section 2).

Provide well-cooked food
or food with minimal
potential pathogen-
forming organisms.
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Table 28: Clean diet food guidance

Rationale Practical Applications

Maintain optimal Generic guidance*?

AL il SBE: Extra vigilance will be

Immuno-suppressed needed to ensure
patients can be
extremely ill and
therefore nutritionally

compromised.*2

Some patients experience
side-effects of treatment
such as:#2

« nausea
« vomiting

« loss of appetite

vit, fresh vegetable
soup, boiled soup, build-
up soup and tinned soup
- reheated according
to manufacturer’s
instructions

« fruitjuice in small
individual, sterilised
cartons/bottles

« pasteurised milk
in small individual,
sterilised cartons

« Uuse all foods within
their use by/best
before dates

« cereals in individual
boxes without dried
fruit

« fats and oils need
not be restricted.
Small individually
contained portions,
e.g. margarine/butter
should be used




Table 28: Clean diet food guidance (continued) .
m
Aims Rationale Practical Applications E
Meet the target nutrient  Maintain optimal « Avoid using foods E
specifications for hospital nutritional status. from large packages A
menus (as specified in (multi-portions) to o
Section 2). Immuno—suppressed minimise risk o ‘ 0
: patients can pe airborne bactgial 5
Provide well-cooked food extremely ill and e e o)
or food with minimal therefore nutritionally =
potential pathogen- compromised.*? Drinking v °
. : S
OTTIIINE SIEEI STS: Some patients experience -« fr tap
side-effects of treatment wllter | ed
such as:#? th® saf@t ggtion. A jug
of watd #ended to
° Neldsee cater fO®Pthe patient
« vomiting a number of hours

. uld not be provided
« |oss of appetite; ) ;
“®D0oiled water is at

* sore moujgand t risk of contamination
. when left to cool.
taste (R There is no evidence to
« chewing a suggest need for sterile
S owing pNlems. or filtered water.
Where filters are
used, these must be
maintained according
to manufacturer’s

instructions
L 2 « bottled mineral water
should be avoided, as
there are no control
or safety standards
for bottling at source.
O Where bottled water

is used, carbonated
is best due to slight
acidity.

ecmc advice for foods to avoid and suitable alternatives has been identified
based on an individual's neutrophil counts. This advice is outlined in Table 29
nd 30.76

Food safety advice if a patient’s neutrophil count is between 0.5-2.0 x 109/litre

This list provides examples of high risk foods that should be avoided and suitable
alternatives.
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Table 29: High risk foods to avoid and alternatives

Foods to avoid Alternatives

All unpasteurised dairy products e.g. Any pasteurised milk, soya milk, Jerse
milk sold on local farms milk or UHT milk

Soft cheeses made with unpasteurised Cheeses made with pasteurise
milk e.g. feta, parmesan processed cheese e.g. dairyle

Homemade/deli paneer and labnah
Pasteurised parmesan, &
mozzarella
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Mould-ripened cheeses e.g. camembert,
brie, goat's cheese

Blue veined cheeses e.g. Danish blue
and stilton

Raw or lightly cooked shellfish

Raw/undercooked meat, poultry or
fish e.g. meat which is still pink, sushi,
caviar and oysters

rkey and ham stored below 3°C and
n following the manufacturer’s
instructions

Smoked meats e.g. salami

Avoid smoked salmon unless ea

directly from a freshly opened
Vacuum packed fish eaten straight
from a new packet including smoked

salmon
Raw eggs or undercooNgd 8. Hard boiled eggs; shop-bought
homemade m#po [sefomemade mayonnaise and other products made
ice cream, MOUSSLEE , meringue, with pasteurised egg
hollandg , béarnaise
Any dress| INg raw eggs e.g.
home/ t-made caesar salad
dressi
ot bio’ foods, drinks or Any yogurt that does not describe
supMmRments eg Yakult, Actimel, itself as bio or probiotic including live,
‘, ‘ plain, Greek and fruit yogurts

Yogurt which is described on the label
as bio or probiotic*

Meat paté, vegetable paté Pasteurised paté and paste in tins or
jars that do not need to be refrigerated

* The live bacteria used in making yoghurts are not harmful. So yogurt described as ‘live’ is safe during neutropenia. However the bacteria
used in bio or probiotic foods cannot be guaranteed as safe during neutropenia.
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Food safety advice if a patient’s neutrophil count is below 0.5 x 109/litre

When a patient has a neutrophil count <0.5 x 10PP/litre, during a stem or bone
marrow transplant or when receiving high-dose chemotherapy patients may be
more susceptible to infections, so more stringent food hygiene is required. 77

Table 30: High risk foods that should be avoided and suitable alternatives

Foods to avoid Alternatives

Raw unpeeled fruit or vegetables Good quality fruit and v
including salad items, stuffed vine are well cooked or peel
leaves, fatoosh and taboulleh

NOISIAOYd 131d J1LN3AdVY3IHL

Cooked dried fruitgre.
Raw dried fruit, products containing flapjacks or cereaRgpars
these e.g. muesli, Bombay mix,

confectionary Tinned fruit

Pasteuri

Damaged or over-ripe fruit or
vegetables UHT or lon® it juices - in cartons

Unpasteurised or freshly squeezed or jar
fruit or vegetable juice or smoothies
Fresh nuts, nuts in shells ed nuts, nuts in cans

anut butter, roasted nuts

Uncooked herbs, spices and pg @ Cooked herbs, spices and pepper

Cold smoked salmon Cooked dishes containing smoked
salmon

Non-drinking @at oMed mineral or Freshly run tap, carbonated water

spring water, w ells, water _ .
a&t water filters Please check with your hospital for
S guidance

Ice n av@ytrom home e.g. in a Ice made from appropriate water
r U d Slush Puppies sources (see above)

e m from ice cream vans Ice cream from reputable sources,
individual portions, wrapped, small
pots

Unpasteurised or ‘farm fresh' honey Pasteurised or heat-treated honey

and honeycomb Ideally try to use individual sachets or

portions
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Table 30 High risk foods that should be avoided and suitable alternatives (continved)

Foods to avoid Alternatives

Unnecessarily large packets of food Ideally, packets should be individual
items from pick and mix, universal jars portions e.g. butter, sweets, pickles

Delicatessen counter foods e.g. olives,
houmous, shawarma and baklava

5.9 Monoamine Oxidase Inhibitors (MAOI) Diet
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Monoamine Oxidase Inhibitors (MAQOIs) are a set of drugs that are @&
management of chronic depression and patients with sever '
their use has declined significantly over the past few decad

d-up of tyramine
s’ blood pressure
udden severe headache,
h, individuals who are

tyramine which is found in a number of foods (Table
levels in the blood can result in significant rises 4

palpitations, nausea which can result | strok
prescribed MAOIs must be provided

Over the past few years, researct
for individuals prescribed MAOI gl NOt be as restrictive as previously thought.
Tyramine content of foods varid m paturity of the food and also length of

storage and also individual ' erance levels vary. It is recommended that

patients should receive in advice from a dietitian.’® 8o

‘N
\
™
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5.9.1 Catering Guidelines

Table 31 shows those foods that should be avoided, taken in moderation or eaten

freely.

Table 31: Dietary recommendations for individuals taking MAOI drugs (adapted)27Z

Permitted Moderation g per meal

Cottage cheese, cream Mozzarella (30g)
cheese, ricotta/Bonbel,
mascarpone, processed

cheese slices

Pasteurised milk, butter
and spreads, cream, sour
cream

Parmesan (30g)

Fresh, tinned and frozen  Pepperoni (30g)

meat and poultry Pastrami (30g)
Mince (100g)
Meat alternatives Quorn® (1

Fresh, tinned and frozen Pic herrin 0g)
fish inc. smoked fish

Soya milk, soya yoghurts
and desserts

All fruit and véEet: S
except those to [

Brewer’
yeast, gr

soup ,
sto ouin, MSG
, CIO™™spirits Non alcoholic beer or
lager (330ml)
Chocolate

@ inc. chorizo, salami

blue cheese
camember,

NOISIAOYd 131d J1LN3AdVY3IHL

pther gged/fermented

Textured vegetable
protein (TVP)

Shrimp sauce

Fermented fish

Soy sauce and all other
fermented soybean
condiments e.g. Miso

Sauerkraut, banana skins,
broad bean pods

Concentrated yeast
extract e.g. Marmite ©

All other beers/lagers
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Special diets refer to those meeting cultural or religious needs, while perso
diets are those meeting personal preferences. NHS Boards and menu planni
groups therefore must gather information on the diverse dietary need N
populations they are serving to ensure all individual dietary needs arf me

Increasing numbers of people from different ethnicities and cult omi
to Scotland (8.46% of the population in 2011), widens the range
required when patients are admitted to hospitals.

This section sets out the essential criteria required to med& the -/ e
needs of hospital patients as specified in the Healthcare Impro t Scotland,
Food Fluid and Nutritional Care Standards.

Many different factors must be taken into consi
should never be made as to an individual’s dietar
belong to a particular faith or religious group,

aNd assumptions
&S just because they

Within this section, information can be f; da va¥ious diets such as:
vegetarian and vegan diets; Halal, Hi " Kogper hinese diets.

Included is information about:

common dietary variationXgetween Wgetarians and vegans;
food laws and food rest @
festivals and fastin
Characteristics t@se diet; and
ns.

food rul@s li

ortant to consider the age of the population as it is likely
s of older people may require culturally adapted texture
also to acknowledge that a proportion of patients from

Gro of people of diverse ethnicities, faiths or religions, as well as disabled
|eWwlder people and children are often considered not to have equal access
th services.?? NHS Boards and menu planning groups must gather sufficient
iInformation on the diverse dietary needs of the populations they are serving and
nsure inclusive attitudes and practices to food service provision to ensure all
individuals’' needs are met.?

‘Special diets' refer to those meeting cultural or religious needs, while ‘personal
diets’ are those meeting personal preferences.” Any organisational structures,
policies, procedures and practices are required to treat ethnic minorities fairly
and equally.2° This applies to all public bodies including NHSScotland, and is


https://equally.20
https://preferences.11
https://services.20

therefore applicable to the hospital catering service.2° Although a ‘normal’
hospital menu meets the majority of patients’ cultural and religious food needs,
there are some patient groups with alternative needs. A patient’s personal dietary
needs must be met when they also require a therapeutic diet.

The 2011 Census showed that the population of the UK was 63.2 million, an
increase of 3.7 million compared to the 2001 Census figures. Of these ad
3.7 million, 2.1 million were migrants.

The Scottish population in 2011 was 5.3 million, an increase of 4.6
2001. In Scotland, the total number of people in the categories ‘W
and ‘White Other British’ was 4,847,645. People in other ethng
numbered 447,758 or 8.46%. The council areas with the hig
of people from an ethnic community background were Glas
Aberdeen City and Edinburgh City both at 8% and Dundee City w

Increasing numbers of people from different ethnigiti
Scotland widens the range of special diets requirea

cultures coming to
R icnts are admitted to

hospitals.®
Healthcare Improvement Scotland Fo Flugan ritional Care Standards?
Standard 3, 4 and 5 specify the criteria eeting the alternative needs of

hospital patients.

It is important to never assume Y an individual's dietary practices are just
because they belong to a partic % or religious group. Dietary practices
between and within the difiggaany al groups can be quite diverse. For many
these are influenced by rg ices and beliefs, for example fasts and
festivals, food restricti @S\e

The Shap e:calegd d Religions in Education produces an annual calendar
of dates of festiv jor religions which may help guide provision for
special digts.82 \

s and catering departments should consider how the ageing
populay ave different needs to those currently being provided for. It

is likel@that e will be growing numbers of older people requiring culturally
adafte e modified diets.

Menu plan

important to acknowledge that a proportion of patients from these

ns may not speak or read English. Communication to patients regarding
e menu, food service provision and also obtaining patient feedback may need
0 be provided in different languages as determined by local need and steps
ensure that these can be translated correctly are available in the relevant
language will be key in meeting Healthcare Improvement Scotland Food, Fluid
and Nutritional Care Standards.?

tis



https://diets.82
https://hospitals.81
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The current UK population is 62.3 million.83 Most recent statistics indicate that
2% of adults and children are vegetarian (not eating meat or fish), this amounts
to over 1.2 million individuals.84 8 People from a variety of backgrounds adopt
vegetarian dietary practices for a number of reasons including: religion and
culture, for example Hindus and Buddhists; moral or ethical beliefs; health:
environment; ecological and economical concerns. Also about one-third of;

UK population regularly eat vegetarian dishes, thus provision of a men a
provides variety and choice for this section of the population is vital if ®ese

foods will be eaten and what foods are excluded. The exten
are excluded needs to be determined with the individual pa .
principles of a vegetarian diet follow national goals for healthy e
higher intakes of complex carbohydrates, fibre and fruit and veg
planned, the vegetarian diet can be nutritionally ageq

Inadequacies. A hospital menu has traditi d a lacto-ovo vegetarian
anned for the individual

local protocol.? Examples of some suitabg&oods for inclusion in vegetarian and
vegan diets can be found in Tabl@g 5-10 co
information can be sought from egetarian Society.84

Provision must be made for pat follow a vegetarian or vegan diet. There
must be a vegetarian meal ' ch eating occasion on hospital menus and
thought must be given to more choice for this patient group. Sources of
protein should be vari week. Vegan diets prove more of a challenge
and hospitals s%aul deWglo protocol for providing food for this group of
patients. These Ui&t \scussed further in Section 6.
N protein from a range of foods not only to supply
' t also other vitamins and minerals. Over-reliance on cheese

urce will result in a diet that is high in total and saturated fat.
uggestions of suitable protein sources.

Vegetari
adequate
as the p

Table 7@Drovi


https://Society.84
https://individuals.84
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The different dietary practices of vegetarians and vegans are summarised in the
table below.

Table 32: Criteria for vegetarian and vegan diets?*

Lacto-ovo Eats both dairy products and eggs.

vegetarian ) .
8 Excludes all red meat, poultry, fish and shellfis

ingredients derived from them, e.g. gelatine a

Excludes:

all meat, poultry, game, fish, shellfish

EgéS;

 Crustec
cheese produced using animal rennet. Veg lan cheese is
made from rennet from a md ( urce;

C L)
slaughterhouse by-products, e.8 @ e, animal fats. It is
often found in confection W L spreads and desserts,
and other dairy pr, cts

ass and may be present in
a wide range of f . including biscuits, cakes and

rd are types of animal fats. Certain
rs) may be derived from animal

margarinegSuet an
food additi (E num
sources;
gene ree-range eges;
n t happy to eat foods that have come in contact
h | products, e.g. utensils and chopping boards
{hs h

animal fat refer

2 3 ave not be cleaned thoroughly after preparation of
| products, also, cooking vegetables in oil that has

\een used to cook meat .8
Lacto-veg ian QWats dairy products but not eggs.
Excludes all red meat, poultry, fish and shellfish and

ingredients derived from them, e.g. gelatine and rennet.

V Excludes all animal meat and products, derived ingredients
and additives; no eggs, milk, dairy products (may or may not
eat honey).84



6.3 Halal Diet

A Halal diet is followed by people of the Muslim faith. Halal food refers to a food
that is lawful to consume, while Haram refers to foods which are unlawful.

6.3.1 Food Laws
Unlawful foods are:e
- food and food products from the pig;

« meat not slaughtered by proper Halal methods (kosher meat may Qe
acceptable);
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- foods containing ingredients or additives from a pig or fro
above sources. Foods containing gelatin, animal fats or englsi
derivatives must be avoided;

rs animal

« blood and its by-products;
« shellfish or seafood without fins and scales; an
« alcohol both for consumption as a drink and i

Food and cooking hygiene is an importa

afic dietary laws, and Haram
and Halal foods must be cooked using i

utensils, and ideally

Board (UK) produces a list of m

have been certified as meeting | \c Food Laws (Halal).ge

6.3.2 Festivals and Fasting

rise to sunset during the month of
This involves abstinence from all food and
take of a substantial meal before sunrise and

Muslims are required to f
Ramadan, this is know
drink during daylight,
one again after’

Those exgmp Mewsting are:®?

« older pe an®M@hildren under 12 years old;
° pre nt, tfeeding or menstruating women;

. 0 Il people where fast is physically harmful to them, e.g. people with
etes; and

‘ <y unwell people.

In addition some devout Muslims may fast once or twice a week in addition to
Ramadan.

A number of resources have been produced by the National Diet and Nutrition
Resource Initiative (ndr-UK) for example the ‘eatwell guide’ model that has been
tailored to represent the dietary practices of South Asian ethnic minority groups
and are also produced in languages other than English.g
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The Hindu diet is followed mainly by people from the Gurajat and Punjab areas of
India, and also some parts of East Africa.

Dietary practices and food restrictions of the Hindu diet tend to vary dependi
on the degree of orthodoxy of the individual. The diet is largely a vegetag

high in plant-based foods, fruit and vegetables and pulses (lentils and bg@&ns
with varying degrees of dietary restrictions or inclusions. The general pMncipES
are as follows:

the cow is considered sacred, and the consumption of beef igra

no specific prescriptions against consumption of meat bu re

lacto-vegetarian;

eggs are not usually eaten as they are potentially a source of |

mutton (goat or sheep), lamb, chicken and fish ¢d
Hindus, usually men;

animal derived fats, e.g. dripping and |
butter) and vegetable oil should be y inc N

milk and milk products are acceptab onsume; and

strict Hindus like to know eq ent usElN food preparation has not been in

contact with meat or fish.

Festivals and religious da ¥ ’a on the lunar calendar, thus the exact dates

can vary from year t0 R
Devout Hindus&a\%veral times a week in addition to religious days.
-

Fasting occurs fr to sunset. Some individuals will forego all foods and
may only hav MOthers will eat ‘pure’ foods, for example, yoghurt and fruit.
Kashrugdieta :WS define which foods are ‘fit’ (Kosher) for consumption by
Jewy nsulhers who observe these laws.828 They are Biblical in origin,

b re | reted and extended over the years to address new issues and
echlogies.8” Again the degree to which each individual will adhere to food

vary. It is important to find out each individual's dietary needs and not
sume these.

he Kashrut Division of the London Beth Din provide licensing and certification
to food producers whose practices are Kosher.82 They also produce a food guide
which lists all those foods which have been certified as Kosher.8”


https://Kosher.87
https://Kosher.82
https://technologies.87

6.5.1 Food Laws

Maintenance of health and food hygiene underlies these laws. Probably

the strictest Kashrut law is the prohibition of mixing, i.e. the cooking and/

or consumption of meat and milk products.®” Keeping meat and milk separate
requires the processing, handling and storage of all materials and products to
fall into being a meat product, a milk product or a neutral product (which doef@'t
carry either milk or meat characteristics). Neutral products can be eaten Qigact
before or after both meat and milk, and include:

« fruits and vegetables:
« salt and other non-organic foodstuffs;
« fish; and
rme U

S131d TYNOSY3d ANV 1VId3dS

° eggs.

In addition utensils, crockery, pots and pans used for milk o
separate, this includes storage, washing and drying

st be kept

There are variations in the length of time needed
meat and milk products depending on the [ndivg
Jewish individuals this is three hours.8”

e consumption of
. For most Anglo-

Food permitted includes:82 &7

« animals and birds must
professional:

e cssed products are permissible if they have the Kosher label®;

milk and milk-derived products from Kosher animals are permitted, except
cheese made with rennet derived from a non-Kosher animal;

bread and cakes must be certified; and

margarines must be certified as being produced under rabbinical supervision.
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The Sabbath begins at sundown on Friday and ends when the first star is visible
on Saturday night. Food is not permitted to be prepared on the Sabbath, but food
can be prepared in advance to be eaten during this time.s2

The Day of Atonement in September is a fast day; no food or drink is to be
consumed for 25 hours, sundown until sunset.82

Passover is over eight days during April and during this time Jews are f@bicgen
to eat any leavened product, or any product made from wheat, rye, bar

oats or spelt. Observant Jews use separate sets of cutlery, dishes ts f
Passover in addition to those used for meat and milk products.8’

in Scotland.?” They may come from China, Taiwan, Hong Kong, Si
Malaysia. There are quite significant differences betwegaathe diet®y practices of
Chinese people due to their place of origin; differe and hence different
food availability for example, predominately rice gro¥
and central parts of China and wheat-producin

Table 33: Characteristics of Chinese di

Cereals rice predoggeaes in the southern regions; wheat-

containin @ N the north:

s dc into flour, noodles, cakes;

rice

o - dumplings, noodles and bread;
2 3 e may be used to make noodles, corncakes.
Vegetables and gr leafy vegetables - cabbage (brassica family),

fruit akchoi, spinach, aubergine, tomato, chilli peppers and
Chinese mushrooms;
melons, peach, apricots, apples, pears, cherry, star fruit,
citrus fruits are all popular.

M poultry, pork and poultry most common meats eaten; mutton by

1Sh

people from the north:

s fish and seafood widely eaten;

soybeans are widely used, bean-curd and soy sauce. Red
beans (adzuki, kidney) used in soups:

nuts play a minor role in the diet.


https://North.83
https://Scotland.81
https://products.87
https://sunset.82

Table 33: Characteristics of Chinese diets (continued)

Food group Characteristics of diet
Milk and dairy - do not generally feature in Chinese people’s diet.
products

Fats and oils « vegetable oil used (rapeseed or peanut).
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6.7 Food Rules of Religions =
m
Hindu Muslim Roman Buddhist Rastafarians 7th Day Mormon o
Catholic Adventist lE
=
Vegetables A A A A A A A A A o
O
Fruit A A A A A A A A A m
A
wn
Milk/ Notwith  Notwith A A A A A Most g
Yoghurt rennet rennet >
-
Cheese Some Vegetarian ~ Some Not with A A A A O
meat m
a
Eges Some No blood Some No blood A Some* A
spots spots
Chicken/ Some* Halal Some Kosher Some still F Some Some A
turkey prefer
not to
eat meat,
Mutton/ F Halal Some Kosher pamcularly F* Some A
el during Lent
or Friday
Beef F Halal F Kosher F Some A
Pork Rarely F Rarely F F F F A
Fish With fins &  With fins & Some ins, A Some A Some A
scales scales sca
b,
Shellfish Some* Halal Some F F F F
Nuts A A A A A A A
Pulses A A A A A A A A
Tea/coffee/ A ’ A A A (no milk) A F F
cocoa
Alcohol et A A A F F F F
Fasting Ra an Yom Some for 24 hours
Kippur a short once a
time before month
communion
ced ssion from NHS Ayrshire and Arran

eptable
idden

* = in Asian tradition eggs are not a vegetarian food. Hindus, particularly
women, may not eat eggs since they are potentially a source of life, some
Asian adults may find the flavour of Western cheese rancid and very strong.
Cheeses that are not made with animal rennet may be acceptable

F* = some Buddhists are not vegetarian depending on degree of orthodoxy
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7. Catering and Nutritional Guidance for Children and
Young People

summary

« Childhood is a time of rapid growth and development. As a result of the ext
energy requirements for such growth, children are particularly vulner,
poor nutrition. The fact that children’'s admissions are generally short@hou
not be used as an excuse for disregarding nutritional standards.

« The food that children and young people eat while in hospital p
role in their treatment and recovery. Therefore, good foo
provision within the hospital setting are critical. Where p

options available.

- Menu planning groups, which should have speci Dol atric dietetic input
and include clinical staff with child health experié % t work closely with
children, parents and carers in planning the ¥ ren, taking into
account likes and dislikes and making sige t
for the different ages and stages of
for.
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- age

- food preferences a
 length of stay

- nutritio status, using validated tools

ecific nutritional standards.

. oice

ge appropriate portion sizes
» access to milk and water throughout the day
« age appropriate crockery and utensils
- appropriate seating for age and disability

« protection of mealtimes from interruption.
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7.1 Introduction

Healthy eating is fundamental for proper growth and development in childhood
and essential for good health and wellbeing in later life.88 Excess energy intakes
combined with low physical activity levels can lead to obesity whilst poor energy
intakes can lead to poor growth and development. Children become nutritional
compromised more quickly than adults as they have less nutrient stores initiaf
and this can result in decreased immune function leading to infections an .
increased length of stay.

the age of two years old.?® A low-fat, high-fibre diet recqqmende
children and adults based on the proportions set R @ catwell guide’ is not
suitable for young children as it may not provide end '

nutrients essential for growth and development

Diets must be tailored to suit young chil ' ticglal and energy needs
and also their stage of development. h n produced for early
years childcare settings.® It is best to e young children with smaller,
ruit, sandwiches, and yoghurts are

preferred to those high in fat, sUMk and salty
should be kept to a minimum, e 4Ny
salted foods and addition of sal
food is to have any nutriti
be presented with a varie
them.88 |In some cases t@s
baked beans, byrgers, fr@&s
provision of po%

lowest salt optign
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ds and fluids that are tempting and familiar to
an foods such as fish fingers, chicken goujons,
Icecream. Emphasis should be placed on the
miliar foods, but choosing the lowest fat/lowest sugar/
SS| ‘91,92

The main U may meet the needs of many children with traditional
choices meats, vegetable and potatoes and cottage pie as well as
more ffoderg ices such as mild curry, pizza, pasta, jacket potato and a filling.
Me nin® groups should work closely with children, parents and carers

alal e menu for children taking into account likes and dislikes and
sure that suitable choices are available for the different ages and stages
opment of the children being catered for. Menu planning groups and
ospltals must produce a specially designed menu for children.

a general hospital it is good practice to have a separate children’s menu with
child-friendly familiar dishes as well as access to the main hospital menu for
those who wish to have more choice (particularly for older children).
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7.2 Menu Planning Guidance

Menu planning should follow a similar process as set out in Section 4. However it
IS necessary to highlight the key relevant criteria for children.

The outlined three stages below should be followed:
« planning group with key responsibilities:
« ensure a separate children’s menu; and

« after assessment of child specific needs the structure of menu shquld®e
determined.

7.2.1 Planning Group

A planning group must be implemented for provision of flui
children.

a senior paediatric
d language

senior nurse (preferably from a children’s ward/eX§
dietitian, other allied health professionals including
therapists and patient/parent representative.

The key responsibilities of the group shgdfd be nsire that:
« menus are planned using standard ' ,

« national guidelines are followgd for nut t criterig;2® 313238
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« food and fluid requirements o hild are met and are age appropriate;

« meal times are relevant to ch

« nutritional content of analysed by a dietitian; and
« children and parents e lted about new menus/dishes before
introduction€Th LCal side of trialling new dishes may be more difficult. A

e accurate sampling.)

1o ensige
7.2.2 PlanniNg Proc®es
As stat@  Nutrient needs of the hospital population: Each age group has
utrg
re

wider approac% ly involving local school children may be appropriate

diff rilonal requirements, therefore, the dietary needs of children are better
co parately. As a result a separate children’s menu must be developed.

e
‘ alcWconsiderations being:

food preferences
« length of stay

« nutritional risk.
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As part of this process consideration is needed to ensure:

« age appropriate crockery and utensils;

appropriate seating for age and any disability;
« age appropriate portion sizes;®3

< age appropriate food choice - it is important to emphasize children can .
become nutritionally compromised very quickly. Popular, familiar dis
entice consumption and some traditionally ‘non healthy' food may b
but choosing the lowest fat/lowest sugar/lowest salt options posg

« access to flavourings for milk and water to encourage consump

« packaging and presentation to encourage healthy uptake-#r eam s for
packed lunches with colouring competitions; and

« information on choice in a child-friendly format and encouragi ealthy
eating in a fun way.

7.2.3 Food-based and Group Planning Guidance

The basic principles for healthy eating as ipdic hepeatwell guide' should
be followed for children except those u r th optwo.’

The following criteria for menu provis f hildren up to the age of 16 should
be followed.

Table 34: Children up to 16 years 8
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Potatoes, bread,
rice, pasta and

other starchy
carbohydrate

nd cereals can be offered as snacks including scones,
fins and crackers, but choosing the lowest fat/lowest
ugar/lowest salt options possible.

Wholegrain or wholemeal varieties must be offered as a
choice, not the only choice and not at the expense of more
energy dense food for children <5 years old.
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Table 34: Children up to 16 years old (continued)
Fruit and The opportunity to choose at least five servings per day of
vegetables fruit and vegetables a day must be available.

Fruit and vegetables must be offered in appropriate portio
sizes for children to avoid choking.

A mixture of smaller fruits and large fruits should b e
e.g. plums, grapes, and satsumas in addition to pear¥and
apples.

Pure unsweetened fruit juice should be availalge 3|
times only

Fresh or canned fruit should be offered ® brd@kfast.

Fresh fruit and fruit in juice can be offered a nack.

c gvailable at each
hnd broccoli.

A choice of popular vegetable
main meal e.g., peas, carrots, swe

Beans, pulses, Offer the choice of a variet
fish, eggs, options at each mai
meat and other
proteins

p0 meat alternatives

Include familiar a ble Choices.

use peanuts in dishes for children.

Diary and Provide 350- | of whole milk for each child daily.
alternatives

It is recommgnded no
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Semi-skim ust be available only on request for
childre d older.
Usegw k for all milk based dishes.

TS feRMilK/mousse-type desserts for snacks.

e cre®m is a familiar and popular dessert choice which may
n appealing comfort food for children whilst in hospital.
Oils and ds, ®oney must not be added to foods prepared for infants <12
includy u months old.

an Age specific nutrient standard for salt should be used.

Use of limited processed meats/convenience food should be
‘ encouraged and where used, the of lowest fat, salt and sugar
varieties should be provided.

Where possible oven baked products should be substituted
for traditionally fried products.
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Table 35: Paediatric fluid requirements38

Age Average weight (KG) Fluid requirements (mls)
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1-2 Months 49 735 z

-

3-4 Months 6.4 960 ’_EI

5-6Months 7.4 1110 ‘ ;Z:

7-12 Months 8.7 1044 o

Cc

1 Year 9.3 1,116 g

4

2 Years 11.9 1,10 -

o

3 Years 14.2 2

(@]

4 Years 16.2 X

o

5 Years 18.4 E

6 Years 21.0 >

5

7 Years 23.0 1,575 é

8 Years 26.0 1650 %

9 Years 29. 1.725 g

10 Years 32. 1,800 e
11 Years 1,875
12 Years 9. 1,975
13 Years L 2 445 2125
14 Years \ 50.0 2.250
15 YearsQ 54.3 2,350
16 veg 578 2 450
19Kea 60.5 2,500
VRS 61.7 2.500
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Table 36:32 38 Energy requirements for males and females 0-18 years

‘Nutritionally ‘Nutritionally ‘Nutritionally ‘Nutritionally
well’ patient®? well’ patient vulnerable’ vulnerable’
patient?! patient
Age Energy Energy Energy Energy
(kcal/d) (kcal/d) (kcal/d) (kcal/d)

526 478 631
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1-2 months*

3-4 months* 574 526 689

5-6 months* 598 550 718 6
7-12 months® 694 646 833 7

1 year 765 717 18 60
2 years 1,004 932 1, 1,118
3 years 1,171 1,076 1,291
4 years 1,386 1,29 1,549
5 years 1,482 1,362 1,778 1,634
6 years 1,577 82 1,892 1,778
7 years 1,649 1,979 1,836
8 years 1,745 , 2,094 1,950
9 years 1,840 1,721 2,208 2,065

10 years ¢ : 1,936 2,438 2,323
11 years \ 2,023 2,552 2,438
12 years < 2,547 2,103 2,696 2,524
13 ye@ 414 2,223 2,897 2,668
1 ’gear 2,629 2,342 3,155 2,810

e 2,820 2,390 3,384 2,868
16 years 2,964 2,414 3,557 2,897
17 years 3,083 2,462 3,670 2,955
18 years 3,155 2,462 3,786 2,954

*Based on requirements for breast fed infants.
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Table 37: Estimated Average Requirement (EAR) for Protein3®

Protein Protein
Age (grams per day) (grams per day)

Females

0-3 months 12.5 12.5

4-6 months 12.7 12.7 ‘
7-9 months 13.7 13.7

10-12 months 149 14.9

1-3 years 14.5 14.5

4-6 years 19.7

7-10 years 28.3

11-14 years 421

15-18 years 55.2

7.3 Menu Structure

The menu structure should suit

c needs hildren. The operational issues of

choice is to switch the main me

and waking times of childg cm®ren’'s menu must be a separate menu.
Dependant on key consjd n@relevant to individual hospitals it may run in
conjunction with the m r be a standalone menu.

7.3.1 Portion Si*
Duetot ' Mf ages within children’s services single portion sizes

nd age appropriate portion sizes should be provided.

37d03d DNNOA ANY NIYATIHD 404 IDNVAIND TYNOILIYLNAN ANV DNIH3LYD

ication of serving meals, guidance should be taken from
et Resources UK (ndr-UK).23

7.4@ibre Children

NUtrgi®® an

nally lower intakes of fibre for smaller body size are used in practice.
an® diets contain no fibre until weaning.?

xcessive fibre intakes can be an issue in small children. It may cause loose stools
nd at times poor weight gain due to the low energy density of such diets.
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Fibre requirements:%°

Recommended daily fibre intake
Age (years) (grams per day)

2-5 15
5-11 20
11-15 25
>16 30

7.5 Nutrient Criteria for Children and Young People

The nutrient criteria represent the amount of energy (calorwes)
required to be provided by an average day’s lunch or evening
Appendix 2). This means that caterers must plan menus to ensu hat the food
and fluids provided meet the nutrient criteria.

It is recognised that there will be a wide range of
Catering staff, when appropriate in consultatio Wi 5 Itian, should use their
skills, knowledge and judgement to prov€ apQ r@ ply sized portions for

individual children.

Cientific knowledge on the amount of
ps of the population.29.30.3132.38

The nutrient criteria are based on curre
energy and nutrients needed by<4Qifferent

‘N
\
™
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8. Audit and Monitoring

8.1 Introduction

Use of measures and monitoring practices are vital in ensuring that the stand
and guidance outlined within this Specification are adhered to. Given the mult
disciplinary nature of nutritional care across the hospital environment, itg
important to have robust monitoring processes in place.
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Monitoring and evaluation provides a means for NHS Boards to de
practice in food and fluid provision, provide an assurance framew
areas for improvement.

rate o
| f

Background

The Food in Hospitals Catering & Nutrition Specification (2008) ring Tool
required all NHS Boards with a responsibility for patient catering@® submit a
six-monthly return to Health Facilities Scotland de®l; ir level of compliance
with the Specification.

Each Board was required to detail their leyel of against each section

of the document as follows:

« Nutritional needs of population
« Menu planning

« Food-based standards

« Menu planning guidance

« Therapeutic diet provisj

« Special and personal @ie

« Patient e><peﬂxI
Future MORILWDT i rdnework

A new O E framework is being developed to demonstrate compliance
with tHEE revi National Catering and Nutrition Specification for Food and Fluid
Pr iSIN Fospitals in Scotland. This will include aspects of menu planning,
de ry, ice and patient mealtime experience.
‘-, d Il be required to provide more robust evidence to support their returns
novritional compliance. The introduction of annual public and peer review of

Boards' compliance with certain aspects of the Food in Hospitals Specification will
bSO be recommended. The revised framework will be developed in the context of
wider work to monitor and assure the quality of food, fluid and nutritional care in
hospitals.

Adopting a robust improvement methodology is vital in ensuring that the quality
of food and fluid provision is accurately measured and recorded with areas for
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improvement being clearly identified, implemented and shared across the NHS

Board area as appropriate.

The existing National Nutritional Compliance Audit Tool will remain in place for

NHSScotland until @ new tool has been developed and agreed.

Key elements for measuring food and fluid provision

The following elements are considered key to measuring food and fluid pggmls Qs ‘

gathering evidence based data from a range of sources;

monitoring activity involving a range of multidisciplinary stake
patients, carers and public partners/volunteers;

monitoring should form part of a continuous quality imprgfe

data collected should be used to inform patient food and fluid
linked to local nutritional care policy and be included in gover
systems: and

mechanisms should be in place for supporting and @ good practice.

‘N
\
™
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e reporting
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9. Appendices

Appendix 1

Dietary Needs of Significant Patient Groups
Older adults

In common with other age groupings of the population there will bed
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that intakes of several nutrients are lower than is desirable.’ 353
The nutrients most likely to be lacking are:
- energy

e protein

- fibre

« vitamin C

e iron

- folate/folic acid

¢ potassium

. magnesium

« riboflavin

e vitamin D

e calcium

- fluid

S ites

“- e Wfrequently a drop in appetite as a result of the ageing process therefore
o menu planning will be required to ensure that nutrient requirements are
provided at the correct level within an energy and nutrient-dense diet. The use
pf modest portion sizes and substantial snacks is imperative. There is often a
preference for sweet foods.

Need for softer options

Some patients may not have any difficulties swallowing; however, they may
require a diet that is soft and easy to chew due to poor dentition or ill-fitting
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dentures for example. When menu planning for older adults, consideration to the
provision of soft and easy chew meal options in line with the guidance provided
for modified textures stage D and above should be included in the core menu.%®
Soft snacks must also be available for such patients to enable them to maximise
energy and nutrient intakes.

Oral health ‘
Poor oral health can be a contributory factor to older people becoming
‘nutritionally vulnerable’. High-sugar-containing snacks, regular squashe®and
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health. In such cases, adequate day-to-day oral care and reg
checks are paramount to prevent further dental erosion.

Finger foods

Some patients with physical disabilities such as seqerg
difficult to use cutlery and thus have difficulties fee
patients with Parkinson's disease or dementia ‘
for long enough periods of time to eat a f
of such individuals may require the devygpme
should enable continued independenc
their own pace, hopefully maximising f
and nutrient-dense food optionsgnd also
higher in fibre are available.®®

ol itis, may find it
@ nselves. Also, some
WL icult to sit down
i"® the dietary needs
inger foods menu. This
llow individuals to eat at
ntakes. Guidance on both high energy
d choices that are lower in fat and

Long-stay older population

A number of factors must @e g#haidered when planning a menu for hospitals with
a long-stay older popul@ti® ‘

« The patients€n s hq&pitals are more likely to be the ‘frail elderly’ with
increased nutri'Y|]Na erability.

I lve patients and/or their carers in the menu planning
hat dishes are familiar to the age group and include

. |s gould consider what times food is served for this patient group.
urv one by NHS Estates for the Better Hospital Food Program showed
th ost people in a general population prefer to eat their main meal of the
the evening.?” Whilst this reflects the majority of the (working) adult
population it may be that older people prefer having their main meal of the
day at lunchtime. Assessment of the population’s dietary needs should include
any preferences for timings of meals.

« The provision of a snack type meal or composite dish style meal may be
more appropriate than a full meal for patients with a reduced appetite.
Substantial snacks will need to be provided two to three times a day to ensure
maximum food intake and thus energy and nutrient requirements are met. It
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Is a challenge for menu planners to ensure that this type of meal meets the
guidance for the nutritional content of meals shown in Sections 3 and 5.

« Communication of the menu needs to consider the timing, e.g. asking
individuals at time of service what they would like so that they can see what
Is on offer, or two meals prior if using menu cards. In terms of format of the
menu card, consideration to the size of font used and perhaps the use of
photographs.

Maternity

Most patients in maternity units will be in-patients for a short pe
and have normal deliveries with little complications. However
small number of patients whose admissions will be longer.
requiring special consideration include:
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during their
s Agency with

« Prenatal admissions - some women may require to be hospital
pregnancy due to complications. The advice of the F Stand
regard to safe foods must be adhered to.%8

« Lactating women - in order to support wome ng their babies the
catering service must be flexible in me - Consideration should
be given to more flexible mealtimes, ab @y, and suitable meal
replacements for mothers who ma [ milst feeding their baby.

women but may need supple
provision of additional food i
order to meet the increased
eatwell guide model for

gt Mealtimes, for example bread and milk in
@s! 5| requirements of lactating women.?° The
e should be core!!

Individuals with physi legrning disabilities

Physical disabi&ie e present at birth (e.g. cerebral palsy, spina bifida)
or may result lat | a result of an accident or disease (e.g. stroke).
The disalkgli ct physical movement and/or sensory function

(communi duals may also present with learning difficulties.*?

Learni AV is defined as ‘the presence of a significant reduced ability
tou stan@new or complex information or learn new skills (impaired
inig¥ige long with a reduced ability to cope independently (impaired
soclefunctioning), which started before adulthood'.*° Learning disabilities are

e ssified based on an individual’s 1Q, but also on the amount of support

m®vidual may require, where severe and profound learning disability will
need significant if not total help with daily living. In Scotland, estimates of 20 in
pvery 1,000 individuals have mild to moderate learning disability, with three to
four people in every 1,000 having severe learning disability.’® Individuals with
learning disabilities may also present with physical disabilities; both are likely to
affect an individual's food and fluid intakes.®®

Generally individuals with physical or learning difficulties are at greater
nutritional risk than the general population. This will vary according to the

140 roop IN HOSPITALS
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severity and nature of a person’s disability but also with the presence of other
physical and health difficulties which impact on their ability to eat and drink.*2 9°

Factors that are likely to affect food choice, dietary needs and dietary intakes
include:®®

« Communication - this includes, hearing, visual and oral communication,
e.g. communicating likes, dislikes.

difficulties.

« Medications - may affect appetite and thirst, cause nausea,
mouth, alter bowel habits (constipation or diarrhoea), dro
cause meals or snacks to be missed.

S3IONIYI43Y ANV SFD1ANIddV

In common with other groups of patients there will be individual
who are ‘nutritionally vulnerable’, but also those who d ben
diet that follows general healthier eating prinCiple '
may be more of a problem, for example Prader-Willi
syndrome.®®

trijnal needs is fundamental
0 Individual's food and
e given to the foods that need to
agia and guidance from a speech
re appropriate textures of foods
PECNRN 5.6 Texture-modified Diets). Risk of
@ W inappropriate food and fluid textures

The assessment of each individual's die
to ensure appropriate provision can
fluid requirements. Consideration need
be provided. Assessment of thosg with d

chest infections through the prd
to individuals with difficul gy
risk. The provision of a di
individuals who cannot@o
to eat a meal. Bgoviglon
independence.®®’

v based on finger foods can assist those
e cutlery, or who do not sit down long enough
in this format can help to preserve eating

be given to the appropriate format and timing of
COMMUNICY us, for example, photographs or point of service.
Commuigg IS needed with other health professionals including,
physiofherapg egarding appropriate positioning of individuals for eating and
dripg®nand ccupational therapists regarding appropriate feeding and drinking
aId@NCIU adapted cutlery, dishes and cups to assist the individual with

tin d drinking.

e individuals, the length of stay in hospital may be weeks if not months.
s such local menu planning groups should involve patients and carers in any
lanning relating to the provision of food and fluid with particular attention paid
to any repetition of dishes on the menu to prevent menu fatigue, provision for
special occasions and celebrations.

The Mental Health Group of the British Dietetic Association has produced a
professional consensus statement relating to The Nutritional Care of Adults
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with a Learning Disability in Care Settings.’®" The consensus statement echoes
the Healthcare Improvement Scotland Standards for Food, Fluid and Nutritional
Care.? The Caroline Walker Trust has recently published nutritional and practical
guidelines for children and adults with learning disabilities.®® The National
Association of Care Catering (NACC) have produced guidelines for Menu Plannin
and Special Diets in Care Homes.?® These documents provide further detailed
guidance on menu planning for individuals with learning disabilities, includin
further examples of texture-modified diets and also finger food diets.

Appendix 2
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Estimated Average Requirement (EAR) for Energy3?
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Age
1-2 months 1 78)
3-4 months
5-6 months )
7-12 months )
1-3 years
4-6 years 5.8 (1378)
7-10 years 7.1 (1703)
11-14 years 9.1 (2175)
15-18 years @ 12.6 (3006) 10.2 (2432)
19-24 years \ 11.6 (2,775) 9.1 (2,180)
25-34 yw 11.5 (2,750) 9.1 (2,180)
35—4@ 11.0 (2,630) 8.8 (2,105)
4144 10.8 (2580) 8.8 (2,105)
“ — ears 10.8 (2,580) 8.7 (2,080)
65-74 years 9.8 (2,345) 8.0 (1,915)
75 + years 9.6 (2,295) 7.7 (1,840)
All adults 10.9 (2,610) 8.7 (2,080)


https://Homes.96
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Estimated Average Requirement (EAR) for Energy32 (continued)

Population-based EARs MJ/d (kcal/d)

- ]

*Lactation 1380kJ (330kcal)/day
0-6 months exclusive
breast feeding

Females

*Increase in energy requirements recommended for the first six months during which time exclusive breastfeeding is reco
Thereafter, energy intake required to support breastfeeding will be modified by maternal body composition and theZssas
the infant.

S3IONIYI43Y ANV SFD1ANIddV

Table 38: Reference nutrient intakes for protein3°

Age

0-3 months
4-6 months
7-9 months
10-12 months

1-3 years
4-6 years
7-10 years

11-14 years
15-18 years @

19-50 years

50+ years
PREGNANCY™*™™
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Table 38: Reference nutrient intakes for protein3° ontinued)

LACTATION***

Reference nutrient intake* g/d

S3DN3YI43Y ANV SIDIANIddVY

0-4 months

4+ months

* These figures based on egg and milk protein assume complete digestibility.

**No values for infants 0-3 months are given by WHO. The RNI is calculated from the recommendations of COMA.

**To be added to adult requirement through all stages of pregnancy and lactation.
Table 39: Reference nutrient intakes for vitamins=° ‘

Age Thiamine Riboflavin | Niacin Vitamin B6 | Vitamin B12 | Folate Vitamin C Vitar 1A Vltamln b]
mg/d mg/d mg/d mg/dt ug/d ug/d mg/d 114 ug/d =
0.2 0.4 3 0.2 0.3 0 5 50 85

months

4-6 0.2 0.4 3 0.2 0.3 50 350 85

months

7-9 0.2 0.4 4 25 350 7
months

10-12 0.3 0.4 5 50 25 350 7
months

1-3 0.5 0.6 8 70 30 400 7
years

4-6 0.7 0.8 1 100 30 400 -
years

7-0 0.7 1.0 150 30 500 =

years

PSEGLIANCY +0.3 * * * +100 +10 +100 10



Table 39: Reference nutrient intakes for vitamins3° (continued)

Thiamine Riboflavin | Niacin Vitamin B6 | Vitamin Vitamin C Vitamin A Vitamin D

LACTATION

0-14 +0.2

months

4+ +0.2 +0.5 +2 * +0.5 +60 +30 +350
months

*No increment
**RNI is 10ug/d after 65 years for men and women
“*For last trimester only

S3IONIYI43Y ANV SFD1ANIddV

Table 40: Nutrient intakes for minerals3°

Calcium mg/d
Sodium mg/d
Potassium
lodine pg/d

Magnesium
mg/d

Phosphorus
mg/d

mg/d

b

d
Chloride
mg/d
Selenium
ug/d

a
C

D
‘ Zir .ag/d

0-3 525 400 55 210 800 320
months

4-6 525 400 60 280 850 400 3
months

7=S 525 400 75 320 700 00 7.8
months

10-12 525 400 80 350 00 50 7.8
months

1=3 350 270 85 500 800 6.9
years

4-6 450 350 120 00 1,100 1,000 6.1
years

7-10 550 450 0 1,200 2,000 1,800 87
years

1-14 1.0 775 280 1,600 3,100 2,500 11.c
years

15-1 1,000@ 775 300 1,600 3,500 2500 11.c
%

11-14 800 625 280 1,600 3,100 2500 148¢e
years

15-18 800 625 300 1,600 3,500 2,500 14.8e
years

19-50 700 550 270 1,600 3,500 2,500 14.8e
years
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Table 40: Nutrient intakes for minerals3? (continued)

2
o
3
o
=
B
&

Phosphorus
Magnesium
mg/d
Potassium
meg/d
Chloride
mg/d

Zinc mg/d
Copper mg/
Selenium
ue/d

o

C

50+ 700 550 270 1,600 3,500 2500 8.7 7.0 1.2 60
years

PREGNANCY  *

**LACTATION

0-4
months

4+ +550 +440  +50 * * * G e
months

+550

*No increment

a Phosphorus RNI is set equal to calcium in molar terms

b 1 mmol sodium = 23mg

¢ 1 mmol potassium = 39mg

d Corresponds to sodium 1 mmol = 35.5mg

e Insufficient for women with high menstrual losses. Iron supplements advised.

Appendix 3

Rationale and Considerations fogProvisioMgf Nutrients to Hospital Patients
for the provision of nutrients

xionale Special
considerations

Hospital menus
should be devised
to meet the energy
requirements of

a general hospital
population. As the
majority of hospital
patients are older

1,800-2,400kcal.2  adults (i.e. >65 years)
the energy provision

Energy A menu

For the ‘nutritionally  has been based on
‘ vulnerable’ patient  thjs age group. A

on a daily basis: hospitalised patient

L Adulis confined to bed will

2 250-2 625kcalsse Still require at least
’ ' 80% of their usual

Children (1-18 years) energy intake.46
720-3,150kcal.*?
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Table 41: Rationale and considerations for the provision of nutrients (continued)

Nutrient Essential criteria Rationale Special
considerations

Energy A menu must Due to the possibility
provide: of reduced activity

‘ . levels in hospital
For the ‘nutritionally ti\éeEsAR fo?s|25t§

well" patient, the E.AR active females has
for energy on a daily  paan ysed for the

basis: lower range and the
. Adults approx. population EAR for
1.800-2,400kcal 32 males has been used
L for the upper range.
For the nU}rItIQﬂallv This should therefore
vulnerable’ patient meet the nutritional
on a daily basis: needs of the gajqel
. Adults: of the ‘nutriti'o

2 250-2.625kcals Well' popula

Children (1-18 years)
720-3,150kcal .32

S3IONIYI43Y ANV SFD1ANIddV

epsis, tfrauma, and
catabolic effects
isease.39 42

Acutely ill,
malnourished

* patients or those
with poor appetites
energy requirements
are 25-35kcal/kg/
day. As median
values (population
EARs) have been

used for establishing
energy provision

in the ‘nutritionally
well’ patient group
the midpoint of the
range has been used
as the minimum
energy provision for
the ‘nutritionally
vulnerable’ group i.e.
for a 75kg individual
2,250-2,625kcal/
day;o, 39



Carbohydrates
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NoO nutrient standard Like fat,

has been set for the carbohydrate
carbohydrate intake  and sugar are

for the ‘nutritionally  an important
vulnerable’ hospital  source of energy
population. for hospitalised
patients with poor
oral intakes or
increased energy
requirements.#e

For the ‘nutritionally
well" patient
population, a menu
must provide the
DRV (adjusted for no
alcohol) averaged

Free sugars are not
directly related to

across a week. the develop _
Total carbohydrate ﬁ;ggr?éﬁgfeml
approximately 50% diabases

of food energy. - -

Guidance has been d
provided on an
upper limit for ad
sugars to desserts
that are to be cod
for the ‘healthj
diet’.2°

ar intake and this
been taken into
nsideration within

the document.22. 30102

ropriate
eteners available
t ward level for
patients’ use as
chosen.

Table 41: Rationale and considerations for the provision of nutrients (continued)

Essential criteria Rationale Special
considerations

Diabetes UK states t
population DRV, egffn
as part of a health
diet, distribu

and b& encouraged to
hoose the healthier
ating option.’®3
Patients who have
diabetes who are
unwell, should be
encouraged to choose
energy and nutrient-
dense options.
Diabetic control will
require involvement
of the diabetes
care team in such
instances.



Table 41: Rationale and considerations for the provision of nutrients (continued)

Essential criteria Rationale Special
considerations

Protein

Fat

A menu must provide
RNI for the relevant
patient group on a
daily basis.

A menu must be

able to provide
increased protein
requirements of
1.0g/kg/day through
provision of nutrient-
dense choices and/
or protein containing
snacks.

Each main

meal (including
accompaniments)
should provide a
minimum of 18g
protein.

No nutrient standar,
has been set for
total fat intake fo

the ‘nutritio
vulnerablg’ t
fionally
,a menu

\/ (adjusted for no
hol) averaged
Cross a week:3°

« Total fat <35% food
energy

« Saturated fatty
acids <11% | food
energy

Protein is required
by hospitalised
patients to promote
wound healing, e.g.
in burns or surgery;
maintain the immune
system; aid recovery

from critical illness.3°
39 42

etting d standard for
centage energy
fat, conflicts
ith the provision
of an energy-
dense diet. Dietary
Goals for Scotland,
include reducing
the percentage
energy from total
and saturated fat.’®
Hospitals play an
important role in
educating patients
on healthy eating
through provision of
healthier choices but
energy-dense foods
for those with poor
appetites or higher
energy requirements
are equally
important.’?

For vegetarian mai
meals that are baffd
on beans or pulse?

use orrcheese should
e avoided.46

Fat, as the most
concentrated form of
energy, is crucial in
providing adequate
energy for patients
with poor intakes/
appetites or higher
requirements

and increases the
palatability of
foods.4246 High fat
products, as much
as possible should
provide additional
fat from unsaturated
sources, not
saturated.
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Table 41: Rationale and considerations for the provision of nutrients (continued)

A menu must provide  jisazse due to their  for restggbions
fish at least twice Per Jnti-thrombotic : >

week. effect 4142

>

e

e

o Nutrient Essential criteria Rationale Special

g considerations
o Omega-3 A menu must provide Consuming This recommendati
5 oily fish, high in higher levels of is accepted for
o omega-3, at least omega-3 aids in pregnant and

- once per week.* the prevention of lactating wo

E coronary heart with consid@ati
3 >

(@)

m

(V)]

and v€gans) do

ot have a specific
ecommendation
regarding the use of
supplements due to
insufficient evidence
to conduct a risk
assessment.#!

Fibre For the ‘nutritional YA High-fibYe foods Children require
vulnerable’ hospit QC generally less proportionately
population no Q gy dense and lower fibre intakes
nutrient crit BN increase satiety  relative to body size
been set, Fo compared with low and those under two

‘nutritionqy g fibre foods, reducing vyears old should not
h@pi ulation, the energy intake of take high-fibre foods
U

a patients with a small at the expense of
v 308 per day appetite or increased energy-dense foods
v

across the  requirements.2? required for growth.®
eek? Providing a diet high
; , in fibre is in line
ng children’'s with principles of
enus must be a healthy balanced
developed with diet
consideration for i
‘ their lower-fibre

requirements.
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Table 41: Rationale and considerations for the provision of nutrients (continued)

Nutrient Essential criteria Rationale Special

considerations
Fibre For the ‘nutritionally  Fibre slows the Children require

S3IONIYI43Y ANV SFD1ANIddV

vulnerable’ hospital  release of post- proportionately
population no prandial blood lower fibre intake!
nutrient criteria has  glucose, useful '
been set, For the for people with

‘nutritionally well’ diabetes.*? It is

hospital population,  thought to have a

a menu must role in decreasing

provide 30g per day the risk of high
averaged across the  cholesterol, bowel
week.2° disorders, cancer
and gallstones, and
passes throug
digestive tract
unabsorbed,

Young children’s
menus must be
developed with
consideration for
their lower-fibre
requirements.

Salt A menu must not
provide more tha
6g/day of salt
(or age-specific
10TRNI10Ts for w 2rminant of high
menus devel Oxm#’00d pressure,
children). therefore reducing

the hospital
population salt intake
would be beneficial.?

\ 42 The RNI for salt is
4g per day for adults
and a recommended

O reduction in the

average intake for
the adult population
from 9g/day, to 68/
day is considered
achievable.?
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Table 41: Rationale and considerations for the provision of nutrients (continued)

Essential criteria Rationale

Nutrient

Vitamin A A menu must provide Vitamin A is
(retinal 700pg per day (or important for
equivalents) zge-specific RNI for  hospital patients
menus developed for as deficiency can
children) averaged decrease integrity
across a menu week. of skin and mucous
membranes,
increasing risk of
infection. 30

Calcium As 99% of the body’s
calcium is deposited
in the bones

teeth, patients

hospitalised

700mg per day
averaged across a
menu week.

Inadequdte calcium
akes in children
result in stunted
owth and failure
to meet peak bone
Mass.*?

Potassium is
necessary to
maintain fluid and
electrolyte balance
within the body and
may have a role to
play in lowering
blood pressure.
Potassium intakes
have been shown
to be marginal in a
proportion of the
adult and older UK
populations.' 8 95

Potassium  A®h %provide
=35 Mg day

3 across a
en ek.
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Special
considerations

Women who are
pregnant or may
become pregnant
are advised t
eating liver @r liVEr

he percentage of
alcium absorbed
ncreases, therefore
the RNIremains the
same as that of the
adult population.3°

Patients 11-18
years old must be
capable of meeting
their higher RNI of
1000mg/day for
males and 800mg/
day for females.

Dietary supplements
are not advocated
unless under medical
advice as high
intakes can cause
harm in older adults
and individuals with
renal impairment.



Table 41: Rationale and considerations for the provision of nutrients (continued)

Nutrient Essential criteria Rationale Special
considerations
[ron A menu must provide Iron carries oxygen During pregnancy,
=14.8mg/ day of iron in the body and lactation and gro
averaged across a plays a central role in or following acute
menu week. energy metabolism.#> blood loss, i S ‘

. requiremen@ are
Iron deficiency can .

lead to fatigue, Poor  iha holfl SOl
concentration and t0 incrle
anaemia. In children T

iron deficiency can
permanently impair
mental or motor
development.*?

>
)
o
m
Z
o
o
m
h
>
4
O
)
m
n
m
o
m
Z
o
m
h

f catering solely
r an older patient
opulation, then the
RNI for individuals
50+ years should be
used (9mg/day).3°

Vitamin A menu must provide Vita B12 is Older people have
B12 >1.5ug/day averag an imp&grant increased risk of B12
across a menu we mponent in a deficiency but the
ber of metabolic adult RNI remains the
cesses.3042 same for the healthy

older population.t4

Diet-related B12
L 3 deficiency can
occur but requires

\ supplementation
to treat, it cannot

be resolved by
increased dietary

intake.30 42
FONe and™ A menu must Folic acid is Women planning a
li id provide =200ug/day important for the pregnancy or in the
averaged across a normal production of first trimester are
menu week. haemoglobin. advised to eat foods

rich in folic acid to
reduce the risk of
Neural Tube Defects.
Supplements of
folic acid should be
taken by this group
(400pg/day).?0 102
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Table 41: Rationale and considerations for the provision of nutrients (continued)

Nutrient Essential criteria Rationale Special
considerations
Vitamin C A menu must provide Vitamin C is Pregnant women
=40mg/day averaged important for require an additiogal

across a menu week. hospitalised patients 10mg/day from th
as adequate levels hospital me
are required to assist
in wound healing and
the prevention of
pressure sores in the
context of adequate
energy intakes.
Levels of vitamin C
are commonly low in
long-stay patjgnt
but symptoms
SCUrvy are ng
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The minimum fluid
provision is also
applicable to patients
requiring modified
thickness fluids.

Fluid There must be the
provision of 2,000
ml for men and
1,600m! for wome
assuming food is al
consumed. id losses due
raised body
mperature; other
significant fluid
losses through
vomiting and

E ' diarrhoea: wound
exudates.33 4344
A better hydrated

patient can use
fewer medicines,
e.g. laxatives.” The
body's correct fluid
balance can also
» be compromised
by certain illnesses
and medication
use causing
thirst and excess

salivation, increasing
requirements.! 3342
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Appendix 4

Omega-3 (-3) Polyunsaturated Content (g/100g Edible Portion) of Selected Fish®

Type of fish

Herring

Total w-3

Mackerel
Pilchard/Sardine

S3IONIYI43Y ANV SFD1ANIddV

Tuna (fresh)

Salmon

Appendix 5

Template for Suggested Menu Structure

Meal item

Wednesd~
Thursday
Saturday

On Beverage
wakening

Breakfast Cereal (to ing @-‘

Cooked o0 idge oats/scrambled eggs/sausage/grilled
\|led mushrooms)
ma oll/toast (a choice of white and wholemeal)
r

re

gar and wholegrain varieties)

juice/prunes
er/low fat spread/PUFA/MUFA spread (e.g. olive-oil based)
reserves (regular and low sugar varieties)

Beverage

Beverage

morning gy

including fruit
as choice
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Template for suggested menu structure (continued)

>
©
=
(7]
(<))
=
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Thursday
Saturday

Main meal Soup and
(minimum bread

of 2 Fresh fruit
courses juice

provided)
Sandwich 1
(meat filling)

Sandwich 2
(vegetarian
filling)

Main course 1
(meat or fish)

Main course 2
(meat or fish)

Main course 3
(vegetarian)

Vegetable 1
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Vegetable 2
Carbohydrat
starch 1
& (0
star&

e t

it (fresh or

|NMed)

oghurt/pot
rice/custard

» Beverage

Mid Beverage
afternoon
(+/- Snack
including fruit
as choice)
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Template for suggested menu structure (continued)

Wednesday
Thursday
Saturday

Lighter Soup and
meal bread roll

(r]rcwiznimum Fresh fruit
0 juice
courses

provided) Sandwich 1

(meat filling)

Sandwich 2
(vegetarian
filling)

Main course 1

(meat or fish
based)

Main course 2
(vegetarian)

Vegetable

Carbohydrate/
starch

Dessert
Frepit @SN/
tin

ot

U
t
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ice rd

erage
B everage
bE@lMme

Snack
including fruit
as choice
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Appendix 6

Membership of Hospital Food Reference Group 2008

Over the development of the report membership has evolved. The following list
includes members over the period.

Name/Surname

David Bedwell Health Facilities Scotland

Kenneth Birrell Chair, West of Scotland
Catering Associatio
Marjory Chirnside NHS Lothian
Janice Gillan, MIH NHS Ayrshire and Arra
Paul Kingsmore Health il cotland
Lisa McLaren NHS Natjo ort Services
Heather Peace, RPhNutr od ds Agency Scotland
Morag Mackellar, FBDA, RPhNutr NP FO alley
Anne Milne, MSc od Standards Agency Scotland
Brian Robb, MIH NHS Lothian
Joyce Thompson NHS Tayside
Gillian Kynoch Public Health and Wellbeing

Directorate, Scottish Government
Christine McGipsg Analytical Services, Scottish
Government
Janet Mge

Public Health and Wellbeing
Directorate, Scottish Government

Linda r Public Health and Wellbeing
Directorate, Scottish Government
rs

A0 Helen Davidson, BSc
(April 06 - April 07)
‘ Lauren Scott (December 06 - March 07)

Dr Elaine Bannerman, PhD, RD
(April O7 - to completion)
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Appendix 7

Membership of Hospital Food Reference Group 2015

Over the development of the report membership has evolved. The following list
includes members over the period.

S3IONIYI43Y ANV SFD1ANIddV

Michael Everden (Chair) Health Facilities
Scotland
Pamela Mailler (Deputy Golden Jubilee National
Chair) Hospital M
Elaine Bannerman Queen Margaret
University, Edinburgh Nutriti d Dietetics
David Bedwell Health Facilities sistant Director -
Scotland ilities Services
Claire Blackwood Healthcare pector
Richard Buckley Catering Manager
Chris Christie Nutrition Champion
Helen Davidson Catering Strategy
Dietitian
Christine MacTavish R\Vrshire and Arran
Robin Gourlay ottish Government Food and Drink Policy
Martin * Health Facilities Programme Director -
x Scotland Shared Services
Fiona ie Chief Nursing Officer's  Professional Advisor
Directorate, Scottish Nursing and Midwifery
Government Workload and

Workforce Planning
and Acute Care Quality

Caree McKenzie NHS Tayside Tayside Nutrition MCN
Manager (Food Fluid
and Nutritional Care)

Marjory MacLeod NHS Lothian Senior Dietitian and
Chair of Scottish BDA
Board

Elinor McCann NHS Grampian Head of Catering
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Membership of Hospital Food Reference Group 2015 (continued)

N N N

Anne Milne Food Standards Diet and Nutrition
Scotland Advisor

Shelia Riddoch NHS Grampian Lead Dietitian

Brian Robb NHS Lothian Area Manager €oft

Lesley Robertson NHS Lanarkshire
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Peter Faassen de Chief Medical Officer
Heer and Public Health
Directorate, Scottish
Government
Rachel Laird
Gordon Fender NHS Lothian Chair - East of
tland Branch
Richard Olver r Emeritus Professor of
Child Health
Jacklyn Jones Senior Lecturer of
Nutrition and Dietitics
Belinda O'Shea Project Support Officer
Kerry McLeod Specialist Paediatric

Dietitian
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	Glossary of Terms 
	Glossary of Terms 
	Glossary of Terms 

	Acute sector 
	Acute sector 
	Hospital-based health services which are provided 

	TR
	on an in-patient or out-patient basis. 


	Aids to eating Dishes, cups and cutlery that have been specifically adapted to allow individuals who have difficulty eating. 
	À la carte menus Dishes prepared individually out with the normal set menu. 
	Anaphylaxis 
	Artificial Nutrition Support 
	Artificial Nutrition Support 
	A severe, potentially life-threatening allergic reaction. 
	Provided to patients who cannot consume sufficient foods to meet their nutritional requirements. This is maybe in the form of a liquid oral supplement or a specially formulated liquid feed that is provided via a feeding tube either into the stomach or via a vein and is prescribed by a dietitian or doctor. 
	Assessment The process of measuring patients' needs and/or the quality of an activity, service or organisation. 
	Audit Systematic review of the procedures used for diagnosis, care, treatment, and rehabilitation, examining how associated resources are used and investigating the effect care has on the outcome and quality of life for the patient. 
	Audit Scotland Helps the Auditor General and Accounts Commission ensure that public bodies, including the NHS, spend money properly, effectively and efficiently, by carrying out financial and performance audits. 
	BAPEN British Association for Parenteral and Enteral Nutrition is a charitable association that raises awareness of malnutrition and works to advance the nutritional care of patients and those at risk from malnutrition in the wider community. 

	Beverage 
	Beverage 
	Any drink which exceeds 85% water content. 
	Breakfast First light meal of the day, usually comprising cereals and toast/rolls etc. 

	British Dietetic 
	British Dietetic 
	The professional association for dietitians in the UK. 

	Association ( BDA) 
	Association ( BDA) 
	Choice More than one option that meets an individual's dietary and nutrient needs. With careful menu planning, one option may meet the differing needs of more than one patient group. 
	Coeliac disease 

	Commodity Advisory Panel 
	Commodity Advisory Panel 
	Coeliac disease is a common digestive condition where a person has an adverse reaction to gluten. 
	Commodity Advisory Panels (CAPs) are advisory groups who have clinical, technical or commercial expertise in the goods or services under consideration. CAPs are formed for each major area of expenditure, including food and fluids, to help to ensure that the goods or services meet the needs of those who use them and offer best value for money. They advise National Procurement on the clinical, technical or commercial aspects of the goods and services to be purchased. 
	Composite dish A composite dish should consist of a protein containing food, vegetables and a carbohydrate/ starchy item. 
	Core Nutritional Pathway Incorporates the ‘Malnutrition Universal Screening Tool’ (MUST) and is intended to clarify what patients should expect in terms of effective nutritional care. It defines six critical points in the patient’s journey from Admission to Discharge.
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	Cross-contamination 
	Cross-contamination 
	Cross-contamination 
	This can refer to the transfer of either bacteria or allergen traces from one product to another via surface contact or the use of the same equipment. 

	Dietary coding 
	Dietary coding 
	Dietary coding provides information to patients, carers and staff to enable them to make an informed food choice whilst in hospital. Hospital menus should be coded for healthier eating and higher-energy nutrient-dense meal options. Vegetarian options should also be coded. Foods that are not coded may still be suitable for patients to choose, but are perhaps not the preferred choice. 



	Dietary needs 
	Dietary needs 
	Individuals' dietary needs include their eating and drinking likes and dislikes; food allergies/ intolerances and need for therapeutic diet; cultural/ ethnic/religious requirements; social/environmental mealtime requirements; physical difficulties with eating and drinking; and also whether there is a need for equipment to help with eating and drinking. 
	Dietary needs assessment The process of assessing the specific dietary needs of individual patients (see ‘dietary needs’). The findings of the dietary needs assessment should be considered in the patient's nutrition care plan (see ‘nutrition care plan’). 
	Dietitian A person who is specially trained in the nutritional needs/care of patients. A dietitian will assess a person in order that the food/fluid given to the person is nutritionally balanced and meets their therapeutic needs. 
	Dish descriptor A description of each dish on the hospital menu which includes a general description of the dish, a list of ingredients to allow for the identification of allergens and the macronutrient content per portion which will enable carbohydrate counting as appropriate. 
	Evaluation 
	Evaluation 
	Evaluation 
	The study of the performance of a service (or element of treatment and care) with the aim of identifying successful and problem areas of activity. 

	Food allergen 
	Food allergen 
	Something in food, generally a protein which causes some individuals to have an immune reaction. 



	Food allergy 
	Food allergy 
	An immune reaction to food. 

	Food-based standards 
	Food-based standards 
	See ‘menu planning’ and ‘food-based standards’. 
	Food chain The processes involved in obtaining, preparing, delivering and serving food. 
	Food enrichment Strategies are used to increase the energy and nutrient content (density) of foods and beverages without significantly affecting their volume (also known as food fortification). 
	Food in Hospitals The short title for the national nutrition and catering specification for food and fluid provision in hospitals in Scotland. 
	Food intolerance A reaction to food that does not involve the immune system. 
	Food Standards Scotland From 1 April 2015 Food Standards Scotland is the independent public body in Scotland responsible for protecting consumers and public health in respect of food safety and food standards. 
	Healthier eating diet/ A diet that follows the principles for a healthy 
	principles balanced diet, including five portions of fruit and vegetables per day, reduced total and saturated fats, reduced free sugar and reduced salt content.
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	Healthy balanced diet 
	Healthy balanced diet 
	See above. 
	Healthcare Improvement Scotland (HIS) 
	Healthcare Improvement Scotland (HIS) 
	Healthcare Improvement Scotland (HIS) 
	A national healthcare improvement organisation for Scotland and part of NHSScotland. Works with staff who provide care in hospitals, GP practices, clinics, NHS Boards and with patients, carers, communities and the public. 

	Healthcare Retail Standard 
	Healthcare Retail Standard 
	A set of criteria launched in early 2015 under the Health Promoting Health Service for retail outlets including trolley services in healthcare buildings.  The HRS sets out provision and promotion criteria for food and drinking retail that are broadly in line with the Healthyliving Award for catering outlets. 

	Healthyliving Award 
	Healthyliving Award 
	The Healthyliving Award is a national award for the foodservice sector in Scotland. The award 

	TR
	criteria are based on the general principles of a healthy balanced diet and have been developed to be in keeping with Scottish dietary targets. Simple changes to the way a caterer works could make a significant difference to their business. Health Facilities Scotland is a division of National Services Scotland and provides operational guidance to NHSScotland bodies on a range of healthcare facilities topics. A diet recommended for the 'nutritionally vulnerable' patient with a poor appetite or increased requ

	Health Facilities Scotland (HFS) Higher energy and nutrient-dense diet Hospital Caterers Association (HCA) Hot meal 
	Health Facilities Scotland (HFS) Higher energy and nutrient-dense diet Hospital Caterers Association (HCA) Hot meal 


	Hypertriglyceridaemia A condition in which triglyceride levels are elevated, often caused or exacerbated by uncontrolled diabetes mellitus, obesity, and sedentary habits. This condition is a risk factor for coronary artery disease (CAD). 
	Late meal A meal served out with the normal set mealtimes usually due to patients being admitted to a ward during or after a mealtime. 
	Main meal A serving of food which provides the greatest contribution to the energy and range of nutrients required daily. Usually consists of hot cooked dishes with accompaniments. 

	Malnutrition 
	Malnutrition 
	A state of nutrition in which a deficiency, excess or imbalance of energy, protein or other nutrients, including minerals and vitamins, causes measurable adverse effects on body function and clinical outcome.
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	‘Malnutrition Universal 
	‘Malnutrition Universal 
	‘Malnutrition Universal 
	The ‘Malnutrition Universal Screening Tool’ 

	Screening Tool’ (‘MUST’) 
	Screening Tool’ (‘MUST’) 
	(‘MUST’) is a validated, simple five-step nutritional 

	TR
	screening tool designed to identify adults who are 

	TR
	malnourished or at risk of malnutrition. 


	Menu capacity 
	Menu capacity 
	Menu capacity 
	The ability of the menu to meet the range of nutrient and dietary needs of the patient population for whom it is intended. 

	Menu planning guidance 
	Menu planning guidance 
	Statements and further practical information to help caterers and menu planning groups achieve the nutrient and food-based standards. 

	Menu planning and food-based criteria 
	Menu planning and food-based criteria 
	The menu planning and food-based criteria aim to ensure that patients' differing dietary needs are catered for and opportunities to ensure nutritional needs can be met are maximised. They are intended to assist hospitals achieve the nutrient specification detailed in Section 2 and also a number of the 

	TR
	standards set in HIS Standards for Food, Fluid and Nutritional Care.3 A meal which a patient has been unable to take due to a clinical treatment or attendance at a clinic/ diagnostic service during a planned mealtime. See ‘texture-modified diets’. 

	Missed meal Modified texture/ consistency diets 
	Missed meal Modified texture/ consistency diets 



	Monitoring 
	Monitoring 
	The systematic process of collecting information on clinical and non-clinical change, improvement and performance. Monitoring may be intermittent or continuous. It may also be undertaken in relation to specific incidents of concern or to check key performance areas. 

	Multidisciplinary 
	Multidisciplinary 
	National Catering and Nutrition Specification 
	A multidisciplinary team is a group of people from different disciplines (both healthcare and non-healthcare) who work together to provide care for patients with a particular condition. The composition of multidisciplinary teams will vary according to many factors. These include: the specific condition, the scale of the service being provided, and geographical/socio-economic factors in the local area. 
	The document named Food in Hospitals which states the catering, food and nutritional requirements that a hospital establishment must meet or provide. 
	National Institute 
	National Institute 
	National Institute 
	An independent organisation responsible for 

	for Health and Care 
	for Health and Care 
	providing national guidance on promoting good 

	Excellence (NICE) 
	Excellence (NICE) 
	health and preventing and treating ill health. 


	National Procurement National Procurement (NP) is a division of NHS National Services Scotland and was officially launched in 2005. NP combines the collective history and experience of Scottish Healthcare Supplies (SHS) and the Best Procurement Implementation (BPI) Programme into one coordinated, professional procurement organisation. NP is responsible for ensuring that an efficient service of the highest standards in modern procurement practice is provided to all NHSScotland organisations. 
	There are three main components to National Procurement: Strategic Sourcing (Better Buying), 
	e: Procurement and Systems (Technology), Logistics (Product Distribution). 
	Neutropenia The presence of abnormally few neutrophils in the blood, leading to increased susceptibility to infection. 

	National Services Scotland (NSS) 
	National Services Scotland (NSS) 
	A non departmental public body which provides advice and services to the rest of NHSScotland. Accountable to the Scottish Government, NSS works at the heart of the health service, providing national strategic support services and expert advice to NHSScotland. 
	Nutrient analysis To calculate the amount of energy and nutrients in a particular food, recipe or menu using a standard procedure. 
	Nutrient (based) 
	Nutrient (based) 
	Nutrient (based) 
	The nutrient requirements of a 'general' hospital 

	standards 
	standards 
	population, which a hospital catering service is 

	TR
	required to meet through food and fluid provision. 

	TR
	These are defined for the 'nutritionally vulnerable' 

	TR
	patient and also the 'nutritionally well'. 


	Nutrient specification A document which states the food and nutritional requirements that a catering establishment must meet. 
	Nutritional Care Embodies a coordinated approach to the delivery of food and fluid by different healthcare professionals, and recognises the patient as an individual with needs and preferences. As a process, nutritional care determines a person’s preferences and cultural needs, defines their physical requirements, and then provides the person with what they need. It follows a person’s progress through an illness, responding to changing nutritional requirements. It involves the monitoring and reassessment of
	Nutritional Assessment A more in-depth evaluation of a patient’s nutritional state, undertaken by an individual(s) with nutritional expertise, for example a dietitian. 
	Note: This is not the same as a nurse’s nutritional care assessment. 

	Nutritional needs 
	Nutritional needs 
	Refer to ‘nutritional requirements’. 
	Nutritional requirements The amounts of energy and nutrients that individuals need for health. 
	Nutritional screening A simple, rapid process by which an individual's nutritional status or risk of developing poor nutritional status is determined. This then allows a care plan of monitoring and treatment to be implemented for the individual patient. This ideally should be carried out using a validated nutritional screening tool. 
	'Nutritionally vulnerable' Individuals who have normal nutritional requirements but with poor appetite and/or unable to eat normal quantities at mealtimes; or who have increased nutritional needs. 
	'Nutritionally well' Individuals who have normal nutritional requirements and normal appetite or those with a condition requiring a diet that follows healthier eating principles. 

	Obesity 
	Obesity 
	Obesity occurs when energy intake from food and drink consumption, including alcohol, is greater than energy requirements of the body’s metabolism over a prolonged period, resulting in the accumulation of excess body fat. The Body Mass Index (BMI) is commonly used as a measure of obesity and overweight with BMI greater than 30kg/m taken to indicate obesity. 
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	Operational Group 

	Oral Nutritional Supplements (ONS) 
	Oral Nutritional Supplements (ONS) 
	Responsible for implementing local protocol or protocols for the provision of food and fluid to patients. The core membership of this group includes a senior member of catering staff, a senior nurse, a doctor, a senior member of the oral health team, a senior dietitian, other allied health professionals including a speech and language therapist, and patient representation. The group will also have other representatives appropriate to population need and to the food delivery system. 
	Are typically used in addition to the normal diet, when diet alone is insufficient to meet daily nutritional requirements. ONS not only increase total energy and protein intake, but also the intake of micronutrients.  

	Out-of-hours provision 
	Out-of-hours provision 
	The provision of appropriate food and drinks to individuals outwith the scheduled mealtimes set within the hospital. Defined as food or fluid provided when the catering facility has closed for the day. 
	Patient A person who is receiving care or medical treatment. A person who is registered with a doctor, dentist, or other healthcare professional, and is treated by him/ her when necessary. 
	Protected meal-times Periods of time on a hospital ward when all non-urgent activity stops, allowing the patient to eat without being interrupted and staff are available to provide assistance. 
	Protein source A food item such as meat, fish, eggs, cheese or pulses which provides the nutrients necessary for proper growth and function of the human body. 
	Renal diets Therapeutic diets for individuals who have kidney disease. 
	Satisfaction survey Seeking the views of service users through responses to pre-prepared questions and carried out through interview or self-completion questionnaires. 
	Scottish Dietary Goals The Goals describe, in nutritional terms, the diet that will improve and support the health of the Scottish population. They are set at the Scottish population level. They indicate the direction of travel, and assist policy development to reduce the burden of obesity and diet-related disease in Scotland. They will continue to underpin diet and health policy in Scotland and will be used for scientific monitoring purposes. 
	Screening tool A nutritional screening tool is an aid to assess a patient's nutritional status. 
	Special and personal diets For example, religious or ethnic dietary requirements or other life style diet choices i.e. vegan. 
	Standard A level of quality or achievement that is considered acceptable. 
	Standard recipe A recipe where the quantities, ingredients and methods are set and defined, and should not be deviated from. A standard recipe should give a consistent quality product. 
	Snack A snack is a small quantity of food eaten between meals. 
	Substantial snacks Two small quantities of food which contribute a minimum of 300kcals.  
	Texture-modified diet Food/fluid that has had its consistency altered to enable a person to chew and swallow it safely without choking. 
	Therapeutic diet Food/fluid which has had its nutrients modified to meet the nutritional needs of a person, and which forms part of their medical treatment to prevent symptoms or improve nutritional status. 
	Ward supplies Minimum food and beverage provisions that must be available on a ward to provide to patients. 
	Wholegrain cereals Fibre content is >3g/100g or at least 3g in reasonable expected daily intake of food (Healthy Living Award). 
	HOSPITAL FOOD Hospital Food as an exemplar for society Scotland’s National Food and Drink Policy The ‘Food in Hospitals’ Guidance Food, Fluid andNutritional Care Standards Procurement Reform (Scotland) ActPublic Bodies DutiesClimate Change (Scotland) Act Complex Nutritional Care Standards Community Empowerment (Scotland) Act The ScottishDietary Goals Catering skills and training Reducing waste and CO2 Delivering appropriate food and nutrition Delivering quality andchoice for patients Catering for Change - b
	Health Economy 
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	Food in Hospitals Context in Scotland 
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	Figure
	1. Introduction 
	1. Introduction 
	1. Introduction 
	1.1 Introduction 
	1.1 Introduction 
	Eating well and enjoying food is fundamentally important for every individual’s health and wellbeing. In a hospital setting appealing food and good nutrition is more than this, here it is vitally important. 
	Catering provision in NHS hospitals should always be exemplary, promoting a healthy balanced diet for patients, staff and visitors. This is a complex task. The challenge requires efficient service delivery, coordination, and excellent communication to share information, knowledge and understanding between caterers, procurement, suppliers and medical staff. Further, input from patients is pivotal to the success of Food in Hospitals. In a diverse hospital population, food must meet the nutritional requirement
	Food provided for patients needs to be familiar, appealing and available at appropriate times. Above all it needs to be eaten and enjoyed. Maximising opportunities for individuals to eat and drink and delivering quality and choice are fundamental to improving consumption. 
	For many patients who are assessed as ‘nutritionally vulnerable’, good nutrition means the provision of small, energy and nutrient-dense meals with frequent snacks to address problems of poor appetite and risk of malnutrition. 
	There is also a significant proportion of patients who may be classified as ‘nutritionally well’ whose nutritional needs do not differ from that of the general population. Nearly two-thirds of adults and a third of children in Scotland may be classed as ‘nutritionally well’ but are overweight or obese. Poor diet contributes significantly to high rates of preventable disease such as cancer, heart disease and diabetes in Scotland. 
	The advice for the ‘nutritionally well’ is a healthy balanced diet that is characterised by a higher proportion of lower fat, salt and sugar foods and the inclusion of at least five portions of fruit and vegetables a day plus a higher proportion of starchy foods including high fibre foods.
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	There are other important aspects which we expect will characterise food in hospitals including a focus on improving the social aspects of eating with encouragement from staff, visitors and volunteers and developing dining areas where these are present. 
	The types of food and menus are a priority identified in  which advocates greater use of fresh, seasonal, local and sustainable produce and Procurement Reforms which recognise the purchase of food to improve the health, wellbeing and education of communities in an authority’s area, and promote the highest standards of animal welfare. 
	‘Scotland’s National Food 
	and Drink Policy – Becoming a Good Food Nation’

	Food in Hospitals Catering and Nutrition Specification 
	This Food in Hospitals Specification 2008 has been revised and updated to support Scottish NHS Boards in implementing: 
	• 
	• 
	• 
	the Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards specifically Standards 3, 4 and 5; and 
	3 


	• 
	• 
	the delivery of a healthy balanced diet for patients who are considered to be ‘nutritionally well’. 


	As such, Food in Hospitals provides information on standards for nutritional care, nutrient and food provision for patients within hospitals. It provides information on how the standards/guidance can be met, through assessment of the hospital population’s dietary needs, menu planning, and practical suggestions on food choices suitable for different dietary needs, including special and therapeutic diets. 
	The Specification aims to ensure a common and accurate understanding about different patients’ nutritional and dietary needs by everyone involved in food provision in hospital settings. It sets out how not only caterers, but all those involved in the provision of food and fluids to patients, including menu planning groups, nurses, dietitians, Speech and Language Therapists (SLT) and Commodity Advisory Panels can help ensure appropriate food is procured, produced, available and provided to meet the varying d
	Ultimately this document aims to support the current culture change surrounding hospital catering to one that recognises the fundamental importance of providing appropriate food provision for every patient as part of his or her treatment. This in turn will positively influence health and recovery. 
	Food service provision must reflect the needs of the local patient population. The size of the catering facility and also the method of food production, whether it is on-site, out-sourced, ready-prepared bought-in, cook-fresh, cook-chill or cook-freeze will impact on the scope of service that different establishments can provide. 
	Hospital catering and the food it provides, although previously viewed as a non-clinical service within the NHS, and grouped with facilities services such as portering and cleaning, is now widely accepted to play an important clinical role in the treatment of hospital patients. Understanding of the importance of food and nutrition in the wellbeing of hospital patients has also increased and it is implicit that providing appropriate food and fluid for the patient population can be effective in cutting the le
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	1.2 Purpose 
	1.2 Purpose 
	Nutritional care is more than the provision of food and fluid to patients and demands effective multi-disciplinary team working to ensure the dietary needs of all patients are met. 
	The purpose of this Food in Hospitals Catering and Nutrition Specification is to: 
	• 
	• 
	• 
	set out nutrition and catering criteria to ensure that NHS Boards support HIS Food, Fluid and Nutritional Care Standards;
	3 


	• 
	• 
	provide guidance for the planning group responsible for the implementation of local protocols for the provision of food and fluid to patients; 

	• 
	• 
	act as a practical resource for catering and dietetic staff to ensure that the provision of patient catering across NHSScotland is operating in line with Scottish Government and NHS policies,; and 
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	• 
	• 
	define the nutritional and dietary requirements of hospital patients. 



	Table 1: Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards
	Table 1: Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards
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	Standard 1: Policy and Strategy 
	Standard 1: Policy and Strategy 
	Standard 1: Policy and Strategy 
	Each NHS Board has a policy, and a strategic and coordinated approach, to ensure that all patients receive safe, effective and person-centred nutritional care, irrespective of speciality and location (hospital or community). When a person is admitted to hospital, or to a community caseload, a nutritional care assessment is carried out. Screening for the risk of malnutrition is also carried out, both initially and on an ongoing basis. A person-centred care plan is developed, implemented and evaluated. Formal

	Standard 2: Assessment, Screening and Care Planning 
	Standard 2: Assessment, Screening and Care Planning 

	Standard 3: Planning and Delivery of Food and Fluid in Hospital 
	Standard 3: Planning and Delivery of Food and Fluid in Hospital 

	Standard 4: Provision of Food and Fluid to Patients in Hospital 
	Standard 4: Provision of Food and Fluid to Patients in Hospital 
	Food and fluid are provided in a way that is acceptable to all patients in hospital. 

	Standard 5: Patient Information and Communication 
	Standard 5: Patient Information and Communication 
	Patients have the opportunity to discuss, and are given information about, their food, fluid and nutritional care. Patient views are sought and inform decisions made about the food, fluid and nutritional care provided. Staff have the knowledge and skills required to 

	Standard 6: Education 
	Standard 6: Education 

	and Training for All Staff 
	and Training for All Staff 
	meet patients’ food, fluid and nutritional care needs, commensurate with their duties and responsibilities, and relevant to their professional discipline and area of practice. 


	It is intended that this document is used in conjunction with other key documents such as the Hospital Caterers Association (HCA) Good Practice Guide Healthcare Food and Beverage Service Standards, A Guide to Ward Level Services and Nutrition and Hydration Digest: Improving Outcomes through Food and Beverage Services
	 to support healthcare establishments achieve this specification.
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	The hospital population 
	The hospital population 
	While the majority of patients depend on ordinary hospital food to improve or maintain their nutritional state in order to optimise their recovery from illness, many patients, who are ill in hospitals or other care settings have poor appetites or have an impaired ability to eat, with the resultant risk of developing 
	malnutrition.
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	In 2000 the Clinical Resource and Audit Group (CRAG) found 21% of older people in Scotland’s long-term care establishments (including NHS hospitals) were  The food consumed by residents was significantly less than the dietary recommendations for many nutrients including energy. 
	undernourished.
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	Amalgamated data from hospitals in Scotland that participated in the four BAPEN Nutrition Screening Week Surveys (NSWs) undertaken between 2007 and 2011 revealed that overall, ‘malnutrition’ (medium + high risk according to ‘MUST’) affected 24% of adults on admission to hospital which was lower than the UK as a whole (29%) and lower than any of the other nations of the UK. Most of those affected were at high risk. The prevalence varied significantly between seasons being higher in the summer (29%) and winte
	15 

	There were marked differences between certain characteristics of adults admitted to hospital and the general population of Scotland. The mean age of adults admitted to hospital during the five year period was around 17 years higher, while the mean BMI slightly lower than the general population. More people were admitted to hospital who were underweight (<20 kg/m) or severely obese (≥40 kg/m) than were found in the general population. 
	2
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	Older people are more likely to be undernourished when admitted to hospital and remain undernourished during their hospital stay. They also have longer periods of hospital stay. Sixty-one per cent of patients in the NHS in Scotland are over 65 years and around 36% of NHS in-patient beds in Scotland are for older patients with or without mental health acute care  The mean length of stay per episode for all specialty in-patient facilities was 4.5 and 4.4 days in 2013 and 2014 respectively, but for the older p
	needs.
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	1.3 Policy Background 
	1.3 Policy Background 
	Food is a high priority in Scotland and food procured and served in hospitals can contribute to the success of a range of policies and legislation. It should in particular be a service which exemplifies Scotland’s National Food and Drink Policy. Scotland has one of the poorest diet related health records globally. We waste a fifth of the food we buy and we remain disconnected from where our 
	Food is a high priority in Scotland and food procured and served in hospitals can contribute to the success of a range of policies and legislation. It should in particular be a service which exemplifies Scotland’s National Food and Drink Policy. Scotland has one of the poorest diet related health records globally. We waste a fifth of the food we buy and we remain disconnected from where our 
	food comes from, how it is produced and the impact of food on the environment even although 30% of greenhouse gases relate to food production and consumption. Some key policies and legislation are detailed in the following. 


	1.4 Scotland’s National Food and Drink Policy 
	1.4 Scotland’s National Food and Drink Policy 
	Scotland’s overarching National Food and Drink Policy - Recipe for Success aims to promote Scotland’s sustainable economic growth in relation to food and drink and it focuses attention on the need to address issues of quality, environmental stewardship, health and wellbeing and access to good food and nutrition in public settings such as hospitals. 

	1.5 Good Food Nation 
	1.5 Good Food Nation 
	A refocusing of the policy is set out in, which commits to tackling head-on difficult areas such as, behaviour change and what we consume as a nation. It recognises that there are deep-seated poor dietary habits in Scotland which we need to turn around and it acknowledges that we need to support a thriving and resilient food system. Food purchased and served in schools, hospitals, prisons, universities and colleges must strive to be the exemplar of all that being a Good Food Nation Bill entails: 
	 Becoming a Good Food Nation

	• 
	• 
	• 
	Championing fresh, in season, local and sustainable produce. 

	• 
	• 
	Celebrating provenance and ethical sourcing. 

	• 
	• 
	Ensuring food in public settings provides access to good nutrition, and that how it is purchased, prepared and served exemplifies a ‘Good Food Nation’. 


	Leadership will be key and NHSScotland and local authorities, alongside the Scottish Government, are vitally important to making progress. Creating the demand for healthy and appealing food and menus is an opportunity for hospital caterers and will require imagination, innovative menus and procurement. The challenge for the hospital caterer is to achieve best value from public funding, deliver quality and choice and to work with the supply chain to stimulate demand for new, healthy, resource efficient produ
	arrangements.
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	1.6 The Scottish Dietary Goals 
	1.6 The Scottish Dietary Goals 
	The Scottish Dietary Goals (SDGs) revised in 2013, describe, in nutritional terms, the diet that will improve and support the health of the Scottish  The goals encompass foods (fruit and vegetables, red meat, oil rich fish) and nutrients (total fat, saturated fatty acids, trans fatty acids, free sugar, fibre and salt intakes). 
	population.
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	These evidence-based goals indicate the direction of travel, and assist policy development to reduce the burden of obesity and diet related disease in Scotland. As such, improvements in hospital food and the exemplary role of the Health Service in relation to food provision will support achievement of the SDGs. 
	The ‘eatwell guide’ provides a pictorial representation of the proportions of foods we should eat to help meet the Scottish Dietary Goals. The ‘eatwell guide’ therefore describes the healthy diet for patients with no specific clinical dietary requirements.
	1 


	1.7 Food, Fluid and Nutritional Care Standards – Healthcare Improvement Scotland 
	1.7 Food, Fluid and Nutritional Care Standards – Healthcare Improvement Scotland 
	In Scotland, NHS Quality Improvement Scotland published the clinical standards for Food, Fluid and Nutritional Care in Hospitals in 2003. The standards have been revised by Healthcare Improvement Scotland and published in 2014.The revised standards apply to the care of all patients, children and adult, in both community healthcare and hospital settings and have been developed in recognition of health and social care integration.
	19
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	Two fundamental considerations that hospitals need to address in order to provide a service which is likely to meet the dietary and nutritional needs of its patients is: maximise opportunities for patients to eat and drink, the provision of substantial snacks, out-of-hours service provision, on-ward provisions; and also maximising the choice of suitable foods and fluids available. 
	The HIS Food, Fluid and Nutritional Care Standards apply to the care of all patients, paediatric and adult, in both community healthcare and hospital care in Scotland, whether directly provided by an NHS Board or secured on behalf of an NHS Board. Although the standards apply specifically to healthcare settings, they have been developed in recognition of the integration agenda and the principles that apply to standards in both health and social care. 
	Within the standards the term ‘community’ is used to mean services and care provided by the NHS in a patient’s home or NHS setting (for example, community hospitals, day centres, or outreach services) and care delivered by district nurses, health visitors, community psychiatric/mental health nurses, and school nurses. The remit of the standards does not include care provided by social care or independent private care staff, or care provision within a care home. 
	Standards 3 and 4 only apply to the care of patients in hospital. 
	They encompass the planning, assessment, provision, delivery and education of nutrition care (refer to Table 1 for overarching standards). This document supports the delivery of all of these standards; however it gives further clarity and support in specifically achieving Standards 3, 4 and 5.
	3 

	Strategies to meet HIS Food, Fluid and Nutritional Care Standards, and fulfil the Council of Europe Resolution must ensure respect and valuing of the diversity of patients’ needs.
	3, 13, 20 

	NHS Boards and Operational groups must gather information on the diverse needs of the populations they are serving and ensure inclusive attitudes and practises to food service provision if all individuals’ needs are to be met. 
	1.8 Nutrition Support for Adults: Oral Nutrition Support, Enteral Tube Feeding and Parenteral Nutrition, Methods, Evidence and Guidance 
	The National Institute for Clinical Excellence published Guidance in February 2006.
	21 

	The recommendations re-iterate the need for regular nutritional screening, multi-disciplinary working and education and training in the hospital setting. They also state that ‘healthcare professionals should ensure adequate quantity 
	The recommendations re-iterate the need for regular nutritional screening, multi-disciplinary working and education and training in the hospital setting. They also state that ‘healthcare professionals should ensure adequate quantity 
	and quality of food and fluid is available in an environment conducive to eating and there is appropriate 
	support’.
	21 


	The nutritional requirements of some people cannot be met by the usual oral route, even with extra help at mealtimes or by the prescription of simple oral nutritional supplements. Under these circumstances additional help is sometimes required, either by feeding by a tube into the gut, or through a line placed into the vein. Techniques that involve tubes or lines constitute ‘complex nutritional care’. 
	In December 2015, Healthcare Improvement Scotland produced the Complex Nutritional Care Standards to support NHS Boards to ensure that patients who require complex nutritional care are safely and effectively managed. The Standards also outline that NHS Boards must ensure that patients are informed, involved and supported in all stages of their care and that staff have the knowledge, skills and experience to deliver safe, effective and person-centred complex nutritional care to 
	patients.
	22 

	1.9 The Council of Europe Produced Resolution ResAP (2003) Food and Nutritional Care in Hospitals: How to Prevent Undernutrition
	13 

	In November 2003, The Council of Europe produced resolution ResAP (2003)Food and Nutritional Care in Hospitals: How to Prevent Undernutrition, to which the UK is a signatory. It states that ‘All patients have the right to expect that their nutritional needs will be fulfilled during a  This resolution acknowledges there are differences in nutritional care across Europe with improvements required in nutrition screening, food provision and education and training of staff. In November 2003 Audit Scotland audite
	13 
	hospitalisation’.
	13
	findings.
	23


	1.10 The Procurement Reform (Scotland) Act 
	1.10 The Procurement Reform (Scotland) Act 
	The role of NHS food procurement should be recognised for its potential to promote healthier eating and sustainable supply chains. The Procurement Reform (Scotland) Act 2014 establishes a national legislative framework for sustainable public procurement that supports Scotland’s economic growth through improved procurement practice. The Act focuses on a small number of general duties on contracting authorities regarding their procurement activities.  For example, it introduces a Sustainable Procurement Duty 
	The Act also makes a requirement for the NHS to publish its procurement strategies. A contracting authority required to produce a procurement strategy must include a statement of the authority’s general policy on how it intends its approach to regulated procurements involving the provision of food to improve the health, wellbeing and education of communities in the authority’s area, and promote the highest standards of animal 
	welfare.
	10 

	1.10.1 Catering for Change: Buying Food Sustainably in the Public Sector 
	1.10.1 Catering for Change: Buying Food Sustainably in the Public Sector 
	This guidance is aimed at the procurement of food or catering services in the Scottish public sector. It tells how public bodies, including the NHS, can use food procurement to make a significant contribution towards economic, environmental, social, and health related objectives, including taking steps to encourage the involvement of smaller suppliers and improving the quality of the food we buy. Sustainable Procurement means that hospitals should achieve a balance that takes account of the quality of food 
	• 
	• 
	• 
	specifying fresh and seasonal produce in tender documents; 

	• 
	• 
	removing barriers which stop small businesses bidding for work; 

	• 
	• 
	structuring contracts in a way that attracts a wide range of suppliers; 

	• 
	• 
	addressing quality and nutrition characteristics; 

	• 
	• 
	buying food which will help to meet the Scottish Dietary Goals; 

	• 
	• 
	taking account of how food has been produced and processed and considering animal welfare; 

	• 
	• 
	thinking about the most efficient delivery and distribution. 




	1.11 Non-patient Food-related Policies and Initiatives 
	1.11 Non-patient Food-related Policies and Initiatives 
	Healthyliving award plus 
	The healthyliving award is a national award for the food service sector which aims to assure the principles of a healthy balanced diet and in keeping with Scottish dietary targets. Hospitals are required to achieve the healthyliving award plus for staff and visitor catering only which requires a greater provision and promotion of foods that support healthier 
	eating.
	24 

	Supporting Healthy Choices 
	The Scottish Government and the Food Standard Scotland (FSS) voluntary framework for Supporting Healthy Choices sets out the action required to shape and better support healthier diets in Scotland including supporting healthier catering for staff and 
	visitors.
	25 

	The Healthcare Retail Standards (HRS) 
	The Standards apply to retail outlets within healthcare buildings including trolley services whether the outlet is run by the hospital or voluntary, private or public sector. It does not apply to hospital catering outlets or vending although mixed outlets with a significant retail element are expected to attain the HRS as well as the healthyliving 
	award.
	26 


	1.12 Food Standards Scotland (FSS)
	1.12 Food Standards Scotland (FSS)
	27 

	FSS was created to ensure that information and advice on food safety and standards, nutrition and labelling is independent, consistent, evidence-based and consumer-focused. The key aims of FSS are to help protect the public from risks to health which may arise through the consumption of food and advise on how what we eat will promote good health. 
	The key aims of Food Standards Scotland (FSS) are: 
	• 
	• 
	• 
	to protect the public from risks to health which may arise in connection with the consumption of food; 

	• 
	• 
	to improve the extent to which members of the public have diets which are conducive to good health; and 

	• 
	• 
	to protect the other interests of consumers in relation to food. 


	Food safety incidents – The Public Sector Incident Protocol 
	The Public Sector Incident Protocol (PSIP) sets out the national arrangements for responding swiftly and effectively to food incidents that require coordinated action across the public sector. 
	In the event of an incident affecting hospitals, NHS National Services Scotland (NHS NSS) Procurement will be the main link with the FSS and you should communicate any issues to NHS NSS Procurement’s Commodity Manager (Food), National Procurement. 
	The Protocol defines the communication and coordination arrangements between Food Standards Scotland (FSS) and the affected public sector organisations including 
	hospitals.
	28 

	The types of incidents which can be anticipated are Food Hazards with a potential to impact on consumer safety, Food Fraud and Non-Hazardous Incidents which may impact on the food supply chain, including issues of quality, provenance, authenticity, composition and labelling. 

	1.13 Business Continuity 
	1.13 Business Continuity 
	Plans for ensuring safe delivery of food depend on local processes and patterns of providers. Catering and Facilities Managers (in consultation with Emergency Planning Officers) need to work together locally to produce, review and update robust plans for a range of emergencies. e.g. disruption to all power supplies, water, food supplies, staffing shortages, equipment failure, loss of catering service, site lift failure, transportation, communications etc (this indicative list is not exhaustive). 
	Any plans should be tested to ensure validity and that communication of these includes not only direct staff involved but other departments who are co-dependent on a catering service. Exercises in testing could be table-top or where appropriate live. 
	Figure
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	2. Nutrient Needs of the Hospital Population 
	2. Nutrient Needs of the Hospital Population 
	Summary 
	Summary 
	• 
	• 
	• 
	An assessment of individual patients’ dietary needs should form part of their individual medical and nursing care along with a plan of how these needs will be met. 

	• 
	• 
	Assessment of likes, dislikes, allergies/intolerances, need for therapeutic diet and difficulties with eating/drinking should be made. 

	• 
	• 
	Nutrient standards are based on two groups, the ‘nutritionally well’ and the ‘nutritionally vulnerable’. 

	• 
	• 
	The ‘nutritionally vulnerable’ i.e. those at risk of malnutrition often have small appetites and poor food intakes and so may require the provision of tasty, energy and nutrient-dense foods that come in modest portion sizes along with increasing food choice and eating opportunities. 

	• 
	• 
	‘Nutritionally well’ patients are those people whose reason for admission to hospital will not affect their food and fluid intake. The food provision for these people should be in line with the Scottish Dietary Goals. 

	• 
	• 
	The nutrient specification is based on the most recent evidence i.e. energy, carbohydrate and salt from SACN guidance, fluid from European Food Safety Authority Guidance and the remainder are DRVs from the COMA 
	report.
	29, 30, 31, 32 ,33 


	• 
	• 
	It is essential that a hospital menu is capable of meeting the nutrient Standards set out in Table 2. 


	2.1 Introduction 
	2.1 Introduction 
	It is important to remember hospitals, by their very nature, consist of varied population groups and with the exception of specialist centres such as children’s hospitals, the food service will have to provide suitable food and fluid for babies to older adults. 
	This section lays out the nutrient requirements of a ‘general’ hospital population, which a hospital catering service is required to meet. Unlike food service in other institutions such as schools or prisons, the hospital population’s nutritional and dietary needs are much more diverse. These will vary according to a number of factors, including individuals’ age, physical condition and/or illness. 
	Each age group of the hospital population has different nutritional requirements, 
	e.g. children have specific needs to facilitate growth and development whilst adult requirements are necessary to achieve or maintain good health. In terms of health, at one end of the scale there are, short-term admissions where an individual’s normal diet is not interrupted, whilst at the other end of the scale long-term illness and/or treatments that adversely affect a patient’s food intake and have negative effects on their health are also commonplace. 
	Local assessment of the dietary needs of each hospital population is therefore fundamental for successful menu planning and appropriate food provision. 
	A large proportion of hospital patients, such as the acutely ill or undernourished, require diets that are more energy and nutrient-dense. This means that the same amount of energy (from fat and carbohydrate), protein, vitamins, minerals and trace elements must be provided in a smaller volume of food. 
	Many patients may also require a therapeutic diet, e.g. patients with increased requirements, patients with kidney disease or patients requiring a texture-modified diet. Critically-ill patients or those requiring specialised nutrition care, in relation to their illness, should continue to be assessed individually by the appropriate healthcare professionals. Specific dietary parameters of common therapeutic diets are covered in Section 5. 

	2.2 Recognising Patient Needs 
	2.2 Recognising Patient Needs 
	Assessment, Screening and Care Planning 
	Healthcare Improvement Scotland’s Food, Fluid and Nutritional Care Standards, Standard 2 states:
	3 

	‘When a person is admitted to hospital, or to a community caseload, 
	a nutritional care assessment is carried out. Screening for the risk of 
	malnutrition is also carried out, both initially and on an on-going basis. 
	A person–centred care plan is developed, implemented and evaluated’.* 
	A person–centred care plan is developed, implemented and evaluated’.* 



	Nutritional Care Assessment 
	Nutritional Care Assessment 
	In addition to the need for nutritional screening of all patients, an assessment of each patient’s dietary needs should also form part of their individual medical and nursing care. A plan of how these needs will be met should be developed, implemented and monitored. 
	Healthcare Improvement Scotland’s Food, Fluid and Nutritional Care Standards, criteria 2.2 states:
	3 


	‘The Nutritional care assessment should accurately identify and record: 
	‘The Nutritional care assessment should accurately identify and record: 
	• 
	• 
	• 
	measured height and weight, with the date and time that these measurements were taken (if estimates are used, this should be stated and a rationale provided); 

	• 
	• 
	food allergies/intolerances; 

	• 
	• 
	eating and drinking likes and dislikes; 

	• 
	• 
	therapeutic or texture-modified diets requirements; 

	• 
	• 
	cultural, ethnic or religious dietary requirements; 

	• 
	• 
	social and environmental mealtime requirements; 

	• 
	• 
	physical difficulties with eating and drinking, including swallowing difficulties; 

	• 
	• 
	the need for help and support with eating and drinking, for example prompting and encouragement, equipment or community meals; 


	• oral health status.’ 
	This may require referral to a physiotherapist, occupational therapist or speech and language therapist (SLT) for advice on positioning individuals when eating or drinking, the identification of suitable cutlery, dishes and cups to assist with eating and drinking and promote independence and hence maximise dietary intakes. 
	It is important to remember that individuals’ dietary needs can change with changes in their medical condition(s) and thus monitoring individuals’ nutritional needs is important to inform appropriate food provision. 
	2.2.1 ‘Nutritionally Vulnerable’ Hospital Patients 
	2.2.1 ‘Nutritionally Vulnerable’ Hospital Patients 
	Studies have shown that a significant proportion of patients admitted to hospital are at risk of malnutrition or are malnourished and that many of these patients’ nutritional needs go unrecognised leading to preventable complications and an increase in length of stay. Older adults in long-stay care have been shown to be at particular nutritional risk.
	34
	14 

	Patients can be ‘nutritionally vulnerable’ if they: 
	• 
	• 
	• 
	are admitted to hospital malnourished; 

	• 
	• 
	have preceding unexplained or unintentional weight loss; 

	• 
	• 
	have physical difficulty eating and/or drinking; 

	• 
	• 
	have acute or chronic illness affecting appetite and food intake; 

	• 
	• 
	have cognitive or communication difficulties; 

	• 
	• 
	have increased nutritional requirements (e.g. due to trauma, burns); 

	• 
	• 
	require the texture of food and/or fluid to be modified; 

	• 
	• 
	have an increased length of stay. 


	The dietary intakes of hospital patients have been found not to meet energy and nutrient requirements, even when the hospital menu is designed to meet dietary and nutritional needs of the hospital  Patient choice/selection can however, have a bearing on nutritional  These individuals’ dietary needs are very much more focused on the provision of tasty, energy and nutrient-dense foods that come in modest portion 
	population.
	35
	intake.
	36
	sizes.
	37 

	Increasing the availability of suitable food choices and also the opportunities to eat will be critical in enabling patients to achieve their nutritional and dietary needs. For many of these patients it may not be appropriate for a healthy balanced diet to be provided at this time. 

	2.2.2 ‘Nutritionally Well’ Hospital Patients 
	2.2.2 ‘Nutritionally Well’ Hospital Patients 
	A proportion of patients who are in hospital can be classified as ‘nutritionally well’ individuals. This will include, for example, patients who may be hospitalised due to a minor illness, maternity patients not experiencing complications and previously fit healthy people whose illness does not/will not affect their food and fluid intake such as those having minor elective surgery. 
	There are also other patient groups with chronic conditions, for example, young adults with mental health problems who are in long-stay care and who may be nutritionally at risk e.g. those with eating disorders, whilst other individuals’ dietary needs are very much more in line with those of the general healthy population. It would be appropriate for these patients to be provided with a diet that is based on general healthy eating principles and is in line with the Scottish Dietary Goals. 


	2.3 Nutrient Specification 
	2.3 Nutrient Specification 
	Healthcare Improvement Scotland’s Food, Fluid and Nutritional Care Standards, Standard 3 states:
	3 

	‘Formalised structures and processes are in place to plan the provision and 
	delivery of food and fluid in hospitals, in line with Food in Hospitals.’ 
	2.3.1 Nutritional Requirements of Hospital Patients 
	2.3.1 Nutritional Requirements of Hospital Patients 
	The Department of Health Committee on Medical Aspects of Food Policy (COMA) in 1991 published Report on Health and Social Subjects number 41, Dietary Reference Values for Food Energy and Nutrients for the United .
	Kingdom
	30 

	This publication sets out recommended Dietary Reference Values (DRVs) which are the daily requirements for nutrients for all age groups (Appendix 2). The current document uses these nutrient DRVs. However, for energy requirements, for salt and for carbohydrate more recent advice from the Scientific Advisory Committee on Nutrition (SACN) are the nutrient specifications for the general hospital The Scottish Dietary Goals for macronutrients are generally the same as the guidance provided by SACNP for the popul
	population.
	29, 31, 32 
	acids.
	32 

	There currently is no UK DRV for water intake therefore the European Food Safety Authority DRV for water is used for water intakes for all ages. In addition, fluid requirements for children can be used using the guidance from Great Ormond Street Hospital for Children NHS Foundation Trust (
	33
	GOSH).
	38 

	The following terms relating to energy and nutrient intakes are used to define the needs of population groups of the UK:
	30 

	• 
	• 
	• 
	EAR (Estimated Average Requirement) – the amount of energy required each day by an average person in the specified age group, some people require more, and some less than this figure; 

	• 
	• 
	RNI (Reference Nutrient Intake) – the amount of a nutrient estimated to meet the needs of the majority of the population; 

	• 
	• 
	Safe Intake – some nutrients can be toxic in high amounts, safe levels of intake are recommended for these. 


	These recommendations were developed specifically for use with healthy groups of the population. The British Association of Parenteral and Enteral Nutrition (BAPEN) has proposed amendments to the recommendations for energy and protein for the unwell hospital  The amendments to the DRVs for a hospital population and the rationale behind this are explained fully in Appendix 3. 
	patient.
	39

	The nutrient specifications in the current document endorse the recommendations provided by the British Dietetic Association (BDA) and NICE 
	guidance.
	12, 21 

	Using DRVs to plan the food and fluid provision in hospitals alongside nutritional care assessments that have clear nutritional management guidelines to support those individuals identified ‘at-risk’, should ensure that Standard 3 of the HIS Food, Fluid and Nutritional Care Standards can be achieved.
	3 

	It is essential that a hospital menu is capable of meeting the nutrient criteria set out in Table 2, as appropriate for the patient population it is catering for: 
	• 
	• 
	• 
	energy on a daily basis; 

	• 
	• 
	protein on a daily basis; 

	• 
	• 
	salt on a daily basis; 

	• 
	• 
	fluid on a daily basis; 

	• 
	• 
	RNI for micronutrients (vitamins and minerals) on a weekly basis. 


	This pragmatic approach allows menus to be planned with greater flexibility. It is unlikely that a free-living individual at home will meet the RNI for all nutrients on a daily basis, with most being met on average over a week. 
	As noted, hospital menus must meet the nutritional requirements of diverse patient population  Two sets of nutrient criteria have been specified in Table 2, this is acknowledgement of the extremes of the core nutritional requirements in the hospital setting (outlined in Section 2.2). 
	groups.
	32

	One set of criteria is applicable to the needs of ‘nutritionally vulnerable’ patients: those with poor appetites, poor food intakes and those who are undernourished. The other set of nutrient criteria is in line with the requirements of a healthy balanced diet and thus are applicable to the needs of those patients who are considered to be ‘nutritionally well’. 
	Provision of a menu that meets the nutritional requirements outlined for hospital patients, must also be a menu that provides options of dishes that tempt all patients to eat, and which they will enjoy. 

	2.3.2 Rationale for Differences in Nutrient Criteria 
	2.3.2 Rationale for Differences in Nutrient Criteria 
	Many of the nutrient criteria that have been set in Table 2 are common to both ‘nutritionally well’ and ‘nutritionally vulnerable’ patients. A healthy balanced diet is inappropriate for the ‘nutritionally vulnerable’ patient. However, food from the various food groups should still be incorporated into the diets of ‘nutritionally vulnerable’ people. 
	The DRV for fat (<35% of food energy), for saturated fat (</=11% of food energy) and also that set for carbohydrate (approx 50% food energy), free sugars* (not more than 5% of food energy) and fibre** (30g) have therefore not been included as core nutrient standards for this population group. 
	Given the poor appetites and poor food intakes of many patients one of the key aims of the core food service should be to provide food with concentrated energy and nutrients in small portions in the form of three meals and two  The very nature of providing a diet that is energy and nutrient-dense in small serving sizes may require the addition of extra fat, protein, or refined carbohydrate (sugars), or selection of food items that are perhaps considered ‘less healthy’. This practice is incompatible with a r
	snacks.
	36

	A diet high in fibre is beneficial for individuals whose needs are in line with a healthy balanced diet, it is important in preventing constipation, it gives a feeling of fullness and thus individuals are less likely to want to eat as frequently. As such, a diet that is very high in fibre is not advocated for individuals with a poor appetite where the aim is to ensure maximum food and thus energy and nutrient intakes. 
	*Free sugars are all monosaccharides and disaccharides added to foods by the manufacturer, cook or consumer, plus sugars naturally present in honey, syrups and unsweetened fruit juices.  Lactose when naturally present in milk. **Average population intake of AOAC fibre for adults (16+) to increase to 30g/day by increasing consumption of whole grains, pulses and vegetables. 
	29 

	Table 2: Essential criteria for the provision of nutrients for hospitalised adults
	29, 30, 31, 32, 33 

	Nutrient (/ day) 
	Nutrient (/ day) 
	Nutrient (/ day) 
	Nutritionally vulnerable patients 
	Nutritionally well patients (DRVs) 
	Provided 

	Energy (kcal) 
	Energy (kcal) 
	Adults 2,250–2,625a 
	Adults 1,800–2,400b 
	Daily 

	Protein (g) 
	Protein (g) 
	60–75 
	56 
	Daily 

	Total fat (% food energy) 
	Total fat (% food energy) 
	Not specified4 
	<35 
	Averaged over a week 

	Saturated fat (% food energy) 
	Saturated fat (% food energy) 
	Not specified 
	<11 
	Averaged over a week 

	Carbohydrate % food energy) 
	Carbohydrate % food energy) 
	Not specified 
	>50 
	Averaged over a week 

	Free sugarsc (% food energy) 
	Free sugarsc (% food energy) 
	Not specified 
	</=5% 
	Averaged over a week 

	Fibred (g) 
	Fibred (g) 
	Not specified4 
	3032 
	Daily Daily Daily Averaged over a week Averaged over a week Averaged over a week Averaged over a week Averaged over a week 

	Sodium (mg) 
	Sodium (mg) 
	< 2,400 
	< 2,400 

	Salt equivalents (g) 
	Salt equivalents (g) 
	< 6 
	< 6 

	Vitamin A (µg) 
	Vitamin A (µg) 
	700 
	700 

	Vitamin D (µg) 
	Vitamin D (µg) 
	10 e 
	10 e 

	Calcium (mg) 
	Calcium (mg) 
	> 700 
	> 700 

	Potassium (mg) 
	Potassium (mg) 
	3,500 
	3,500 

	Iron (mg) 
	Iron (mg) 
	> 14.8f 
	> 14.8f 

	Vitamin B12(µg) 
	Vitamin B12(µg) 
	> 1.5 
	> 1.5 

	Folate and folic acid (µg) 
	Folate and folic acid (µg) 
	> 200 
	> 200 
	Averaged over a week 

	Vitamin C (mg) 
	Vitamin C (mg) 
	> 40 
	> 40 
	Averaged over a week 

	Water g 
	Water g 
	Men 2,000ml Woman 1,600mlg 
	Men 2,000ml Woman 1,600ml 
	Daily 


	Figure
	a Estimated Average Requirement (EAR) for males and females 65+ years. 
	b BAPEN recommendations for the energy requirements for the ‘unwell’ hospital patient are 1.3 to 1.5 times resting energy expenditure that equates to approximately 25-35kcal/kg/day (using midpoint as minimum value to prevent malnutrition this equates to 2,250-2,625 for 75kg Recommendations are based on reference weights used for DRVs. 
	individual).
	32 

	c Free sugars are all monosaccharides and disaccharides added to foods by the manufacturer, cook or consumer, plus sugars naturally present in 
	honey, syrups and unsweetened fruit juices. Lactose when naturally present in milk.
	29 

	d Average population intake of AOAC fibre for adults (16+) to increase to 30g/day by increasing consumption of whole grains, pulses and vegetables. 
	e The provision of food that will provide >10 µg/day vitamin D is difficult. Individual patients may still require additional supplementation, 
	especially older patients and those who are in long-stay care and house/hospital bound. 
	f When catering solely for older adults, use 10T10TRNI10T10T for individuals 50+ years (9mg/day). 
	g Values assume dietary intake: if no food intake corresponding figures are 2,000ml for women and 2,500ml for men. 
	3. Menu Planning and Food-Based Criteria 



	3. Menu Planning and Food-based Criteria 
	3. Menu Planning and Food-based Criteria 
	Summary 
	Summary 
	• 
	• 
	• 
	Any hospital menu planning and food-based criteria aims to ensure that differing dietary needs are catered for and thus maximising opportunities to ensure nutritional needs can be achieved. 

	• 
	• 
	Hospital menu requirements are informed by assessment of local patient population needs which require to be regularly reviewed; this includes energy and nutrient requirements. 

	• 
	• 
	The minimum portion offered by the catering department is the portion size used when analysing all patient menus. 

	• 
	• 
	The hospital menu provides for breakfast, lunch, and evening meal and at a minimum will include two additional substantial snacks throughout the day 

	• 
	• 
	It will enable the range of energy and protein requirements of patients to be met i.e. ‘nutritionally well’ and ‘nutritionally vulnerable’. 

	• 
	• 
	Providing a choice of foods for individuals who require or would benefit from following a diet based on ‘healthy eating’ principles enabling them to meet their nutritional requirements. 

	• 
	• 
	Ensure provision is made for a choice of foods for individuals with poor appetites or increased requirements to enable them to meet their nutritional requirements. 

	• 
	• 
	Ensure that the dietary needs of individuals who follow diets for cultural or religious reasons are met e.g. vegetarian diet, vegan diet. 

	• 
	• 
	A hospital menu must enable a range of energy and nutrient requirements and dietary preferences of the patient population to be met. 


	The following menu planning and food-based criteria have been set to assist hospitals achieve the nutrient criteria detailed in Section 2 and also a number of the standards set in HIS Food, Fluid and Nutritional Care Standards.
	3 

	These menu planning and food-based criteria also aim to ensure that patients’ differing dietary needs are catered for and thus maximise opportunities to ensure nutritional needs can be met. 
	3.1 Menu Planning Criteria  
	3.1 Menu Planning Criteria  
	Menu requirements need to be informed by assessment of local patient population needs which should be regularly reviewed. 
	To meet energy and nutrient requirements it is essential that the minimum portion offered by the catering department is the portion size used when analysing all patient menus.  


	Table 3: Menu planning criteria 
	Table 3: Menu planning criteria 
	Criteria Rationale 
	The hospital menu must provide breakfast, lunch, meal and a minimum of two additional substantial snacks throughout the day. 
	400 kcal breakfast 
	The BDA Nutrition and Hydration Digest suggests that breakfast for ‘nutritionally well’ should be 400kcal and 10g protein but for ‘nutritionally vulnerable’ it should be 485kcal and 12g 
	protein.
	12 

	To provide a menu that will enable the range of energy and protein requirements of patients to be met i.e. ‘nutritionally well’ and ‘nutritionally vulnerable’. 
	It assumes that breakfast, two hot meals with the minimum of two courses and a minimum of two substantial snacks per day are provided. 
	A minimum of 300kcal per main meal and 500kcal for an energy-dense main meal and 18g protein (protein source + starch + vegetables + sauce/ 
	gravy).
	12 

	To provide a menu that will enable the range of energy and protein requirements of patients to be met i.e. ‘nutritionally well’ and ‘nutritionally vulnerable’. This applies to the midday and evening meals (main course). It assumes that breakfast, two hot meals with a minimum of two courses and a minimum of two substantial snacks per day are provided. 
	To provide a choice of foods for individuals who require or would benefit from following a diet based on ‘healthy eating’ principles to enable them to meet their nutritional requirements. 
	To provide for the dietary needs of individuals who follow a vegetarian diet. These dishes must comply with other nutrient and food-based standards based on local population needs. 
	To provide a menu that will enable the range of energy and nutrient requirements and dietary preferences of the patient population to be met. 
	A ‘healthy eating’ meal choice at each eating occasion (must fulfil criteria as specified in Table 18). A ‘higher energy and nutrient-dense’ meal choice at each eating occasion (must fulfil criteria as specified in Table 16). To provide a choice of foods for individuals with poor appetites or increased requirements to enable them to meet their nutritional requirements. A vegetarian meal choice at each eating occasion. A minimum of two courses at the midday and evening meals. 

	Table 3: Menu planning criteria (continued) 
	Table 3: Menu planning criteria (continued) 
	Criteria Rationale 
	The smallest portion served must meet the minimum standard of nutrient provision.  
	Larger portions should be available for those who need them. 
	To provide for the range of patients’ appetites. 
	The standard portion (will be the based on the smallest available portion) and should meet the minimum nutrient requirement. 
	Larger portions should be available for those patients who choose it. Larger portions can consist of any component of the main meal as indicated by patient choice. 
	A hot main meal option at midday and at the evening meal. To ensure the varying dietary needs and preferences of the patient population are met. 
	A variety of substantial snacks must be provided a minimum of twice per day.  
	A variety of substantial snacks must be provided a minimum of twice per day.  
	Two snacks must be capable of supplying a minimum of 300kcal in total. 
	Must include fruit as a snack option. 
	On-ward provisions must provide the minimum food and beverage items (Table 13). 
	Provision of substantial snacks in addition to meals allows patients to maximise opportunities for patients to select foods enabling them to meet their energy and nutrient requirements.  
	It would be considered good practice to offer snacks three times per day for those individuals with increased energy and nutrient requirements (Section 5.2). 
	3, 12 

	Provision of fruit as a snack can enable individuals to meet the standard of 5 A Day. 
	Increasing the choice, range and variety of food items and beverages available to patients in between meals will mean patients are more likely to eat something and meet their nutritional requirements. 
	Table 3: Menu planning criteria (continued) 
	Criteria Rationale 
	Mandatory use of Standard recipes for patient meals must be used in all locations. 
	• 
	• 
	• 
	There must be an up-todate nutritional analysis of each menu item. 
	-


	• 
	• 
	In addition caterers must ensure the standard recipe includes up-to-date allergy information. 


	Healthier eating, higher energy and vegetarian dishes must be identified as a minimum on the hospital menu. 
	(According to criteria provided in Section 5).* 
	Food must be readily available for all patients who do not have the opportunity to have a meal at the normal mealtime (missed meals and out-of-hours). 
	The food offered must provide the minimum 300kcal and 18g protein, assuming that patients will only have one missed meal. Systems should be in place to record and manage consecutive missed meals. 
	Standard recipes can help to ensure there is a consistent quality and nutritional content of dishes produced and ensure consistent budgetary control. 
	There are significant patient health and safety risks associated with not following standard recipes.  
	Up-to-date nutritional analysis of each menu item enables determination of whether the menu meets the nutrient and food-based standards set. Use of standard recipes is also good practice in non-patient catering. 
	A system must exist to ensure allergy information is available to access for all involved in ordering and delivery of meals to patients. 
	This must be used to inform staff and patients of the suitability of menu items and guide patient 
	choice.
	12 

	This can be identified through a number of means including menu coding, ward manuals etc. 
	There needs to be a flexible service and recognised procedures that provides for the dietary and nutritional needs of patients who miss meals at normal meal-times.
	3 

	*National standards for children should apply. Local expertise and therefore local standards may vary. 
	3.2 Food-based Criteria 
	3.2 Food-based Criteria 
	The following food-based criteria are known to contribute to a diet of good nutritional quality and have been set to assist hospitals achieve the nutrient criteria detailed in Section 2 for the ‘nutritionally vulnerable’ and the ‘nutritionally well’ patients. 
	Table 4: Food-based criteria 
	Breads, other cereals and potatoes 
	A selection of wholegrain breakfast cereals must be available at breakfast time. 
	A selection of extra breads, including brown and wholemeal, must be available as an accompaniment to all meals. 
	Wholegrain breakfast cereals are a good source of fibre and can be useful in managing individuals with constipation (>3g 
	fibre/100g).
	40 

	Bread is a good source of energy. Offering extra bread with every meal will allow those with higher energy requirements to increase energy intakes. 
	(Offering extra bread to ‘nutritionally vulnerable’ patients who are likely to have a small appetite may not be appropriate). 
	Fruit and vegetables 
	The menu must provide the opportunity for patients to 
	choose at least five servings of fruit and vegetables across a day’s menu providing as wide a variety as possible. 
	There is increasing evidence that consuming >400g of fruit and vegetables every day may reduce the risk of developing chronic diseases such as coronary heart disease and some cancers. 
	It is also beneficial in the management of constipation. 
	Fruit and vegetables are generally a good source of vitamin C which has a role to play in wound healing and also immune function. 
	Meat, fish and alternatives 
	The menu must provide a choice of meat or meat alternatives at both midday and evening meals. 
	The menu must provide a choice of fish a minimum of twice a week, one choice of which should be an oily fish variety. 
	Meat and fish are key sources of protein, iron, zinc and vitamin B12 in the diet. 
	It is recommended that the maximum intake of processed red meat must not exceed 90g/day for an individual. This should be considered in menu 
	planning.
	18 

	Oily fish provides long-chain omega-3 fatty acids that are deficient in the Scottish diet. Appendix 4.
	41 

	Table 4: Food-based criteria (continued) 
	Milk and dairy foods 
	There must be provision for a minimum of 600ml of milk for each patient every day. 
	A choice of whole milk and lower fat milk (semi-skimmed) must be available. 
	Milk is a key source of protein, calcium, and vitamin B12 in the diet. 600ml allowance is based on provision for breakfast cereal (200ml) and drinks throughout the day (Providing a choice of both whole and lower fat milk and milk-products will enable the dietary needs of both those choosing a ‘healthier diet’ and ‘higher energy and nutrient-dense’ diet to be met. 
	400ml).
	12 

	Foods containing fats, foods and drinks containing sugar 
	Offer a choice of butter and spreads including those low in fat, at all meals where a spreading fat is offered.  
	Spreads should be rich in polyunsaturated fatty acid (PUFA) or monounsaturated fats (MUFA) 
	Only spreads and oils that are rich in polyunsaturated and monounsaturated fats should be used in cooking. 
	Increasing the intake of poly or monounsaturated fats in place of saturated fats may help reduce the risk of diseases such as cardiovascular disease and stroke. 
	Provision of additional spreading fats including butter at mealtimes can increase the energy density and palatability of the diet, which can assist those individuals with poor appetites and also those with increased energy requirements. 
	Fluids 
	There must be a provision of water and beverages to ensure patients are able to access a minimum of: 
	• 
	• 
	• 
	1.6L of fluid per day for 
	woman.
	33 


	• 
	• 
	2L of fluid per day for men.
	33 



	Potable Water must be available at all times, (preferably this should be chilled mains water) 
	Potable Water must be available at all times, (preferably this should be chilled mains water) 
	Sufficient fluids are needed to ensure optimal health, including digestion and absorption of nutrients, renal, cardiovascular and respiratory 
	function.
	42 


	Insufficient intakes can contribute to constipation, confusion and pressure Mild dehydration often begins before the sensation of thirst is triggered; this is particularly the case in older people and children thus drinks should be offered and encouraged throughout the day.
	ulcers.
	43 
	42, 43, 44, 45 
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	4. Menu Planning Guidance 
	Summary 
	• 
	• 
	• 
	Effective menu planning is essential to meet the dietary and nutritional needs of the hospital population and requires the collection of a wide range of information and input from numerous groups. 

	• 
	• 
	Before considering menu planning or development of a recipe database, local menu planning groups need to consider the wider issues that can affect patient food choice and hence food intakes. Gathering of information about the differing dietary needs of different hospital patient groups can help menu planners develop an appropriate food service that is in a form that is familiar to patients. 

	• 
	• 
	Menu planning groups need to recognise the often complex needs of specific patient populations to be cared for including ‘nutritionally vulnerable’ patients and those on specialised therapeutic diets. 

	• 
	• 
	The menu structure needs to consider the dietary needs of the population group and needs to provide choice for all patients if it is likely to help patients improve their intakes. 

	• 
	• 
	It is essential to follow a standard recipe in NHS catering to ensure consistent quality, consistent nutritional value and consistent budgetary control. 

	• 
	• 
	In addition to meals, snacks provide an essential addition to the menu by adding flexibility, interest and variety and ‘nutritionally vulnerable’ patient groups can easily improve their nutritional intake by the consumption of snacks. 

	• 
	• 
	Malnourished people have more frequent hospital admissions/readmissions and increased length of hospital stay. As a result, the healthcare costs associated with the management of people with malnutrition are more than twice that of the costs of managing people without malnutrition.  Better nutrition and hydration care for individuals at a risk of malnutrition can therefore result in substantial cost saving to the NHS. In view of this it is vital that hospital catering budgets are not constrained, to enable 

	• 
	• 
	It is important to remember that the menu should be reviewed and updated regularly in order to continue to meet the dietary needs of a potentially changing hospital. 


	4.1 Introduction 
	4.1 Introduction 
	Effective menu planning is essential to meet the dietary and nutritional needs of the hospital population and requires the collection of a wide range of information and input from numerous groups within a  Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards Standard 3 has set the following rationale in relation to planning and delivery of food and fluid in hospital:
	hospital.
	46
	3 

	• 
	• 
	• 
	to plan menus effectively, multidisciplinary input is required, together with comprehensive knowledge of the hospital population; 

	• 
	• 
	effective multidisciplinary communication is vital for the efficient provision of food and fluid in hospital to ensure that patients’ nutritional requirements are met, and to help minimise waste; 

	• 
	• 
	the nutritional content of dishes needs to be analysed to ensure their nutritional adequacy; and 

	• 
	• 
	meals need to be distributed to the wards and served without delay, to ensure nutritional content, temperature and quality are maintained. 


	Audit Scotland supports this with their recommendation that NHS Board areas must plan their menus in line with recognised menu planning principles and must use a multi-disciplinary group to carry this out.
	23 

	In theory the hospital menu should be designed to meet nutritional requirements. However, in practice it may not be eaten by individuals who are unwell or have a suppressed appetite and such individual nutritional needs will not be met.In addition, the involvement of a multi-disciplinary planning group, including patient representation provides stronger support in planning decisions and implementation at ward level and should not be underestimated. The different steps involved in planning a menu are discuss
	36, 39, 46 
	section.
	46 

	It is important to remember that the menu should be reviewed and updated regularly in order to continue to meet the dietary needs of a potentially changing hospital population. 

	4.2 The Planning Process 
	4.2 The Planning Process 
	Food provision should be planned in order to be responsive to patients’ needs not those of medical, nursing and other healthcare staffP and should be managed as an integral component of clinical care rather than a ‘hotel’ 
	function.
	13, 39, 46 

	Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards, recommend that mealtimes are appropriate for patient groups. There should be sufficient time between each meal to allow for in-between snacks that are critical for enabling patients to meet their nutrient requirements. 
	3

	4.2.1 Assessment of Patient Population Dietary Needs 
	4.2.1 Assessment of Patient Population Dietary Needs 
	Before considering menu planning or development of a recipe database, menu planning groups need to consider the wider issues that can affect patient food choice and hence food intakes. Gathering of information about the differing dietary needs of different hospital patient groups can help menu planners develop an appropriate food service that is in a form that is familiar to patients. 
	Individual requirements and the need for equipment to help with eating and drinking need to be considered in the menu and food service planning including individuals: 
	• 
	• 
	• 
	likes and dislikes; 

	• 
	• 
	disabilities that may affect their ability to eat and drink; 

	• 
	• 
	social/environmental mealtime requirements; 

	• 
	• 
	food allergies/intolerances; 

	• 
	• 
	need for therapeutic diet; 

	•
	•
	 cultural/ethnic/religious. 


	Assessment of each patient’s dietary needs should form part of their individual medical and nursing care (as outlined in Section 2.1) and in line with Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards, criteria 2.1.
	3 

	To assess the dietary needs of different patient populations, the following information should be included:
	3, 12, 39, 46 

	• 
	• 
	• 
	age; 

	• 
	• 
	gender; 

	• 
	• 
	cultural, ethnic, social and religious diversity; 

	• 
	• 
	physical and/mental health needs; 

	• 
	• 
	food preferences; 

	• 
	• 
	length of stay; and 

	• 
	• 
	nutritional risk. 


	Clinical specialties also need to be considered for provision of therapeutic  This information can be collected from NHS health information departments, patient surveys, nutritional screening data, compliments and complaints, other hospital staff and anecdotally. Collated food services data such as menu item uptake and wastage information can also be extremely useful in the initial stages of menu 
	diets.
	12, 15, 39
	planning.
	12 

	Hospital patients can be broadly categorised into the following groups: 
	• 
	• 
	• 
	‘nutritionally vulnerable’ (normal nutritional requirements but with poor appetite and/or unable to eat normal quantities at mealtimes; or with increased nutritional needs); 

	• 
	• 
	‘nutritionally well’ (normal nutritional requirements and normal appetite or those with a condition requiring a diet that follows healthier eating principles); 

	• 
	• 
	those who require therapeutic diets e.g. kidney disease, coeliac disease; and 

	• 
	• 
	special or personal dietary needs. 


	It is important to note that some patients will require a combination diet which meets their therapeutic and/or personal or religious needs. It is essential that the hospital is able to provide appropriate food and fluids to meet these individual’s needs for example a gluten-free, texture-modified diet, for a vegetarian. 
	There are some groups of the population whose dietary requirements may need to be considered separately when planning a menu: 
	• 
	• 
	• 
	children; 

	• 
	• 
	people with swallowing difficulties; 

	• 
	• 
	people with dementia; and 

	• 
	• 
	people receiving end of life care. 


	These groups of patients may have different dietary needs to the wider population and if these are not met, then they may end up in a ‘nutritionally vulnerable’ state (further information is provided in Appendix 1). 

	4.2.2 Cost and Resource Implications 
	4.2.2 Cost and Resource Implications 
	Malnourished people have more frequent hospital admissions/readmissions and increased length of hospital stay. As a result, the healthcare costs associated with the management of people with malnutrition are more than twice that of the costs of managing people without malnutrition.
	7, 47 

	It has been estimated that the public health and social care expenditure associated with malnutrition in England in 2011 and 2012 was £19.6 billion with the majority of this expenditure associated with health rather than social care.  There is no equivalent data for Scotland but there is no reason to assume that the per capita expenditure would differ significantly between Scotland and England.
	7 

	Better nutrition and hydration care for individuals at risk of malnutrition can therefore result in substantial cost saving to the NHS. In view of this it is vital that hospital catering budgets are not constrained to enable menu development which meets the nutritional needs of the patient groups it serves. 
	47

	Cost and resource constraints to consider include: 
	• 
	• 
	• 
	total budget per patient day/week; 

	• 
	• 
	method of production; 

	• 
	• 
	kitchen equipment and related budget; 

	• 
	• 
	existing staff levels and rosters; 

	• 
	• 
	staff skill level; 

	• 
	• 
	food storage facilities; 

	• 
	• 
	procurement and sustainability issues; and 

	• 
	• 
	method of distribution. 




	4.3 Food-based Menu Planning Guidance 
	4.3 Food-based Menu Planning Guidance 
	Different foods provide different nutrients; some nutrients are only found in sufficient quantities if specific foods or food groups are included in adequate amounts in the diet. Thus, in order to meet the nutrient standards specified in 
	Different foods provide different nutrients; some nutrients are only found in sufficient quantities if specific foods or food groups are included in adequate amounts in the diet. Thus, in order to meet the nutrient standards specified in 
	Section 2, patients will need to be provided with a diet that is made up of a combination and balance of foods from all of the five food groups, namely: 

	• 
	• 
	• 
	breads, other cereals and potatoes; 

	• 
	• 
	fruit and vegetables; 

	• 
	• 
	milk and dairy foods; 

	• 
	• 
	meat, fish and alternatives; and 

	• 
	• 
	foods high in fat and/or sugar. 





	The ‘eatwell guide’ 
	The ‘eatwell guide’ 
	Figure
	The balance of foods set out in the ‘eatwell guide’ is not suitable for children under the age of 2 years. Children between the age of two and five should gradually be introduced to more low-fat, high-fibre foods so that by the time they are five they are eating a diet that represents the balance set out in this model. (For further information refer to Section 7 on children). 
	4.3.1 Healthy Eating Advice – Basic Principles:
	4.3.1 Healthy Eating Advice – Basic Principles:
	48 

	• 
	• 
	• 
	plenty of starchy foods such as rice, bread, pasta and potatoes (choose wholegrain varieties when possible); 

	• 
	• 
	plenty of fruit and vegetables; at least five portions of a variety of fruit and vegetables a day; 

	• 
	• 
	some milk and dairy, choosing reduced fat versions or eating smaller amounts of full fat versions or eating them less often. Children up to two years should use full-fat versions; 

	• 
	• 
	some protein-rich foods such as meat, fish, eggs, beans and non-dairy sources of protein, such as nuts and pulses; 

	• 
	• 
	just a little saturated fat, salt and sugar. 


	The balance of each of these food groups in the diets of hospital patients will vary depending on the dietary and nutritional needs of the different patient populations. The provision of different types of foods or choices of food items within each food group needs to recognise the differing dietary needs that are to be catered for. 
	Prevention of undernutrition in patients should focus on delivery of ‘ordinary food’ via the oral route, Oral Nutritional Supplements (ONS) or artificial nutrition support must not substitute the adequate provision of food and fluid by a hospital, unless there are clear clinical 
	indications.
	49 

	Patients provided with food with which they are familiar and enjoy are more likely to consume it, ensuring that they receive the nutrition provided on the  Provision of greater choice is more likely to meet individual food preferences and individuals’ dietary needs. 
	plate.
	46

	The inclusion, preparation and cooking of a variety of foods specified in the five food groups needs to remain flexible if the diverse needs of the hospital population are to be met using a ‘food first’ approach. Additional dietary needs, for example the need for a texture-modified diet (refer to Section 5.6) should be underpinned by this menu planning guidance.  
	In contrast to some other public sector catering services the exclusive use of low fat/sugar cooking methods and procurement of low fat/sugar products would limit the ability of a catering department to meet the nutritional needs of the ‘nutritionally vulnerable’ hospital population. Such patients’ meals should still be based on starchy foods with wholegrain choices available, they should have moderate portions of meat, poultry, fish and alternatives and should aim for five portions of fruit and vegetables 

	4.3.2 Food Group Menu Planning Guidance 
	4.3.2 Food Group Menu Planning Guidance 
	Tables 5-10 provide generic food-based menu planning guidance to assist meeting the nutrient and food-based standards for food service in hospitals; those practices that apply specifically to meeting the healthy balanced diet and those practices that apply specifically to meeting a diet that is more energy and nutrient-dense. 
	Further and more detailed food-based guidance for the provision of higher-energy and nutrient-dense menu choices (Table 17) and healthier eating menu choices (Table 19) is provided in Sections 5.2 and 5.3. For all food groups, foods need to be provided in a way that is suitable to meet the dietary needs 
	Further and more detailed food-based guidance for the provision of higher-energy and nutrient-dense menu choices (Table 17) and healthier eating menu choices (Table 19) is provided in Sections 5.2 and 5.3. For all food groups, foods need to be provided in a way that is suitable to meet the dietary needs 
	of different patient populations. The five food groups should underpin menu planning for all patients. 

	Table 5: Potatoes, bread, rice, pasta and other starchy carbohydrate 
	Criteria A selection of extra breads, including wholemeal, must be available as an accompaniment to all meals. A selection of wholegrain breakfast cereals must be available at breakfast time. Rationale This food group is an important source of carbohydrate and therefore energy, protein, fibre and vitamins and minerals including folate, folic acid and zinc. Wholegrain varieties are higher in fibre. The provision of extra bread at mealtimes can assist patients with a good appetite to meet their overall energy
	Table 5: Potatoes, bread, rice, pasta and other starchy carbohydrate (continued) 
	Menu planning guidance 
	Menu planning guidance 
	A variety and choice of foods from this group including bread, potato, sweet potato, rice and pasta should be offered across the menu cycle (meals and snacks). 
	Provide at least two options of bread/cereal/starch items at each meal – breakfast cereals, bread, rice, pasta, noodles, and potatoes. 
	A variety of cooking methods for potato should be used across the menu cycle. Always ensure a low fat alternative to deep fried or roast potatoes is available. 
	A variety of breakfast cereals should be provided at breakfast time including, at least two wholegrain options, (fibre >3g/100g or at least 3g in a reasonable expected daily intake) and at least one option fortified with folic acid. 
	Introduce alternative sources of bread and cereals such as couscous, tortillas and pita bread. 
	Consider adding grains such as barley, rice and pasta to homemade soups throughout the menu cycle. 
	Offer cereal-based desserts such as rice pudding or semolina. 
	Provide small sandwiches, crackers, oatcakes, muffins, tea breads, plain or fruit scones or pancakes as snacks appropriate for the patient group. 
	Bran must not be added to foods to increase fibre content – it inhibits the absorption of some minerals. 
	Further information on gluten-free diets can be found in Section 5.5. *Energy and nutrient-dense information has been highlighted in the table above in italics. 
	Table 6: Fruit and vegetables 
	Criteria A hospital menu must offer the opportunity to choose at least five servings of fruit and vegetables (minimum 400g uncooked) across a day including as wide a variety as possible (can include snacks).50 Rationale This food group is an important source of fibre, folate, potassium and vitamin C. In addition green leafy vegetables provide some non-haem iron. Food options Fresh, frozen, tinned and dried fruit. Fresh, frozen and tinned vegetables. Pure fruit and vegetable juices. Salad 
	Table 6: Fruit and vegetables (continued) 

	Menu planning guidance 
	Menu planning guidance 
	Guidance on portion sizes for a range of fruits and vegetables is available at DoH – 5 A Day.
	51 

	Provide a fruit option on the menu at least three times per day, e.g. fresh fruit, canned fruit. (At least one which must be fresh fruit daily.) 
	Provide pure unsweetened fruit juice daily (100% juice). 
	Provide at least two vegetable choices at the main meal each day. 
	Provide at least one vegetable choice at the lighter meal in each day. 
	Add vegetables to soups and to other appropriate dishes, e.g. casseroles. 
	Use steam cooking in preference to boiling for vegetables if facilities and production allows. 
	Always ensure a low fat alternative to roast or fried vegetables is available. 
	Provide a choice of fresh, uncooked vegetables, 
	e.g. salads at mealtimes (see below). 
	Fresh, stewed, dried or canned fruit could be provided as an accompaniment at breakfast and for dessert. 
	Provide an option for soft, easy to eat fruit or prepared fruit salad. 
	Cook vegetables as close to service as practical to minimise nutrient loss. 
	Don’t cook, chill, store, transport, or reheat for unnecessary lengths of times – it results in the loss of heat labile and water soluble vitamins. 
	Don’t hot-hold for more than 90 minutes to ensure maximal vitamin 
	retention.
	52 

	*Energy and nutrient-dense information has been highlighted in the table above in italics. 
	Table 7: Beans, pulses, fish, eggs, meat and other proteins 
	Criteria A hospital menu must offer the opportunity to choose a meat or meat alternative at both the midday and evening meal. A hospital menu must offer the choice of fish a minimum of twice a week, one choice of which should be an oily fish variety (see Appendix 4). Rationale This group provides a good source of energy, protein, haem iron, vitamin B12 and zinc. Oily fish contributes to omega-3 intakes, while beans, pulses, nuts and seeds contribute to protein, non-haem iron, zinc and fibre intakes. Food op
	Table 7: Beans, pulses, fish, eggs, meat and other proteins (continued) 

	Menu planning guidance 
	Menu planning guidance 
	A variety of red meat, poultry and pork in different cuts should be provided across the menu cycle. Processed meat products should be minimised on the menus. 
	When offering meat, poultry and fish products try to procure leaner cuts. 
	Choose meat products with higher meat content. 
	Always include a protein alternative to meat for vegetarian meals such as kidney beans, chickpeas and texture-modified proteins. NB: On occasion, cheese can also be used. 
	Meat alternatives for vegetarian dishes should offer a variety of foods from this group. 
	Use eggs as a base for vegetarian meals regularly throughout the menu cycle. 
	Try to procure canned beans and pulses with no added salt and sugar. 
	Use pulse-based soups at least once per week throughout the menu cycle. 
	Always offer an alternative to fried or roasted meats. 
	Always offer an alternative choice to deep fried fish. 
	It is recommend that pregnant and breast-feeding females should not consume oily fish more than twice a week. 
	*Energy and nutrient-dense information has been highlighted in the table above in italics. 
	Table 8: Dairy and alternatives 
	Criteria 
	Criteria 
	Criteria 
	There must be provision for patients to have access to a minimum of 600ml of milk for each patient every day e.g. for tea, coffee, cereal and as a beverage A choice of whole milk and lower fat milk (semi-skimmed) must be available. 

	Rationale 
	Rationale 
	This food group is a good source of protein, calcium and vitamin B12. 

	Foods 
	Foods 
	Milk Hard cheese* Yoghurt or fromage frais. Sauces and desserts made from milk, e.g. custard, rice pudding. 

	Menu planning guidance 
	Menu planning guidance 
	A hospital menu should offer the opportunity to choose two to three servings of this group across the day (can include snacks). Use cheese as a base for some vegetarian meals during a menu cycle, with awareness of the high fat and saturated fat content of this product. Use of vegetarian cheeses should be considered.** (Refer to Table 7 for alternative sources of protein.) Ensure that there is provision of low fat cheeses for individuals requiring a healthy balanced diet. Provide yoghurt, both low fat and fu


	*This is because ripened soft cheeses are less stable than hard cheeses (they are less acidic and contain more moisture) and are therefore 
	more inclined to allow growth of undesirable bacteria such as listeria ** Vegetarian sources of protein should be varied over the week. Over-use of cheese should be avoided. Vegetarians should be provided with a range of foods not only to provide protein but also other vitamins and minerals. Too heavy reliance on eggs and cheese results in a diet too high in energy and fat especially saturates. 
	* Energy and nutrient-dense information has been highlighted in the table above in italics. 
	Table 9: Oils and spreads, including sugar and salt 
	Criteria Where a spreading fat is offered, spreads that are rich in PUFA and MUFA, including those low in fat, and butter should be available at all meals.  Oils and spreads rich in polyunsaturated and monounsaturated fats should be used in cooking. Nutrient standard for salt <6g/day.31 Rationale This food-group increases the palatability of foods. Fats, oils and sugar are important contributors to energy-dense meals for ‘‘nutritionally vulnerable’’ patients; those patients with small appetites and those wi
	Table 9: Oils and spreads, including sugar and salt (continued) 

	Menu planning guidance 
	Menu planning guidance 
	A hospital menu should offer a range of foods from this group, some containing higher amounts of fat and sugar as part of a balanced and varied menu. 
	Specify a measured amount of salt to be used in a recipe. 
	Introduce alternative flavourings in place of salt and bouillon such as garlic, herbs and spices. 
	Don’t over rely on convenience foods that may contain large quantities of added salt, e.g. packet soups (and minimal nutrition content). 
	Biscuits, cakes and crisps can be offered as a snack in moderation to the appropriate patient group. (Refer to Table 12 for suggestions of substantial snacks.) 
	Offer low fat/low sugar items such as yoghurt or crème fraiche as alternatives to cream and ice-cream with desserts. 
	Offer an alternative choice to cream-based sauces, for example tomato or vegetable-based sauces. 
	Offer an alternative choice to cream soups or use milk in place of cream. 
	Oils rich in monounsaturated and/or polyunsaturated fats are likely to include: olive, rapeseed (canola), safflower, sunflower, corn, soy, walnut, linseed, sesame seed and nut oils for cooking. 
	Fat spreads that are rich in monounsaturated or polyunsaturated fats are likely to include rapeseed, olive oil, sunflower, soy oil. 
	Use spreads fortified with folic acid and vitamin D where possible, especially with older adults or those patients hospitalised for a long period of time. 
	Don’t overheat deep frying oil or over use before replacing. 
	Table 9: Oils and spreads, including sugar and salt (continued) 

	Menu planning guidance 
	Menu planning guidance 
	Make extra fat spread potions available. 
	Sugar should be freely available at ward level for patients requiring it to supplement their energy intake. 
	Don’t replace sugar in baking with an artificial sweetener. 
	*
	*
	*
	 Energy and nutrient-dense information has been highlighted in the table above in italics. 

	*
	*
	 >75% of beverages are consumed compared to only about 40% of water from jugs so it would be good practice to ensure numerous beverage rounds 
	daily.
	54 


	*
	*
	 Energy and nutrient-dense information has been highlighted in the table above in italics. 


	Criteria There must be provision to ensure patients are able to access water and beverages providing a minimum of 1.6 litres of fluid per day for women and 2.0 litres of fluid per day for men.33 Water must be available at all times; preferably this should be portable/ chilled mains water, not from stored water tanks.53 Rationale Fluid and water is a basic nutrient of the human body and is critical to human life.11 Foods Water Pasteurised milk. Pure, unsweetened fruit juice. Squash or cordial (choice should 
	Table 10: Water and beverages 
	Table 10: Water and beverages 

	Water for Health: Hydration Best 
	Practice Toolkit for Hospitals and Healthcare



	4.4 Menu Structure 
	4.4 Menu Structure 
	Menu structure may vary between hospitals. The menu structure needs to consider the dietary needs of the population group. For example, some populations may prefer their main meal in the evening, and others may prefer it in the middle of the day. The menu needs to provide choice for all patients if it is likely to help patients improve their intakes. 
	In reality individual food choices are likely to combine a mixture of menu items, some healthier eating options, some energy and nutrient-dense options. It is the skill of the menu planning group to design a menu that provides an appropriate balance of differing dietary needs based on assessment of the patient population at the local level and ensure the menu has the capacity to meet the range of dietary and nutritional needs. Menu planning groups also need to recognise the often complex needs of specific p
	Dishes placed on menus require a brief description which enables patients to make a more informed choice. Often the naming of the dish on a menu will give a hint of what is likely to be the main make up of a dish, however, it is recognised that as space can be prohibitive on a printed menu then consideration should be given to additional information being available. This information should include a list of ingredients, include cooking method i.e. frying, steaming etc and make note of any allergen informati
	4.4.1 Catering Specification 
	4.4.1 Catering Specification 
	Table 11 provides a suggested structure for hospital menus to enable food service provision to meet the nutrient and food criteria set in Section 2 and 3 of the Specification, many hospitals may exceed this. It can be used during the planning process, helping to ensure the finalised menu meets the nutritional needs of the population; a template for this can be found in Appendix 6. 
	Caterers, dietitians, nurses, SLT and patient representatives must work together to meet the needs of patients. The menu must provide as a minimum a choice of any two courses at each mealtime, allowing patients to choose a combination of foods that meets their appetite needs. 
	When assessment of local patient populations’ needs indicate, menus must provide a ‘healthy eating’ meal choice at each eating occasion (which fulfil criteria for total energy, protein, fat and carbohydrate as detailed in Table 18) and a ‘higher energy and nutrient-dense’ meal choice at each eating occasion (which must fulfil criteria for total energy and protein refer Table 16). 
	Notes On wakening Beverage Breakfast Mid morning Beverage Snack Fruit 
	Notes On wakening Beverage Breakfast Mid morning Beverage Snack Fruit 
	Table 11: Suggested menu structure 
	Table 11: Suggested menu structure 



	Pure unsweetened fruit juice 
	Fruit 
	Cereal (include wholegrain varieties) 
	Porridge oats 
	Milk for cereal 
	Bread/bread roll/toast (a choice of white and wholemeal) 
	Butter/low fat spread/PUFA/ MUFA spread 
	( e.g. olive-oil based) 
	Preserves (regular and low sugar varieties) 
	Beverage 
	Beverage 
	Assuming the patient chooses fruit juice, cereal and milk (semi-skimmed – 200ml from daily allowance), bread and butter/ spread this meal will provide approximately 400kcal and 8g protein. The option for a cooked breakfast  may be considered an important inclusion on some menus in order to maximise opportunity to meet some patient groups dietary needs. 
	12


	An allowance of 600ml of milk in total which includes milk for drinks will provide an additional 396kcal, 18g protein (whole milk); 276kcal, 18g protein (semi-skimmed milk). 
	A variety of substantial snacks must be provided a minimum of twice per day.  Two substantial snacks must be capable of supplying a minimum of 300kcal in total. 
	* Energy and nutrient-dense information has been highlighted in the table above in italics. 
	Within the range of choices available the menu should be capable of providing minimum 300-500kcal from a main meal (inclusive of main dish, vegetables, and starchy accompaniment). Each main course should provide 18g protein. It is recommended that desserts which contain over 300kcal and 5g protein should be included since they are a useful energy source for ‘nutritionally vulnerable’ patients.
	Within the range of choices available the menu should be capable of providing minimum 300-500kcal from a main meal (inclusive of main dish, vegetables, and starchy accompaniment). Each main course should provide 18g protein. It is recommended that desserts which contain over 300kcal and 5g protein should be included since they are a useful energy source for ‘nutritionally vulnerable’ patients.
	12 

	Notes Midday meal A minimum of two courses provided one of which must be a main course. For example: split into starter, mains and dessert Soup and bread roll with butter/ spread portion Pure unsweetened fruit juice Sandwich (choice of vegetarian and non-vegetarian fillings) must be offered with soup as one course Main course 1 (meat or fish based) Main course 2 (meat or fish based) Main course 3 (vegetarian)* Vegetables (able to choose 2) Carbohydrate/ starchy food, e.g. potato, rice, pasta, bread (2 choic
	Table 11: Suggested menu structure (continued) 
	Table 11: Suggested menu structure (continued) 



	Notes Midday meal Dessert Fruit (fresh or tinned in light syrup or juice) Yoghurt/pot rice/custard Beverage Mid afternoon Beverage Snack Fruit Evening meal 
	Table 11: Suggested menu structure (continued) 
	Table 11: Suggested menu structure (continued) 


	A minimum of two courses provided one of which must be a main course 
	Soup and bread roll with butter/ spread portion or fresh fruit juice 
	Sandwich (choice of vegetarian and non vegetarian fillings) must be offered with soup as one course 
	Main course 1 (composite** meat or fish based) 
	Main course 2 (composite** vegetarian) 
	Main course 2 (composite** vegetarian) 
	An allowance of 600ml of milk in total which includes milk for drinks will provide an additional 396kcal, 18g protein (whole milk); 276kcal, 18g protein (semi-skimmed milk). 

	A variety of substantial snacks must be provided a minimum of twice per day.  Two substantial snacks must be capable of supplying a minimum of 300kcal in total. 
	Soup and sandwiches should be considered as a course and therefore together must be capable of providing a minimum of 300kcal and 18g protein (500kcal for energy and nutrient-dense diet). It is recommended that desserts contain over 300kcal and 5g protein should be included since they are a useful energy source for ‘nutritionally vulnerable’ 
	patients.
	12 

	An allowance of 600ml of milk in total which includes milk for drinks will provide an additional 396kcal, 18g protein (whole milk); 276kcal, 18g protein (semi-skimmed milk). 
	A variety of substantial snacks must be provided a minimum of twice per day.  Two substantial snacks must be capable of supplying a minimum of 300kcal in total. 
	An allowance of 600ml of milk in total which includes milk for drinks will provide an additional 396kcal, 18g protein (whole milk); 276kcal, 18g protein (semi-skimmed milk). 
	Notes Evening meal Carbohydrate/ starchy food as above Vegetables (able to choose 2) Dessert Fruit (fresh or tinned in light syrup or juice) Yoghurt/pot rice/custard Beverage Before bedtime Beverage Snack Fruit Note 
	Table 11: Suggested menu structure (continued) 
	Table 11: Suggested menu structure (continued) 


	A variety of substantial snacks must be provided a minimum of twice per day.  Two substantial snacks must be capable of supplying a minimum of 300kcal in total. 
	*
	*
	*
	*
	 Vegetarian main courses should provide a minimum of 18g protein, however it is recognised that may be difficult to achieve. Achievement of an absolute minimum of 12g protein from a main meal is feasible, however extra protein will need to come from desserts and snacks. Menu planners should avoid excessive reliance on cheese as the meat 
	alternative.
	46 


	** A composite dish should consist of a protein containing food, vegetables and a carbohydrate/starchy item. Examples would be cottage pie (minced beef, onions, carrots and mashed potato), lasagne (minced beef, tomatoes, onions, mushrooms, peppers and pasta sheets). Caterers should offer a side salad or one vegetable with this type of dish. This would increase the likelihood that patients could meet five a day targets for fruit and vegetable consumption and would be regarded as good practice. Composite meal

	*
	*
	 Energy and nutrient-dense information has been highlighted in the table above in italics. 



	4.4.2 A Choice of a Hot Meal at Midday and at the Evening Meal 
	4.4.2 A Choice of a Hot Meal at Midday and at the Evening Meal 
	Offering the option of a hot meal in the middle of the day and in the evening provides greater choice for patients. Greater choices mean dietary preferences are more likely to be met, food more likely to be eaten and thus nutritional requirements more likely to be met. 
	Hot meals generally lend themselves more readily to texture modification rather than sandwiches. Menu structure and meal types should be based on local assessment on patients’ dietary preferences and needs. If soup and sandwiches are provided they must be treated as one course. Whichever type of service is offered menus must meet the nutrient and food criteria set out in Section 2 and 3. 

	4.4.3 Between-meal Snacks 
	4.4.3 Between-meal Snacks 
	Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards Standard 3 Planning and Delivery of Food and Fluid in hospitals, criteria 3.2 (f and g) states:
	3 

	The operational group is responsible for: 
	‘setting main mealtimes appropriate for patient groups ensuring that when 
	the evening meal and breakfast are more than 14 hours apart, a substantial 
	snack is available’.
	3 

	Snacks provide an essential addition to the menu by adding flexibility, interest and variety. Also, several ‘nutritionally vulnerable’ patient groups can easily improve their nutritional intake by the consumption of snacks in this way. In order to meet the nutritional needs of many patient groups it will be necessary to supplement the energy consumed from meals with that from 
	snacks.
	35, 55 

	In addition, the provision of fruit as a snack can help patients achieve the five a day target. 
	• 
	• 
	• 
	Snacks must be provided at a minimum twice per day to all patients. 

	• 
	• 
	Two snacks must be capable of providing a minimum of 300kcal per day. 

	• 
	• 
	Snacks can be comprised of ward provision supplies (Table 12). 

	• 
	• 
	A choice of fruit must also be provided. 


	At least two snacks must be provided during the day, one of which has to be in the evening. The exact timings for the provision of snacks will depend on the mealtimes in each area. Hospitals may wish to move the mid-morning snack to the afternoon if the gap between lunch and evening meal is longer than the gap between breakfast and lunch, this would be considered good practice. 
	It would be considered good practice to offer snacks at least one hour prior to the next meal being offered, so as to maximise food intakes. A list of a range of suggested snack items suitable for a range of different patient groups, detailing energy and protein content are detailed in Table 12. 
	For those individuals with small appetites and those requiring a more energy and nutrient-dense diet (for example ‘nutritionally vulnerable’ patient groups), the provision of snacks three times per day can assist them in meeting their energy and nutrient requirements. This would be considered good practice. The types of foods that are made available should again consider the local patient population group and cater to their specific dietary needs. 
	Table 12: A suggested range of snack items including energy and protein contents 
	Table 12: A suggested range of snack items including energy and protein contents 
	Table 12: A suggested range of snack items including energy and protein contents 
	13, 56 


	Food group 
	Food group 
	Food item 
	Minimum Portion size 
	Energy (calories) approximate 
	Protein (g) approximate 

	Breads and cereals 
	Breads and cereals 
	Slice of toast and butte § 
	27+10g 
	143 (69+74) 
	3 

	English muffin, butter and jam§ 
	English muffin, butter and jam§ 
	One (100 +10+18)g 
	344 (223+74+47) 
	10 

	Malt loaf (snack size)*§ 
	Malt loaf (snack size)*§ 
	64g 
	189 
	5 

	Scone with spread and jam§ 
	Scone with spread and jam§ 
	One (48g) 
	275-300 (150-175+74+47) 
	4 

	Crackers (cream) and cheese§ 
	Crackers (cream) and cheese§ 
	Two (2 x 7g)+20g 
	58+103 
	6 

	Oatcakes and cheese§ 
	Oatcakes and cheese§ 
	Two (2x15g)+20g 
	85+103 
	6 

	Muesli/cereal bar§ 
	Muesli/cereal bar§ 
	One (30g) 
	120-140 
	2-3 

	Flapjack§ 
	Flapjack§ 
	60g 
	296 
	3.0 

	Pancake with spread and jam*§ 
	Pancake with spread and jam*§ 
	Two (2x31g) +10+18g 
	288 (167+74+47) 
	3-4 

	Crumpet and spread§ 
	Crumpet and spread§ 
	Two (2x40g)+10g 
	240 (166 + 74) 
	5-6 

	Small meat or cheese sandwich§ 
	Small meat or cheese sandwich§ 
	70-100g 
	150-200 
	10 

	Fruit and vegetables 
	Fruit and vegetables 
	Fresh fruit§ 
	One piece 
	50-100 
	<1 

	Chopped fruit 
	Chopped fruit 
	113g 
	70 
	1 

	Pureed fruit portion* 
	Pureed fruit portion* 
	120g 
	60-90 
	<1.0 

	Dried fruit (apricots)§ 
	Dried fruit (apricots)§ 
	Eight (50g) 
	80 
	2 


	(continued) 
	Table 12: A suggested range of snack items including energy and protein contents 
	Table 12: A suggested range of snack items including energy and protein contents 
	Table 12: A suggested range of snack items including energy and protein contents 
	13, 56 


	Food group 
	Food group 
	Food item 
	Minimum Portion size 
	Energy (calories) approximate 
	Protein (g) approximate 

	Milk and milk products 
	Milk and milk products 
	Yoghurt (whole milk, fruit)* 
	150g 
	160 
	7 

	Thick ‘n’ creamy yoghurt 
	Thick ‘n’ creamy yoghurt 
	150g 
	190 
	7 

	Yoghurt (low fat milk, fruit) 
	Yoghurt (low fat milk, fruit) 
	125g 
	98 
	5 

	Rice pot (+/- fruit) 
	Rice pot (+/- fruit) 
	200g 
	200-225 
	6-7 

	Mousse* 
	Mousse* 
	60g 
	90 
	2-3 

	Icecream* (choc ice)§ 
	Icecream* (choc ice)§ 
	75g 
	115 
	2-3 

	Flavoured milk* 
	Flavoured milk* 
	500ml 
	320 
	18 

	Cheese§ 
	Cheese§ 
	15-25g 
	60-105 
	4-6 

	Fats, oils, sugar and salt 
	Fats, oils, sugar and salt 
	Mini pack of biscuits § 
	30g 
	80-200 
	1-2 

	Cake (carrot; fruit)*§ 
	Cake (carrot; fruit)*§ 
	50-60g 
	210-225 
	3 

	Chocolate biscuit§ 
	Chocolate biscuit§ 
	20g 
	100 
	1-2 

	Shortbread§ 
	Shortbread§ 
	20g 
	105 
	1 

	Crisps§ 
	Crisps§ 
	25g 
	150 
	2 

	Muffin* (chocolate)§ 
	Muffin* (chocolate)§ 
	150g 
	570 
	9 


	* Suitable for some texture-modified diets if prepared following guidelines provided in tables 23a, 23b, 24.  Suitable as finger food snacks. 
	§

	Individually packaged snacks would provide improved food hygiene, snack quality and assist with stock control. 
	Strategies such as ensuring that snack availability and how to order snacks should be communicated to patients.  

	4.4.4 Outwith Main Meal/Missed Meal Time Provision 
	4.4.4 Outwith Main Meal/Missed Meal Time Provision 
	Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards Standard 3 Planning and Delivery of Food and Fluid in hospitals criteria 3.2 (h) states the operational group is responsible for: 
	‘Ensuring there is appropriate food and fluid available out with main 
	mealtimes’. 
	In some circumstances patients may be away from their bedside during mealtimes, for instance to attend therapy sessions, have tests or x-rays and provision must be made for all patients who do not have the opportunity to have a meal at the normal mealtime. 
	The appropriate meal or meal replacement will depend on the patient group and also on the type of food service system available. For some patients a sandwich and yoghurt may be sufficient until the next mealtime, whilst for others, for example, those on texture-modified food, caterers will need to work with speech and language therapists (SLT) and dietitians to ensure that there is a choice of suitable options available to meet the dietary needs of the patients. 
	Outwith main meal time food provision must supply the minimum 300kcal and 18g protein. Local procedures on how patients and/or nursing staff can access out of hour’s foods and fluids need to be developed and communicated to the patients. 

	4.4.5 Ward Provisions 
	4.4.5 Ward Provisions 
	Ward provisions are an essential part of enabling nursing staff to access food for patients. Food and beverage items considered as a minimum must be available are detailed in Table 13. Some wards may recognise that the local patient population has increased needs and thus increased ward provisions may be carried to meet local patient dietary requirements for example more protein-based foods such as UHT milk-based puddings, custards, cheese portions. 
	Nursing staff are the health professionals who are directly in contact with patients on a daily basis. Whether patients have been identified to be nutritionally ‘at risk’ and thus are requiring nourishing drinks and snacks or whether a patient feels hungry and needs something substantial to eat between meals, they should have access to a range of different snacks and beverages. Increasing the choice, range and variety of food items and beverages available to patients in between meals will mean patients are 
	Policy surrounding the ordering, storage, stock rotation and management of ward provisions, needs to be developed at the local level, including who takes overall responsibility. Food handling and hygiene practices must be considered in any policy that is developed. 
	Table 13: List of minimum ward provisions 
	1. Biscuits (sweet and savoury) 2 Breakfast cereal 
	3. 
	3. 
	3. 
	Bread and spread/butter 

	4. 
	4. 
	Preserves, e.g. jam, marmalade 

	5. 
	5. 
	Salt, pepper, vinegar and other condiments 

	6. 
	6. 
	Tea 

	7. 
	7. 
	Coffee 

	8. 
	8. 
	Sugar/sugar-free sweetener 

	9. 
	9. 
	Hot chocolate/malted milk drink 

	10. 
	10. 
	Milk (full-fat and/or semi-skimmed depending on local need) 

	11. 
	11. 
	Fruit squash or cordial (regular and no added sugar) 




	4.5 Standard Recipes 
	4.5 Standard Recipes 
	Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards, Standard 3 Planning and Delivery of Food and Fluid in hospitals criteria 3.3 states: 
	‘All dishes and menus are analysed for nutritional content in line with Food 
	in Hospitals’. 
	It is essential to follow a standard recipe in NHS catering; their use can help to ensure: 
	• 
	• 
	• 
	consistent quality – a dish prepared with exactly the same ingredients using the same method should produce the same end product each time; 

	• 
	• 
	consistent nutritional value – a nutrient profile of each dish can be established*; and 

	• 
	• 
	consistent budgetary control – clearer planning for budgets and costing of menus. 


	4.5.1 Safe Provision of Therapeutic Diets 
	4.5.1 Safe Provision of Therapeutic Diets 
	The nutrient profile and allergen content of a dish will be affected by non-compliance with standard recipes such as missed or incorrect quantities of ingredients and alteration to cooking methods. 
	There are significant patient health and safety risks associated with not following standard recipes. The level of clinical risk is highest to patients requiring a therapeutic diet, texture-modified diet or who have allergies/intolerances. The importance for the need to follow standard recipes for the food provided in the hospital setting cannot be overemphasised. 

	4.5.2 Required Information 
	4.5.2 Required Information 
	Creating a standard recipe involves developing, testing, adapting the recipe according to need, and testing again to ensure a consistent product is being produced, no matter who cooks it. Standard recipes allow a product to be made to the same specification every time. Table 14 details the essential and useful criteria to be included in a standardised recipe. 
	57

	Table 14: Essential information to be included in a standardised recipe 
	The following information must be included in a standardised recipe 
	11, 57 

	1. 
	1. 
	1. 
	A title which describes the recipe content. 

	2. 
	2. 
	All ingredient components of the recipe, including water and seasoning; quantities in metric units. 

	3. 
	3. 
	Ingredient names clearly stating name and brand of product, product type/form (fresh, frozen, canned), and any preparation technique(s) (peeled, grated, minced, diced). Size for preparation techniques should also be specified. This information is key to identifying the 14 EU allergens. 

	4. 
	4. 
	Detailed methodology, directions must be listed in the order the recipe is prepared. 

	5. 
	5. 
	Recipe yields, i.e. the amount of the product available for service at the completion of production in weight or volume and number of servings. 

	6. 
	6. 
	Volume and/or weight of a single portion and the equipment used to serve this portion; portion size and weight/volume should be based on how the particular product fits with a full meal and how it looks on a plate. 


	The following information is useful if included in a standardised recipe:
	57 

	7. 
	7. 
	7. 
	Equipment and utensils used for preparing cooking and serving food are important. The yield and portion capacity of cooking equipment can change with length, width, and depth of pans. As there is evidence to demonstrate that providing smaller portions results in patients consuming less energy and protein, it is important that appropriate serving crockery is used and as such all main meals should be served on a dinner plate. 

	8. 
	8. 
	Cooking temperature and approximate cooking time. 

	9. 
	9. 
	Different portion sizes and therefore yield. 

	10. 
	10. 
	Critical control points as part of Hazard Analysis Critical Control Point (HACCP), e.g. safe thawing, internal cooking, holding, serving and storage temperatures. 



	4.5.3 Recipe Development 
	4.5.3 Recipe Development 
	The amount of time needed for this review process will differ depending on the source of the recipe. However, the time required should not be underestimated. 
	When developing a standardised recipe the following process should be 
	followed.
	57 

	1. Recipe review 
	• Review the recipe and its existing format/content against the required information. 
	2. Recipe preparation 
	Once the recipe is reviewed, it can be prepared (it is recommended the first version is made to yield 25 servings). During this process keep careful and specific notes on: 
	• 
	• 
	• 
	any variations made to the original recipe – record directly onto the working recipe; 

	• 
	• 
	information noted as missing during the review process. 


	3. Determination of recipe yield 
	• 
	• 
	• 
	Once the recipe preparation is completed either weighing the final product or measuring its volume will determine the yield; 

	• 
	• 
	ingredient product quality, preparation techniques, cooking times and temperatures affect yields. 


	4. Portion size 
	Determine the portion size or weight by taking the weight of the total final product and dividing by the number of servings the recipe makes. The portion must be checked to ensure it: 
	• 
	• 
	• 
	is appropriate for the patient group being served; 

	• 
	• 
	fits well with the rest of the meal. 


	5. Recipe evaluation 
	Once the recipe has been trialled it must be tasted and evaluated for its suitability. This should involve the catering manager, dietitian, cook(s) and patients where possible. It is important to consider: 
	• 
	• 
	• 
	product appearance on the plate and in bulk form as appropriate; 

	• 
	• 
	product taste and taste suitability to consumer group; 

	• 
	• 
	product texture; 

	• 
	• 
	product suitability to catering production and distribution type. 


	Notes 
	• 
	• 
	• 
	If a different yield is needed the recipe will require quantity adjustment and need to be prepared again; 

	• 
	• 
	notes of any changes or concerns should be recorded on the recipe sheet during the preparation phase. 




	4.6 Recipe Analysis 
	4.6 Recipe Analysis 
	Standard recipes as defined in Section 4.5 must be in place and in use in a kitchen before a menu can be nutritionally analysed. Nutritional analysis of standardised recipes should only be undertaken and/or supervised by registered, experienced dietitians who can appropriately interpret both the input data and the results produced by software programmes 
	A minimum specification for nutrient analysis software e.g. the NHSScotland Nutrition for Patients (N4P) should include the ability to account for nutrient and weight losses associated with cooking. That is, they need to be aware of food regulations and the limitations of the nutritional analysis software so that results can be interpreted 
	correctly.
	58 

	4.6.1 Analysing Menu Capacity 
	4.6.1 Analysing Menu Capacity 
	NHS hospitals must offer menus with several choices to meet their patients’ dietary and nutritional needs and individual preferences in order to comply with Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standardsrelating to choice. Dietitians are required to analyse the menus capability to deliver the nutrients in accordance with the levels detailed in this specification, both for a general menu and any therapeutic menus offered. 
	3 

	Methodologies for analysing menu capacity are described in the BDA’s The Nutrition and Hydration Digest: Improving Outcomes through Food and Beverage . An example of appropriate methodology is the minimum/maximum method, which provides a best  This method looks first at energy (calories) as the lead nutrient and then if the estimated average requirement (EAR) for energy can be supplied the capacity of the menu to meet protein requirements is assessed. If these criteria can be met then it is assumed most oth
	Services
	12
	approximation.
	15

	Where menus include a higher-energy option at each meal occasion, this should be modelled to ensure that patients who consistently require and choose the higher energy option are able to meet the criteria for energy, protein and micronutrients over the period of one week. Also, by using the same technique when offering a healthier eating option at each meal occasion, the menus should be modelled to ensure that if the healthier option is chosen at each meal occasion, the macro and micronutrient criteria for 
	Table 15: Methodology for analysing menu capacity
	12 

	1 A minimum choice for the ‘nutritionally well’ may be calculated in the following way: 
	• 
	• 
	• 
	Breakfast: Select the appropriate energy and protein from Table 3 and insert under breakfast. 

	• 
	• 
	Snacks and beverages: Select the appropriate energy and protein from Table 12. 

	• 
	• 
	Lunch and supper: Assign the energy and protein for lunch and supper for each item along with their dietary coding. This data will either be available from the food supplier or calculated in house on a software analysis package based on food composition tables. 


	2 Look at the whole day menu and pick the appropriate minimum choice 
	(i.e. providing the lowest energy) for lunch depending on menu structure and specifications. 
	3 A maximum choice covering the ‘nutritionally vulnerable’ may be calculated in the following way: 
	• 
	• 
	• 
	Breakfast: Select the appropriate energy and protein from Table 9 and insert under breakfast. 

	• 
	• 
	Snacks and Beverages: Select the appropriate energy and protein from Table 12. 

	• 
	• 
	Lunch and Supper: Look at the menu and pick the appropriate maximum choice (i.e. providing the highest energy) for lunch and supper depending on menu structure and specifications. 


	4 Analysing three random days and including one weekend day of the cycle would give a good indication of the figures. Including a Saturday or Sunday ensures consistency of meeting nutritional capacity over the entire week. Cold choice items like salad and sandwiches can skew the results so it is always recommended to analyse them separately to identify the capacity of cold options. The nutrient standards for cold meal options remain the same. The worked examples illustrate the day parts approach. They can b
	5 When analysing menus for a healthcare setting it may be beneficial to analyse three lowest and three highest meal choices for minimum/ maximum examples to give a more realistic span replicating the average length of stay in an acute care. 
	6 It is also important to remember that menu capacity figures are based on 100% consumption and food intake records are a more appropriate method to measure the actual food intake of the 
	patient.
	59 

	Patients often consume only about two-thirds of the food they are 
	provided (wasting between 6-65%), irrespective of how much is 
	provided.
	60 



	4.7 Portion Sizes 
	4.7 Portion Sizes 
	Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards Standard 4 Provision of food and fluid to patients in hospital criteria 4.3 states: 
	‘Patients are given a choice for all food and fluid options provided, including therapeutic and texture-modified diets. There is a choice of portion size for all main courses’. 
	A portion size indicates the weight of food from a particular recipe, which would be served within a meal for example, casserole, potato, or rice. This is generally reported as a weight (grams) or volume (ml) and may also be described in terms of household or serving units. 
	4.7.1 Essential Criteria 
	4.7.1 Essential Criteria 
	When defining portion sizes from a recipe it is important to consider the following: 
	• 
	• 
	• 
	the smallest available portion size must meet the minimum nutrient/ energy requirement portion sizes need to comply with specific tender recommendations, but this should not compromise meeting patient needs; 

	• 
	• 
	a choice of different portion sizes for patients can be achieved in a number of ways, with portion sizes being altered with use of carbohydrates, vegetables and some proteins where appropriate; 

	• 
	• 
	portion sizes must look appealing on the plate, in relation to other components of the whole proportionate meal; 

	• 
	• 
	portion sizes must satisfy the relevant patient populations’ appetite; 

	• 
	• 
	current advice regarding the appropriate portion size for fruit and vegetables for five a day. 


	There are several studies that have shown that many patients in hospital do not eat all the food they are  This may be due to a number of factors including poor appetite. Increasing the energy and nutrient-density of meals can encourage nutritional intake for patients with decreased appetite. Small increases in standard portion sizes have been shown to result in improved energy and protein  However excessively increasing the standard portion size may overwhelm the patient. 
	served.
	35
	intake.
	35

	Portion sizes must be set in order that they can deliver the required nutrition (as specified in this document) to the relevant patient population in a size that can be eaten. 
	Therefore the appropriate portion sizes for individual meal items must: 
	• 
	• 
	• 
	be set locally and in agreement between dietitian(s) and catering including any relevant stakeholders; 

	• 
	• 
	have their nutrient content and size in relation to serving and food wastage audited annually;
	61 


	• 
	• 
	guidance and training at the local level of which utensils/crockery should be used for serving different recipes, dishes and food items is necessary; and 
	11


	• 
	• 
	relevant NHS standards such as food wastage standards need to be 
	considered.
	61 



	Where in-house production exists, Boards should be working towards a single recipe method however, at local level, ingredient and therefore nutrient content, of individual recipes may vary from hospital to hospital. 

	4.7.2 Meal Presentation 
	4.7.2 Meal Presentation 
	The quality of the presentation of the final dish presented to the patient is extremely important. If the dish does not look appealing it will not be eaten and thus its nutritional value will be nil. 
	Figure
	5. Therapeutic Diet Provision 



	5. Therapeutic Diet Provision 
	5. Therapeutic Diet Provision 
	Summary 
	• 
	• 
	• 
	A therapeutic diet is modified from a ‘normal’ diet and is prescribed to meet a medical or special nutritional need. It is part of a clinical treatment and in some cases can be the principle treatment of a condition. Whenever a patient has a therapeutic diet prescribed by a dietitian or by medical staff, all hospitals and Health Boards must be able to provide this. 

	• 
	• 
	Menus should reflect local population needs and healthcare organisations need to develop their own protocol for the requirement and provision of therapeutic diets for their population. 

	• 
	• 
	Dietary coding provides information for patients, carers and staff to enable them to make an informed food choice whilst in hospital. The key dietetic codes displayed on a hospital menu should be ‘Healthier Eating’ and ‘Higher Energy’. 

	• 
	• 
	When planning any facilities and purchasing contracts, health facilities and catering departments should consider the provision of any therapeutic diets and set targets to ensure the environment allows them to be met. 

	• 
	• 
	Many clinical conditions such as respiratory disease, cardiac disease, gastrointestinal disorders and neurological disorders, require therapeutic diets. Malnutrition is common and good nutrition is crucial for optimal clinical outcome. 

	• 
	• 
	• 
	This section provides the rationale for dietary modification in common therapeutic diets and catering guidance to meet these dietary requirements. Diets covered in this section are: 

	• 
	• 
	• 
	Higher energy and nutrient-dense diet 

	• 
	• 
	Healthy eating 

	• 
	• 
	Allergen-free diets 

	• 
	• 
	Gluten-free diets 

	• 
	• 
	Texture-modified diets 

	• 
	• 
	Diets for renal disease 

	• 
	• 
	Diet suitable for people with neutropenia 

	• 
	• 
	Monoamine oxidase inhibitors (MAOI) diet. 




	5.1 Introduction 
	5.1 Introduction 
	A therapeutic diet is modified from a ‘normal’ diet and is prescribed to meet a medical or special nutritional need. It is part of a clinical treatment and in some cases can be the principle treatment of a condition. Whenever a patient has a therapeutic diet prescribed by a dietitian or by medical staff, all hospitals and Health Boards must be able to provide this. 
	12

	Dietitians and/or appropriate members of the dietetic team e.g. dietetic support worker, as recommended by the British Dietetic Association, are required to work with catering departments to provide initial and ongoing information, guidance and support for the catering team. 
	Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards Standard 3 criteria 3.6 states: 
	‘There are protocols, which are implemented and monitored, for the 
	provision of: 
	(a)
	(a)
	(a)
	 all therapeutic diets, for example texture-modified diets, gluten-free diets, low potassium diets, oral nutritional supplements, high-energy and high-protein food and fluid, and 

	(b)
	(b)
	 any requirement out with the planned menu, such as nut allergy or vegan meals.’ 


	Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards Standard 4 criteria 4.3 states: 
	‘Patients are given a choice for all food and fluid options provided, including 
	therapeutic and texture modified diets and there is a choice of portion size 
	for all main courses’. 
	In addition, when planning therapeutic diets it is essential to have accurate knowledge of the nutrient and ingredient composition of all dishes and individual menu items to determine their suitability. This makes the use of standardised, analysed recipes crucial in the delivery of appropriate food. 
	5.1.1 Criteria 
	5.1.1 Criteria 
	Menus should reflect local population needs and healthcare organisations need to develop their own protocol for the requirement and provision of therapeutic diets for their population: 
	• 
	• 
	• 
	there must be a hospital protocol for the provision of all therapeutic diets; 

	• 
	• 
	patients must be given choice for all food and fluid options provided, including therapeutic and/or texture-modified diets; 

	• 
	• 
	hospitals whose populations require certain therapeutic diets irregularly and in minimal numbers must include in their policy a formal contingency for the provision of these diets in the event they are required, for example an à la carte menu; 

	• 
	• 
	therapeutic diets must be capable of meeting the nutritional and dietary requirements of patients using them; and 
	12


	• 
	• 
	where relevant, catering service contracts must be sufficiently detailed and cover the provision of both therapeutic and special diets. 


	This section specifies the therapeutic diets commonly prescribed in hospital settings and comments on the practical implications for planners and caterers in putting together meals and menus incorporating therapeutic diets. The criteria for the coding of therapeutic diets are also explained. 

	5.1.2 Dietary Coding 
	5.1.2 Dietary Coding 
	Dietary coding provides information for patients, carers and staff to enable them to make an informed food choice whilst in hospital. It is important when coding a menu that:
	12 

	• 
	• 
	• 
	there is an up-to-date nutritional and content analysis of the menu item; 

	• 
	• 
	a standard recipe is followed each time the dish is made; 

	• 
	• 
	too many letters/codes on a menu can appear confusing to a patient, and can be irrelevant to the majority of the hospital population; 

	• 
	• 
	nutrition education for nursing and catering staff must accompany dietetic codes so that patients receive consistent messages; 

	• 
	• 
	suitability of any one particular dish needs to be considered in the context of the whole diet; 
	12


	• 
	• 
	dish descriptors should be available; and 

	• 
	• 
	it is recommended that pictorial menus be available. 


	This specification endorses the BDA recommendation that dietary codes should be kept to a minimum on hospital menus. The key dietetic codes displayed on a hospital menu should be ‘Healthier Eating’ and ‘Higher Energy’. 
	It is also helpful for many service users if the ‘normal’ menu indicates those dishes that are ‘easily chewed’ and those ‘suitable for lacto-ovo vegetarians’. 
	Dietitians may deem it appropriate for other therapeutic diets to be coded on the hospital menu: this needs to be determined at the local level with consideration of the above points noted. 
	An à la carte menu can be useful in the effective delivery of any additional therapeutic diets required by a hospital, as it will enable caterers to provide patients with more  Not all dishes will necessarily be coded. 
	choice.
	12


	5.1.3 Kitchen Space and Equipment 
	5.1.3 Kitchen Space and Equipment 
	When planning any facilities and purchasing contracts, health facilities and catering departments should consider the provision of any therapeutic diets and set targets to ensure the environment allows them to be met. Therapeutic diets may require additional preparation, storage or distribution space and equipment, especially if isolation from production of other diets is required, e.g. in the case of allergen-free diets and risk of cross-contamination of food items. 
	50

	The presence of even the smallest amount of allergenic food can be a risk for an individual who has a food allergy. Minimising the risk of cross-contamination is as important as ensuring intentional ingredients do not include the allergen(s). The Food Standards Scotland advice to minimise cross-contamination include thoroughly clean work areas, surfaces, serving areas, utensils, equipment, chopping boards, hands, the table, crockery, cutlery, and trays to remove traces of food  Further details are provided 
	allergens.
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	Food hygiene laws, with respect to cross-contamination of different food groups are an important part of a number of different faiths’ dietary practices. Ensuring these ‘laws’ are respected and adhered to including how different foods need to be prepared ensuring separate storage, separate cooking utensils and equipment are used for particular foods needs to be considered in the planning stages. Further guidance on particular faiths’ beliefs is provided in Section 6. 


	5.2 Higher Energy and Nutrient-dense Diet 
	5.2 Higher Energy and Nutrient-dense Diet 
	Energy and nutrient-dense diets are indicated for patients with a small or poor appetite who find it difficult to eat sufficient foods to meet their energy and nutrient  These diets are also indicated for those patient groups with increased energy and protein requirements, including those who have had a major trauma such as a head injury, burns patients, cancer patients and undernourished patients. These individuals require additional energy and protein to meet their increased needs or to enable them to rep
	requirements.
	39

	A diet higher in energy and nutrient-density can be achieved by increasing the overall amount of food eaten by: 
	• 
	• 
	• 
	increasing the energy and nutrient content of enrichment; 
	63


	• 
	• 
	increasing the number of foods offered, for example increasing the number of times snacks are provided between meals; 

	• 
	• 
	providing greater choice of energy and nutrient-dense foods on the menu; and 

	• 
	• 
	increasing portion sizes. 


	5.2.1 Coding Criteria 
	5.2.1 Coding Criteria 
	Table 16:  Criteria for higher energy code (per portion)
	Table 16:  Criteria for higher energy code (per portion)
	Table 16:  Criteria for higher energy code (per portion)
	12 


	Option 
	Option 
	Energy (kcal) 
	Protein (g) 

	Snacks 
	Snacks 
	≥150 
	≥2 

	Nourishing soup 
	Nourishing soup 
	≥150 
	≥6 

	Protein e.g. meat/fish/chicken/ alternative 
	Protein e.g. meat/fish/chicken/ alternative 
	~300 
	12 - 14 

	Total meal e.g. protein + vegetables + starch + condiments 
	Total meal e.g. protein + vegetables + starch + condiments 
	≥500 
	≥18 

	Dessert (including accompaniments) 
	Dessert (including accompaniments) 
	≥300 
	5 


	• 
	• 
	• 
	It would be considered good practice that snacks are available three times a day.
	12 


	• 
	• 
	Additional milk should be provided daily for those patients who wish it over and above the 600ml 
	provided.
	12 




	5.2.2 Catering Guidelines 
	5.2.2 Catering Guidelines 
	If a hospital menu is to provide a diet that is higher in energy and more nutrient-dense then there must be provision at each eating occasion of a ‘higher energy and nutrient-dense’ choice that meets the specific criteria outlined in Table 16. Caterers and dietitians need to work together to meet this requirement and must ensure that the overall weekly menu has the capacity to meet the nutrient standards for the higher energy and nutrient-dense diet, detailed in Section 2. Food-based guidance is provided in
	Table 17: Higher energy diet menu planning guidance 
	Table 17: Higher energy diet menu planning guidance 
	Table 17: Higher energy diet menu planning guidance 

	Aims 
	Aims 
	Rationale 
	Practical applications 

	Improve nutritional status or achieve a normal nutritional status. Meet the target nutrient specifications for ‘nutritionally vulnerable’ hospital menus (outlined in Section 2).12 
	Improve nutritional status or achieve a normal nutritional status. Meet the target nutrient specifications for ‘nutritionally vulnerable’ hospital menus (outlined in Section 2).12 
	Improve nutritional status or achieve a normal nutritional status. Meet the target nutrient specifications for ‘nutritionally vulnerable’ hospital menus (outlined in Section 2).12 

	One in four adult patients admitted to hospital are undernourished.15 
	Increase energy and nutrient-density of foods and meals by: • providing a wide choice of breakfast items, including a choice of higher calorie breakfast cereals, e.g. sweetened muesli, porridge made with milk, a cooked option • using whole milk and full-fat milk products, e.g. yoghurts • adding spreading fat or butter to sandwiches, mashed vegetables and baked potatoes • providing milk-based sauces to accompany vegetables or meats, e.g. mustard sauce, white sauce or cheese sauce. 


	Table 17: Higher energy diet menu planning guidance (continued) 
	Aims Rationale Practical applications 
	Meet the needs of patient groups who require increased intakes of energy and protein. 
	Promote energy and nutrient intake with modest portion sizes and food presentation which is appealing and easy to eat.
	12 

	Many patients present with small or poor appetites, have difficulty with chewing and swallowing and thus have difficulties eating sufficient food to meet their nutrient 
	requirements.
	64 

	• 
	• 
	• 
	• 
	adding cream to milk puddings and soups 

	• offering cream/icecream to accompany dessert 
	-


	• 
	• 
	making cream-based sauces for use with pasta or rice 

	• 
	• 
	adding gravy and sauce enriched with a protein powder to meat dishes 

	• 
	• 
	add glucose polymers or protein powders to dishes as appropriate 

	• 
	• 
	enriching milk with milk powder 

	• 
	• 
	• 
	add sugar to stewed fruit. 

	Food preparation which allows food to be more easily consumed includes: 

	• 
	• 
	pureed, stewed or juiced fruit 

	• 
	• 
	vegetables well-cooked to a manageable texture, but not overcooked 

	• 
	• 
	meat cut into small pieces and cooked to ensure it is tender, e.g. casseroles and stews 

	• 
	• 
	removal of all bones from meat before cooking or serving 

	• 
	• 
	foods with added sauce or gravy 

	• 
	• 
	during texture modification, water should never be used to liquidise foods, as it contains no energy or nutrients. 


	Aims Rationale Practical applications 
	Promote and offer calorie-containing fluids such as fruit juice, milk and flavoured milk, diluting juice, hot chocolate, tea and milky coffee. 
	Offer small, energy and nutrient-dense easy to eat snacks as appropriate for patient group*: 
	• 
	• 
	• 
	cakes and biscuits 

	• 
	• 
	small sandwiches 

	• 
	• 
	crisps 

	• 
	• 
	full fat custard pot or yoghurt. 


	Figure
	Table 17: Higher energy diet menu planning guidance (continued) 
	Table 17: Higher energy diet menu planning guidance (continued) 


	*Refer to Table 12 (snacks) 


	5.3 Healthier Eating 
	5.3 Healthier Eating 
	The healthy balanced diet is recommended for the general population but it is also recommended for the dietary management of a number of medical conditions and in such situations it can be interpreted as a therapeutic diet, for example:
	12 

	• 
	• 
	• 
	patients with Type 1 or Type 2 diabetes; 

	• 
	• 
	patients with dyslipidaemia and cardiovascular risk; 

	• 
	• 
	patients who are managing their weight; 

	• 
	• 
	patients with hypertension; or 

	• 
	• 
	patients suffering from constipation or irregular bowel movements. 


	As outlined in Section 2, the healthy balanced diet is designed to meet specific nutrient criteria with reference to levels of fats, sugar and salt as well as overall dietary balance over a week. This is to account for the day-to-day variation in individual’s food intakes and recognition that these targets are unlikely to be met on a daily 
	basis.
	30 

	Food Standards Scotland has produced guidance to caterers on what proportion of the overall daily energy, protein, fibre, fat, saturated fat, sugar, salt and micronutrient intakes should be provided by the different meals and snacks in the day for the healthy balanced diet. This may prove useful when modelling menus to meet nutrient criteria. 
	48

	As indicated in Section 5.1.2, dietary coding of menu choices is primarily used to enable patients and staff to make informed choices in their food selection. As such, nutrient criteria have been proposed by the British Dietetic Association (BDA) that defines meals, or components thereof as ‘healthier options’. This is to enable dietary coding of menu items to inform those patients who require this diet for therapeutic 
	purposes.
	12 

	It is important to note that some dishes may meet the criteria specified for a ‘healthier eating’ option, but these may not fully support the overall healthy balanced diet messages. In contrast some foods will meet the overall dietary principles of a healthier diet, but do not meet the coding criteria presented in Table 18 (for example, oily fish). 
	Therefore, care must be taken when using the criteria suggested in Table 18 to ensure that the overall nutrient targets set in Section 2 for the ‘nutritionally well’ patient (healthy balanced diet) and Section 3 (food-based criteria) are met over a week when modelling the menu. The food-based criteria provided in Table 19, supplements the information provided in Tables 5-10 and should assist caterers to meet the nutrient criteria for a healthy balanced diet. 
	Please note, that in some instances a healthier balanced diet may be inappropriate for individuals within this group due a separate condition, associated co-morbidities or additional factors affecting their overall nutrition requirements. The assessment of individual patient’s dietary needs within 24 hours of their admission to hospital should ensure that these individuals’ needs are identified and thus can be met.
	3 

	5.3.1 Coding Criteria 
	5.3.1 Coding Criteria 
	• 
	• 
	• 
	A standard main meal must provide a minimum of 300kcal per meal; this is inclusive of potatoes, pasta and 
	vegetables.
	12, 46 


	• 
	• 
	A standard main meal must provide a minimum of 18g protein per meal inclusive of potatoes, rice, pasta and 
	vegetables.
	12, 46 


	• 
	• 
	Overall, total fat, salt and added sugar should be low and fats added should be poly and monounsaturated rather than 
	saturated.
	12 


	• 
	• 
	Wholegrain foods should be offered 
	daily.
	12 


	• 
	• 
	Fruit should be offered as a choice of snack to enable the 5 A Day recommendation to be met.
	51 



	Table 18:  Criteria for healthier eating code (per portion)
	Table 18:  Criteria for healthier eating code (per portion)
	Table 18:  Criteria for healthier eating code (per portion)
	12 


	Meal component 
	Meal component 
	Energy (kcals) 
	Protein (g) 
	Fat (g) 
	Added sugar 

	Protein e.g. meat/fish/chicken/ alternative 
	Protein e.g. meat/fish/chicken/ alternative 
	12-14 
	< 15 g total < 5g saturated 

	Total meal e.g. protein + vegetables + starch + condiments (excluding desserts) 
	Total meal e.g. protein + vegetables + starch + condiments (excluding desserts) 
	>300 
	>18 
	Not specified 

	Dessert (including accompaniment) e.g sponge and custard 
	Dessert (including accompaniment) e.g sponge and custard 
	X 
	< 5g total < 2g saturated 
	< 15 



	5.3.2 Catering Guidelines 
	5.3.2 Catering Guidelines 
	Catering and dietetic departments must work together to offer a balanced menu incorporating a healthier eating option at each eating occasion (main course and dessert), this is with the back-drop of an individual being able to choose a healthy balanced diet overall. It is the responsibility of the dietitian and catering department to ensure all food items coded as a healthier eating option continue to meet the criteria. Ultimately, they must ensure that the overall weekly menu has the capacity to meet the n
	An extension of the practical advice provided in Table 19 can be found in the then Food Standards Agency and Scottish Executive’s .
	Catering for Health - A guide for 
	teaching healthier catering practices
	65 

	Table 19: Healthier eating menu planning guidance 
	Aims Rationale Practical applications 
	Maintain or achieve normal nutritional status. 
	Meet the target nutrient specifications for hospital menus (outlined in Section 2). 
	Meet the needs of patient groups who may benefit from the promotion of healthier 
	eating.
	12, 15 

	Support the clinical management of relevant patient groups. 
	Maintain normal blood sugar levels and other indices of diabetes control. 
	Maintain normal bowel function. 
	Some patients’ nutritional requirements, appetites, food intake and nutritional status are not affected by their illness or treatment. 
	The NHS is well placed to provide fundamental education in healthy eating for some 
	patients.
	50 

	A healthy diet for people with diabetes or those with dyslipidaemia, hypertension or cardiovascular disease is often used as the main treatment and is beneficial in preventing further co-morbidities. 
	High blood sugar levels can impair wound healing and recovery from illness. 
	Healthier breakfast items include:
	40 

	• 
	• 
	• 
	high-fibre breakfast cereals >3g fibre per 100g, e.g. porridge, unsweetened muesli, fruit and fibre, shredded wheat, bran flakes 

	• 
	• 
	• 
	scrambled eggs, grilled mushrooms, tomatoes, baked beans (ideally lower salt varieties), and grilled sausages. 

	Use a variety of low fat or no-added fat cooking methods as often as practical: 

	• 
	• 
	discard poultry skin and trim visible fat from meat 

	• 
	• 
	drain visible fat from cooked meat dishes as production allows 

	• 
	• 
	braise, steam or bake as production allows 

	• 
	• 
	use thick-cut chips when deep-frying 

	• 
	• 
	strong cheese, e.g. parmesan adds flavour to cheese dishes and sauces in smaller amounts 

	• 
	• 
	• 
	don’t add butter or spread to vegetables before service. 

	Use appropriate low-fat options in place of standard products where palatable, e.g.: 

	• 
	• 
	tomato-based sauces for pasta dishes 

	• 
	• 
	yoghurt, milk, cheese 

	• 
	• 
	bakery products, e.g. tea breads, plain/fruit scones, oatcakes 

	• 
	• 
	low fat mayonnaise and salad dressings. 


	Aims Rationale Practical applications 
	Table 19: Healthier eating menu planning guidance (continued) 
	Table 19: Healthier eating menu planning guidance (continued) 


	Healthier sandwiches should consist of lower-fat filling and high-fibre bread and/or salad or vegetables. 
	Use salt sparingly: 
	• 
	• 
	• 
	if stock or bouillon is used, salt should not be added 

	• 
	• 
	• 
	try to source lower-salt-content bouillon. 

	Use a variety of no-added sugar cooking methods as often as practical: 

	• 
	• 
	add alternative flavours to stewed fruit in place of sugar, 


	e.g. cinnamon to apple 
	• offer a higher proportion of fruit-based puddings to jam/ syrup-based puddings. 
	Aims Rationale Practical applications 
	Table 19: Healthier eating menu planning guidance (continued) 
	Table 19: Healthier eating menu planning guidance (continued) 


	Use appropriate low-sugar options in place of standard products where palatable, e.g.: 
	• 
	• 
	• 
	sugar-free jelly 

	• 
	• 
	sugar-free diluting juice and other drinks 

	• 
	• 
	fruit canned in natural juice. 


	Artificial sweeteners must be available at ward level for those patients choosing to use them. 
	Suitable healthy eating snacks for patients on diabetes medication 
	(e.g. insulin), must be available for example: 
	• 
	• 
	• 
	fresh and dried fruit 

	• 
	• 
	low-fat yoghurts 

	• 
	• 
	fruit bread, malt loaf, oatcakes, crumpets. 


	Special so-called ‘diabetic foods’ are not recommended. 


	5.4 Allergen-free Diets 
	5.4 Allergen-free Diets 
	Not everyone is able to eat all types of foods safely. Some people experience an adverse reaction when exposed to certain foods. This reproducible reaction can either be called a ‘food allergy’, when the immune system is involved, or a ‘food intolerance’, when the immune system is not involved. Food allergy can result in anaphylaxis which can be fatal in some 
	cases.
	66 

	5.4.1 Food Allergy 
	5.4.1 Food Allergy 
	True food allergy is an immune reaction to food that triggers the release of histamines and other substances into the tissues. The proportion of the population (UK) with a true food allergy is approximately 1-2% of adults and 5-8% of  This equates to around 1.5 million people in the UK. In addition, about 1:100 of the UK population has coeliac disease and needs to avoid gluten. 
	children.
	65

	Food allergy may be caused by numerous different foods or additives and symptoms can be triggered by minute amounts of these. Allergic reactions range in severity from relatively short-lived discomfort through to anaphylactic shock which may be fatal. Therefore, there are significant risks to patients if allergen-free diets are not provided when required. 

	5.4.2 Food Intolerance 
	5.4.2 Food Intolerance 
	Food intolerance differs from food allergy in that it does not involve the immune system. Food intolerances may arise in a number of ways, for example by dietary components acting as irritants or due to enzyme deficiencies which may result in an inability to digest or metabolise certain food components. Reactions due to food intolerance may be severe but they are not generally life-threatening. They can, however, affect long-term health and do represent a health risk if not taken into account when required 
	Coeliac disease is an autoimmune disease caused by intolerance to gluten. In coeliac disease, eating gluten causes the lining of the small intestine to become damaged. Other parts of the body may also be 
	affected.
	67 

	The terms ‘gluten-free’ and ‘very low gluten’ are covered by legislation for the labelling of gluten-free  The law is based on the revised international Codex Alimentarius standard for gluten-free, and applies to both packaged foods and to foods sold in catering 
	foods.
	68
	establishments.
	69 

	Food labelling legislation surrounding wheat, rye and barley, gluten-containing cereals is provided in this section, along with generic practical catering guidance for providing foods that are free from specific allergens. However, as its prevalence affects one in one hundred individuals, more specific catering guidance has been covered separately in Section 5.5. 

	5.4.3 Catering Guidelines 
	5.4.3 Catering Guidelines 
	It is difficult to define the number of hospital patients requiring an allergen-free diet at any given time; however, hospital-catering departments must work in conjunction with dietitians to meet these patient groups’ needs. Good communication must exist between wards and catering to ensure that patients with allergies are identified and communicated appropriately. 
	Please note that catering provision for allergen-free diets must meet all the aspects of menu planning and food-based criteria. 
	As of 13 December 2014 new EU food labelling rules, adopted by the European Parliament and the Council in 2011, ensure that consumers receive clearer, more comprehensive and accurate information on food content, and help them make informed choices about what they eat. This affects how allergen information is provided on pre-packed food labels and also introduces a new requirement to provide allergen information for foods sold or provided loose (non-pre-packed). 
	70

	These rules require hospital catering services to provide information to patients, staff and visitors about the presence or use of any of the fourteen specified allergens (Table 20) as ingredients in any of the food that they serve, including 
	These rules require hospital catering services to provide information to patients, staff and visitors about the presence or use of any of the fourteen specified allergens (Table 20) as ingredients in any of the food that they serve, including 
	any food item served to patients at ward level and any food item sold in retail outlets. 

	To meet these obligations hospital caterers must know what is in food, and the requirements needed to meet the legal obligations. Caterers must be able to evidence the exact ingredients used, such as by brand names, pack sizes, or other information that details what is normally used or that of any replacement. 
	The EU Food Information to Consumers Regulation requires packaged food to have allergenic ingredients information emphasised in the ingredients list and food sold loose to have allergen ingredients information  ‘Allergens’ refers to the 14 listed in the legislation (Table 20). 
	available.
	70

	This legislation does not require full ingredient lists for loose foods, the requirement is to declare any of the fourteen allergens when used as an ingredient or processing aid regardless of the level of use. 
	The British Dietetic Association has produced an .
	Allergen Toolkit for Healthcare 
	Catering
	66 

	All dishes which are produced in-house must use standard recipes with ingredients from ‘approved’ suppliers. Any ingredient/supplier changes affecting standard recipes require to be assessed to identify the changes to the recipe.  
	It is also the responsibility of the person preparing that meal to ensure that any food prepared and sent to the wards for a patient with a suspected or confirmed food allergy is appropriate for their needs and labelled with the patient’s name, ward and the type of allergy for the individual patient concerned. 
	It is the responsibility of the catering management team to ensure that they have in stock, or are able to access a core range of foods and ingredients to offer suitable alternatives for people with allergies and intolerances. At the very least, this should include wheat/gluten-free bread, pasta, biscuits and crackers, and alternatives to cow’s milk and butter/margarine spreads e.g. milk free spread. Most of these are ambient or can be frozen. 

	5.4.4 Food Labelling – Food Allergen and Food Intolerance 
	5.4.4 Food Labelling – Food Allergen and Food Intolerance 
	People who suffer from food allergies and food intolerances need to know the exact ingredients in the food that they eat as even a small amount of allergen can make them very ill or in some cases could be fatal. The use of food product labels is fundamental to identify foods appropriate for patients’ diets when exclusion of specific foods is required due to an allergy or food intolerance. The EU labelling Directive 1169/2011 is implemented in Scotland through The Food Information (Scotland) Regulation 2014.
	70 

	All of the 14 listed allergens and ingredients derived from allergens have to be listed on the label with a clear reference to the name of the allergenic ingredient whenever they are intentional ingredients in a food product. 
	Where an allergenic ingredient or its derivative is not clearly identified in the name of the food, e.g. malt vinegar, the allergenic ingredient should always be clearly identified in the labelling, for example ‘malt vinegar (from barley)’. 
	All ingredients and the components of each of these ingredients are covered by the new labelling regulations if they are present in the finished product, even in an altered form. This includes carry-over additives, additives used as processing aids, solvents and media for additives or flavouring and any other substance used as a processing aid. 
	Some people may be allergic to foods that are not included in the Regulations, but all ingredients have to be listed on the label of pre-packed foods. The foods or ingredients that people are allergic to may be avoided by reading the label. 
	The Regulations do not apply to ‘may contain’ or nut trace warnings to indicate possible allergen cross-contamination. However, many manufacturers provide this information voluntarily in order to indicate the possible presence of unintentional ingredients that people may be allergic to in pre-packed food. 
	Food prepared for an allergen-free diet must be undertaken in a safe environment as patients must be provided with food safe for them to consume. 
	Catering/ward staff must understand the importance of providing a diet which is safe for someone with an allergy. 
	When a meal that needs to be allergen-free is being prepared, surfaces and all equipment and utensils (including, chopping boards, knives, pans and mixing bowls) must be thoroughly washed down prior to use. 
	Foods must be stored in sealed containers, especially peanuts, nuts, seeds, milk powder and flour. Ensure ingredients received are what has been ordered (different brands can have different ingredients). 
	Foods that need to be free from a particular allergen must not be fried in oil that has previously been used to cook food that contains the particular allergen. 
	Similarly separate toasters must be used to prepare gluten-free breads etc. 
	Separate serving utensils must be used for serving dishes that are allergen-free to prevent potential cross-contamination, in the kitchen and on the ward. 
	The hospital menu must list any of the 14 allergens if contained within individual menu items. 
	Food allergen Guidance what is included Celery Cereals containing gluten Crustaceans Includes all species, e.g. crab and prawns. Eggs Fish Lupin 
	Table 20: Scope of allergenic ingredients required on food labelling 
	Table 20: Scope of allergenic ingredients required on food labelling 


	Includes celery seeds and celeriac. 
	Salads, soups and celery salt, stock cubes, stew pack, some meat products. 
	Wheat, rye, barley, oats, spelt, Khorasan wheat (sometimes sold commercially as Kamut®) or their hybridised strains. Other types of cereal are not included. 
	NB: There is no requirement for gluten itself to be indicated in the ingredient list. 
	Bread, wheat flour, biscuits, crackers, pasta, breakfast cereals (including items like breadcrumbs and batter), cakes, pastry, semolina, soya sauce. 
	It is also found in may processed foods such as soups, gravies, sauces, sausages, haggis, fish cakes and all processed foods must be checked to ensure they are gluten free. 
	Refers to eggs from laying hens and eggs from other birds, e.g. broiler chicken, duck, turkey, quail, goose, gull, and guinea fowl. 
	Includes fish from all species of fish and fish products. In common species, e.g. cod, mackerel, that name could be used to indicate the fish content of a product. 
	Soy and Worcestershire sauce, Thai fish sauce, relish, some salad dressings. Fish extracts, oils and paste. 
	Seeds and flour used in some breads and pastries. 
	Some types of bread and pastries e.g. waffles, particularly those manufactured in France and Belgium. 
	Food allergen Guidance what is included Milk Includes milk from cows, sheep, and goats. Milk powder, yogurt, butter, margarine, cheese, cream, ghee, milk glazed products, ice cream, custard and other milk puddings. Milk powder and milk products are used in many manufactured products. Some processed meats, chocolate, Quorn® and some canned fish. Molluscs Squid, octopus, cockles, mussels, periwinkles and snails. Mustard Mustard paste, seeds, leaves, flour, salad dressings, marinades, soups, sauces (e.g. if ad
	Table 20: Scope of allergenic ingredients required on food labelling (continued) 
	Table 20: Scope of allergenic ingredients required on food labelling (continued) 


	Refers to levels above 10mg/kg or litre. 
	Some meat products, stock cubes, bouillon mix, fruit juice drinks, dried fruit/vegetables, wine, beer, cider. 
	Table 21: Allergen-free food guidance 
	Table 21: Allergen-free food guidance 
	Table 21: Allergen-free food guidance 

	Aims 
	Aims 
	Rationale 
	Practical applications 

	Patients are provided with food safe for them to consume. Food provided meets the target nutrient specifications for hospital menus (outlined in Section 2). Food prepared for an allergen-free diet is undertaken in a safe environment.62 Catering and ward staff must understand the importance of providing a diet which is safe for someone with an allergy.62 
	Patients are provided with food safe for them to consume. Food provided meets the target nutrient specifications for hospital menus (outlined in Section 2). Food prepared for an allergen-free diet is undertaken in a safe environment.62 Catering and ward staff must understand the importance of providing a diet which is safe for someone with an allergy.62 
	Following ingestion of a food allergen, symptoms experienced by a patient who is allergic can include rashes, diarrhoea, vomiting, stomach cramps, and difficulty in breathing. It can also cause anaphylaxis.62 Someone with food intolerance may show similar symptoms, diarrhoea, bloating but these tend to develop more slowly and generally require greater amounts of foods to have been eaten.42 In a busy kitchen the risk of non-allergic foods getting contaminated by potentially allergic foods is very high.62 




	5.5 Gluten-free Diet 
	5.5 Gluten-free Diet 
	A gluten-free diet is used as the sole treatment for coeliac disease and the skin condition dermatitis herpetiformis. Coeliac disease is caused by an auto-immune reaction to a component of gluten, which is a protein that is found in certain cereals, namely wheat, barley and rye. Some individuals with coeliac disease also need to avoid oats. Consumption of even a minute quantity of gluten by someone with coeliac disease can result in malabsorption, gastro-intestinal symptoms and fatigue. Approximately 1 in 1
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	Regulations define gluten-containing cereals as wheat, rye, barley, oats, spelt, Khorasan wheat (sometimes sold commercially as Kamut®) or their hybridised strains. It is found in a wide range of manufactured and processed foods, and imposes considerable restriction of food choice and 
	5
	variety.
	42 

	There are significant patient health risks associated with eating a food that contains gluten for those patients who have coeliac disease. A menu item should never claim to be gluten-free unless this has been confirmed. Coeliac UK (the charity of people with coeliac disease and dermatitis herpetiformis) has an up-todate database of manufactured foods free from gluten and publishes an annual handbook for its members; Food and Drink Directory. 
	-

	The Coeliac UK Food and Drink Directory is available in three formats: paper, electronic and mobile app. It is important to note that food manufacturers and supermarkets can voluntarily identify gluten-free products; some manufacturers use the Crossed Grain symbol and this can be regarded as a safety net as it is only licensed to manufacturers who can guarantee their foods are 
	67, 71
	gluten-free.
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	Figure
	The ‘Crossed Grain’ symbol 
	Only foods that contain gluten in amounts that are 20ppm or less can be labelled as ‘gluten-free’. The gluten-free label may also be used for uncontaminated oat products. For oat products labelled gluten-free the oats themselves must also contain no more than 20ppm of gluten. 
	Specialist substitute products such as breads, flours and crackers that contain a gluten-reduced ingredient (Codex wheat starch) with a gluten level above 20ppm and up to 100ppm may be labelled as ‘very low gluten’. There is no foods currently labelled ‘very low gluten’ in the UK. 
	Gluten-free – foods containing 20 parts per million (ppm) gluten or less Very low gluten – foods containing between 21 and 100ppm gluten 
	5.5.1 Oats 
	5.5.1 Oats 
	Until recently oats were thought to have the same harmful effect as other gluten-containing cereals and therefore have traditionally been excluded from a gluten-free diet.
	42 

	Although some people with coeliac disease can include oats in their diet, oat products are at high risk of contamination from other gluten-containing cereals including wheat and barley, therefore they should not be offered as part of a hospital gluten-free diet. 

	5.5.2 Catering Guidelines 
	5.5.2 Catering Guidelines 
	With the correct processes in place to ensure the correct ingredients are used and processes in place to avoid cross contamination, gluten-free catering in a hospital kitchen environment may be possible. A risk assessment should be carried out to look at the feasibility of producing gluten-free meals on site and if not possible then pre-packed meals can be used as an alternative. 
	Meals prepared without gluten-containing ingredients, with correct controls in place to ensure they are gluten-free, will be suitable for people who wish to avoid gluten in their diet. For this patient group it is essential that non-glutencontaining ingredients are protected from the risk of contamination with gluten during their storage, preparation, transportation or during serving. 
	-

	Ingredients that are non-gluten-containing must be prepared using separate utensils, boards and containers. 
	Caterers need to be aware of any ingredient changes in relation to non-gluten containing menu items and the importance of communicating this information and ensuring any necessary meal modifications are undertaken. 
	Table 22 provides guidance for the provision of non-gluten containing foods and Table 23 gluten containing foods to be avoided. 
	Aims Rationale Gluten-free foods include Ingestion of gluten by people with coeliac disease results in malabsorption of nutrients. This may result in the following symptoms:42, 67 • abdominal discomfort • mild gastrointestinal upsets • tiredness • irritability • breathlessness • anaemia • unexplained weight loss • osteoporosis. Adherence to a gluten-free diet for people with coeliac disease reduces the risk of some intestinal malignancies.42 Maintain optimal nutritional status. • Tofu and Quorn® 
	Aims Rationale Gluten-free foods include Ingestion of gluten by people with coeliac disease results in malabsorption of nutrients. This may result in the following symptoms:42, 67 • abdominal discomfort • mild gastrointestinal upsets • tiredness • irritability • breathlessness • anaemia • unexplained weight loss • osteoporosis. Adherence to a gluten-free diet for people with coeliac disease reduces the risk of some intestinal malignancies.42 Maintain optimal nutritional status. • Tofu and Quorn® 
	Table 22: Gluten-free food guidance 
	Table 22: Gluten-free food guidance 


	Exclude all dietary sources of gluten.
	42, 67 

	Ensure gluten-containing foods are substituted with a suitable alternative to maintain dietary balance.
	42, 67 

	Meet the nutrient specifications for hospital menus (specified in Section 2). 

	• 
	• 
	• 
	Fresh fruit and vegetables (most canned and frozen) NB Standard fruit or vegetable pies, fruit or vegetables in crumb, batter or sauces will not be gluten-free) 

	• 
	• 
	NB: chips may not be gluten-free; they may also have been cooked in oil where crumbed or battered products have previously been cooked 

	• 
	• 
	Nuts, seeds and pulses (plain) NB Dry roasted nuts may be gluten-containing; canned baked beans may be gluten-containing 

	• 
	• 
	Fresh meat NB some processed and tinned meats may contain gluten, labels need to be checked), poultry, fish (fresh or canned in oil or brine) and eggs 

	• 
	• 
	soy, goats and cows milk (includes dried, evaporated, condensed and UHT), cream, coconut milk/cream NB artificial cream, coffee and tea whiteners may be gluten-containing) 

	• 
	• 
	cheese and cottage cheese 

	• 
	• 
	most yogurts and fromage frais (check label) 

	• 
	• 
	manufactured gluten-free muesli 

	• 
	• 
	rice, corn (maize), tapioca, polenta, millet, buckwheat, sago, arrowroot, corn flour, gram flour, potato flour, soy flour 

	• 
	• 
	bicarbonate of soda, cream of tartar, gelatine, yeast 

	• 
	• 
	butter, margarine and cooking oils 

	• 
	• 
	golden syrup, jam, honey, treacle, marmalade, peanut butter 

	• 
	• 
	wine, cider, malt and balsamic vinegar 

	• 
	• 
	modified starches (NB: modified wheat starch is not appropriate) 


	Link
	Figure
	Table 22: Gluten-free food guidance (continued) 
	Table 22: Gluten-free food guidance (continued) 



	Aims Rationale Gluten-free foods include 
	Exclude all dietary sources of gluten.
	42, 67 

	Ensure gluten-containing foods are substituted with a suitable alternative to maintain dietary balance.
	42, 67 

	Meet the nutrient specifications for hospital menus (specified in Section 2). 
	Ingestion of gluten by people with coeliac disease results in malabsorption of nutrients. This may result in the following symptoms:
	42, 67 

	• 
	• 
	• 
	abdominal discomfort 

	• 
	• 
	mild gastrointestinal upsets 

	• 
	• 
	tiredness 

	• 
	• 
	irritability 

	• 
	• 
	breathlessness 

	• 
	• 
	anaemia 

	• 
	• 
	unexplained weight loss 


	• osteoporosis. 
	Adherence to a gluten-free diet for people with coeliac disease reduces the risk of some intestinal malignancies.
	42 

	Maintain optimal nutritional status. 
	Table 22: Gluten-free food guidance (continued) 
	Table 22: Gluten-free food guidance (continued) 
	Table 22: Gluten-free food guidance (continued) 

	Aims 
	Aims 
	Rationale 
	Gluten-free foods include 

	TR
	• tea, coffee, clear fizzy juice, fruit juice, cocoa. It is advised that all food labels are checked prior to use. NB: cornflakes and rice krispies gluten-free status will depend on the brand name and the Food and Drink Directory71 should be checked.71 


	Table 23: Foods containing gluten Gluten-containing foods 
	• 
	• 
	• 
	Bulgar and durum wheat 

	• 
	• 
	Semolina and couscous 

	• 
	• 
	Any flour derived from wheat, rye, barley and any products made from these 

	• 
	• 
	Foods coated with batter, breadcrumbs or flour, this can include vegetables, fruit, fish and meat 

	• 
	• 
	Sweet/savoury pies and pastries 

	• 
	• 
	Bread and bread products including croissants, naan bread, chapatti and pizza bases 

	• 
	• 
	Noodles and pasta 

	• 
	• 
	Wheat-based breakfast cereals, e.g. Weetabix ® and muesli 

	• 
	• 
	Potato products e.g. potato croquettes 

	• 
	• 
	Haggis, sausages, meat pies, some beef burgers 

	• 
	• 
	Bouillon, packet sauces and gravies, baking powder 

	• 
	• 
	Mayonnaise, mustard 

	• 
	• 
	Soy sauce, mixed seasonings and spices 

	• 
	• 
	Stuffing and stuffing mixes 

	• 
	• 
	Biscuits and cakes 

	• 
	• 
	Malted milk drinks and cloudy fizzy juice 

	• 
	• 
	Beer, lager and stout. 




	5.6 Texture-modified Diets 
	5.6 Texture-modified Diets 
	The requirement for texture-modified or modified consistency food and fluid, usually results from difficulties in chewing and/or swallowing food (also known as dysphagia). It is generally the result of a disease process and may be caused by either a mechanical, neurological or psychological problem which may include:
	8
	8, 64 

	• oesophageal stricture; 
	• 
	• 
	• 
	head, neck or oesophageal cance;r 

	• 
	• 
	severe mouth or throat infections; 

	• 
	• 
	maxillo-facial surgery; 

	• 
	• 
	brain injury or stroke; 

	• 
	• 
	degenerative diseases, e.g. motor neurone disease, Parkinson’s, Huntington’s, multiple sclerosis; 

	• 
	• 
	complex needs learning disabilities; or 

	• 
	• 
	dementia (especially later stages). 


	An older person’s ability to adapt and compensate for an inadequate swallow is further reduced by less saliva or chewing difficulties, or inadequate lip seal causing dribbling of liquids. A reduced ability to manipulate food in the mouth can result from loss of sensation and poor tongue 
	control.
	64 

	Providing food and fluid of an inappropriate consistency increases the risk of food or fluid going into the lungs, a major cause of chest infection, lung abscesses and aspiration pneumonia in hospitalised patients; it can also cause asphyxiation. Aspiration can be silent, causing no outward signs of distress but still capable of causing pulmonary complications. There are significant patient health risks associated with the provision of incorrect food and fluid textures to an individual who has been assessed
	8
	8

	5.6.1 Criteria 
	5.6.1 Criteria 
	The National Patient Safety Agency (NPSA) along with the BDA, Royal College of Speech and Language Therapists (RCSLT), Hospital Caterers Association (HCA) and the National Nurses Nutrition Group (NNNG) produced National Descriptors for Texture Modification in Adults to guide local implementation and interpretation of different food consistencies. The five textures are described in Table 24a. 
	8

	• 
	• 
	• 
	The menu must be capable of meeting the nutrient specification for all textures except B. 

	• 
	• 
	Patients admitted to hospital must have any physical difficulties with eating/ drinking identified and recorded within one day of admission.
	3 


	• 
	• 
	Hospital catering services must be capable of providing a range of texture-modified foods and fluids as recommended by speech and language therapists (SLT), to meet their patient population 
	needs.
	12 


	• 
	• 
	There is a protocol for the provision of all therapeutic diets.
	3 


	• 
	• 
	Food and fluid must be provided at the correct texture
	3 


	• 
	• 
	Patients are given a choice for all food and fluid, including therapeutic and texture-modified diets.
	3 




	5.6.2 Coding Criteria 
	5.6.2 Coding Criteria 
	Adoption of these descriptors at local level is not mandatory. However, previous differing nomenclature between disciplines resulted in patients receiving inappropriate food and thus increasing the risk of complications due to aspiration. Use of the national descriptors would be considered best practice as it would reduce this occurrence and provide uniformity between hospitals when patients are transferred.
	8 

	Modification of the texture of foods generally requires the addition of fluid and in many instances dilutes the energy and nutrient-density of the food. This coupled with the fact that many of these patients have poor appetites makes this population group highly ‘nutritionally vulnerable’. Comparison of the energy and nutrient intakes of older people consuming a texture-modified diet with a normal diet shows significantly lower intakes of energy and  Many of these patients will also require a diet that is e
	protein.
	72


	5.6.3 Catering Guidelines 
	5.6.3 Catering Guidelines 
	Dietitians and caterers must work together to develop and adapt suitable recipes for texture-modified food and fluid for the relevant hospital population. Caterers are responsible for ensuring all texture-modified food items provided to patients meet local protocol and descriptors at all times. Table 24b provides guidance on the provision of texture-modified foods. Menu planning groups may consider that in order to provide appropriate foods for this particular patient population that it may be more cost-eff
	Table 24a: National descriptors for texture-modified food
	72 

	Texture General description B Thin Puree Dysphagia Diet 
	Food has been puréed or has purée texture. It does 
	not require chewing. It is smooth throughout with no ‘bits’ (no lumps, fibres, bits of shell/skins, bits of husk, particles of gristle/bone etc). It may need to be sieved to achieve this. 
	It may have a fine ‘textured’ quality as long as the bolus remains cohesive in the mouth. 
	It is moist. Any fluid in or on the food is as thick as the purée itself. 
	There are no loose fluids that have separated off. The texture is not sticky in the mouth. No garnish. 
	Check before serving/eating: 
	No hard pieces, crust or skin has formed during cooking/heating/standing. 
	It has not thinned out and any liquid within the food has not separated off. 
	NB: No ice cream or jelly unless advised as suitable by speech and language therapist on an individual basis. 
	It is a thin purée. 
	NB: Definition of ‘thin’ purée: 
	Does not hold its shape on a plate or when scooped. 
	Cannot be eaten with a fork because it slowly drops through the prongs. The prongs of a fork do not make a clear pattern on 
	the surface. It cannot be piped, layered or moulded. 
	Table 24a: National descriptors for texture-modified food(continued) 
	Table 24a: National descriptors for texture-modified food(continued) 
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	Table 24a: National descriptors for texture-modified food(continued) 
	72 

	Table 24a: National descriptors for texture-modified food(continued) 
	72 


	Texture General description B Thin Puree Dysphagia Diet Can be poured. ‘Spreads out’ if spilled. A light, disposable plastic teaspoon must be able to stand upright when the head is fully covered. If it does not do this, the texture is too thin. C Thick Puree Dysphagia Diet Food has been puréed or has purée texture. It does not require chewing. It is a thick purée (*please see note below). It is smooth throughout with no ‘bits’ (no lumps, fibres, bits of shell/skin, bits of husk, particles of gristle/bone et
	Texture General description C Thick Puree Dysphagia Diet It can be piped, layered or moulded. Cannot be poured. Does not ’spread out’ if spilled. Breakfasts and Desserts The texture of thick smooth porridge made from powder (purée porridge) with no loose fluids. The texture of wheat-biscuit breakfast cereal fully softened with milk fully absorbed. The texture of thick blancmange or mousse with no ‘bits’. The texture of purée rice pudding. There are no loose fluids. There are no lumps. Wheat-biscuit breakfas
	Texture General description D Pre-Mashed Dysphagia Diet 
	No round or long-shaped foods e.g. sausages, grapes, sweets. No hard chunks e.g. pieces of apple. 
	No sticky foods e.g. cheese chunks, marshmallows. 
	No ‘floppy’ foods e.g. lettuce, cucumber, uncooked baby spinach leaves. 
	No juicy food where juice separates off in the mouth to a mixed texture e.g. water melon. 
	Check before serving/eating: 
	No hard pieces, crust or skin has formed during cooking/heating/standing. 
	Fluid/gravy/sauce/custard in or on the food has not thinned out or separated off. 
	Note: Definition of ‘very thick’ fluid: 
	Any fluid, gravy, sauce or custard in or on food must be very thick. 
	It holds its shape on a plate or when scooped, cannot be poured and does not ‘spread out’ if spilled. 
	Thinner single texture foods maybe suitable if a person is on thinner fluids, speech and language therapists (SLT) to advise on an individual basis. 
	Texture D products must be mashed by the manufacturer/originator prior to 1. Heating for service i.e. it must be in a pre-mashed state when it reaches the client. 
	Meat 
	Must be finely minced – pieces approximately 2mm. No hard bits of mince. 
	Serve in a very thick, smooth (non-pouring) sauce or gravy. 
	If it cannot be finely minced it should be puréed (to Texture C). 
	Table 24a: National descriptors for texture-modified food(continued) 
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	Texture General description D Pre-Mashed Dysphagia Diet 
	Fish 
	Serve finely mashed and in a very thick, smooth (non-pouring) sauce or gravy. 
	Fruit 
	Serve mashed and drain away any juice that has separated. 
	Casserole/stew/curry 
	Must be very thick. 
	Can contain meat, fish or vegetable if prepared as above and overleaf and are fully mixed in. 
	Bread 
	No bread unless assessed as suitable by SLT on an individual basis. 
	Cereal 
	The texture of very thick smooth porridge with no lumps. 
	Or the texture of fully softened wheat-biscuit breakfast cereal with milk fully absorbed. 
	Any milk/fluid must not separate off (i.e. no loose fluid/no mixed (thick–thin) textures. 
	Overall texture must be very thick (Because this is a single texture food it could be served thinner if a person is on thinner fluids – SLT to advise). 
	Desserts 
	The texture of very thick, smooth yogurt (no bits), stewed apple in very thick custard or the texture of soft sponge cake with smooth filling fully softened by mashing and mixing in with very thick, smooth (non-pouring) custard. 
	Overall texture must be very thick. (If the texture of the dessert is single it could be served thinner if a person is on thinner fluids – SLT to advise). 
	No icecream or jelly if a person requires thickened fluids (because these can change to normal fluid thickness in the mouth). 
	Table 24a: National descriptors for texture-modified food(continued) 
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	Texture General description E Fork Mashable Dysphagia Diet 
	Food is soft, tender and moist but needs some chewing. 
	It can be mashed with a fork. It usually requires a thick, smooth sauce, gravy or custard (see next point). 
	Any fluid, gravy, sauce or custard in or on the food is thick (*please see note below). 
	No mixed (thick-thin) textures. No thin loose fluid. No hard, tough, chewy, fibrous, stringy, dry, crispy, crunchy or crumbly bits. 
	No pips, seeds, pith/inside skin. No skins or outer shells e.g. on peas, grapes. No husks. 
	No skin, bone or gristle. No round or long-shaped foods e.g. sausages, grapes, sweets. No hard chunks e.g. pieces of apple. 
	No sticky foods e.g. cheese chunks, marshmallows. 
	No ‘floppy’ foods e.g. lettuce, cucumber, uncooked baby spinach leaves. No juicy food where juice separates off in the mouth 
	to a mixed texture e.g. water melon. 
	Check before serving/eating: 
	No hard pieces, crust or skin has formed during cooking/heating/standing. 
	Fluid/gravy/sauce/custard in or on the food has not thinned out or separated off. 
	Note: Definition of ‘thick’ fluid: 
	Any fluid, gravy, sauce or custard in or on food must be thick – a light disposable plastic teaspoon would stand upright if the head were fully but just covered. 
	Those on Texture E must therefore be able to cope with thinner fluids – stage 2. 
	Table 24a: National descriptors for texture-modified food(continued) 
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	Texture General description E Fork Mashable Dysphagia Diet 
	Thinner single texture foods maybe suitable if a person is on thinner fluids – SLT to advise on an individual basis. 
	Texture E products must be in a consistency that allows them to be mashed easily using a fork at point of service/consumption. 
	In addition to the general description overleaf: 
	Meat 
	Pieces of soft tender meat must be served no bigger than 15mm. 
	Meat should be finely minced with no hard pieces and served in a thick smooth sauce or gravy. 
	For children 
	Specific guidance on the size of the meat particles based on the child’s swallowing skills, their age and their development level will be provided by a SLT following individual assessment. 
	Fish 
	Soft enough to break up into small pieces with a fork. 
	Serve in thick smooth sauce or gravy. 
	Fruit 
	Juicy fruit should be mashed – drain away any juice that has separated. 
	Casserole/stew/curry 
	Must be thick. 
	Can contain meat, fish or vegetables if prepared as above and fully mixed in. 
	Bread 
	No bread unless assessed as suitable by SLT on an individual basis. 
	Cereal 
	The texture of thick smooth porridge with no lumps. 
	Table 24a: National descriptors for texture-modified food(continued) 
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	Texture General description E Fork Mashable Dysphagia Diet Normal Include all foods. 
	Or the texture of fully softened wheat-biscuit breakfast cereal with milk fully absorbed. 
	Any milk/fluid must not separate off (i.e. no thin loose fluid/no mixed (thick- thin) textures). 
	Overall texture must be thick (because this is a single texture food it could be served thinner if a person is on thinner fluids – SLT to advise). 
	Desserts 
	The texture of thick smooth yogurt (no pieces) or stewed apple in thick custard. 
	The texture of soft sponge cake with smooth filling, fully softened with thick smooth custard. 
	Overall texture must be thick. (If the texture of the dessert is single it could be served thinner if the person is on thinner fluids – SLT to advise.) 
	No icecream or jelly if a person requires thickened fluids (because these can change to normal fluid thickness in the mouth). 
	Table 24b: Modified texture food guidance
	8, 42 

	Aims/Essential criteria Rationale Practical application 
	All textures must be provided according to speech and language therapists (SLT) and/or dietetic 
	advice.
	12 

	The menu must be capable of meeting nutrient specifications for all stages of modified texture foods except Texture B; this can be achieved through the provision of appropriate meals, snacks and drinks. 
	Food must be provided in small energy and nutrient-dense portions. 
	Patient health and safety risks associated with provision of inappropriate texture foods and fluids are high and could be fatal. 
	Patients with dysphagia are at risk of becoming or may already be nutritionally compromised due to difficulty eating sufficient foods to meet their nutritional needs, this includes risk of undernutrition, dehydration and also 
	, 30, 64, 72 
	12
	constipation.


	It is unlikely that patients requiring a Texture B will be able to consume enough food to meet energy and nutrient requirements. These patients may require additional nutritional support that should be advised by the dietitian. 
	Patients may have small appetites or not be physically able to consume the quantity of food and fluids required to maintain good nutritional status. Enriching foods can significantly increase patients’ energy intakes. 
	Patients may have small appetites or not be physically able to consume the quantity of food and fluids required to maintain good nutritional status. Enriching foods can significantly increase patients’ energy intakes. 
	37 

	High Risk Foods to be avoided in a texture-modified diet: stringy, fibrous texture, e.g. pineapple, runner beans, celery:
	6 


	• 
	• 
	• 
	husks, e.g. sweetcorn, granary bread 

	• 
	• 
	vegetable and fruit skins including peas, grapes, baked beans, soy beans and black eye beans 

	• 
	• 
	• 
	mixed consistencies, 

	e.g. cereals which do not blend with milk 
	(e.g. muesli), mince and thin gravy, soup with lumps 

	• 
	• 
	crunchy foods, e.g. toast, flaky pastry, dry biscuits, crisps 

	• 
	• 
	crumbly items, e.g. bread crusts, pie crusts, crumble, dry biscuits 

	• 
	• 
	hard foods, e.g. boiled sweets, chewy sweets, toffees, nuts, seeds. 


	Table 24b: Modified texture food guidance(continued) 
	8, 42 

	Aims/Essential criteria Rationale Practical application 
	All textures must be provided according to speech and language therapists (SLT) and/or dietetic 
	advice.
	12 

	The menu must be capable of meeting nutrient specifications for all stages of modified texture foods except Texture B; this can be achieved through the provision of appropriate meals, snacks and drinks. 
	Food must be provided in small energy and nutrient-dense portions. 
	Patients often consume a limited diet due to restrictions caused by modified texture or self-limitation to foods they know they can 
	tolerate.
	64 

	The process of modifying the texture or consistency of food will involve the addition of fluid that in turn increases the portion size and generally dilutes nutritional content. 
	Enriching foods 
	• 
	• 
	• 
	the addition of extra energy and/or protein and nutrients to normal food without increasing the volume of food to be eaten 

	• 
	• 
	addition of milk powder, cream, butter, margarine, oil, and jam to recipes can significantly increase energy and protein content of foods eaten. This should be built into the standard recipes when being developed. 


	Liquid added to modify texture should contain energy, for example: 
	• 
	• 
	• 
	béchamel or cheese sauce 

	• 
	• 
	gravies with added butter 


	• oral nutritional supplements as advised by the dietitian. 
	Table 24b: Modified texture food guidance(continued) 
	8, 42 

	Aims/Essential criteria 
	Aims/Essential criteria 
	Aims/Essential criteria 
	Rationale 
	Practical application 

	Fluids must be provided at the appropriate consistency and served in a suitable drinking container at all times A minimum of a minimum of 1.6l of fluid per day for women and 2.0l of fluid for men should be provided.- assuming that food is also being consumed. If no food intake, the corresponding fluid volumes are 2.0l for women and 2.5l for men33 Texture-modified menu items must be described and presented in an appetising form: avoid words such as sloppy; words such as pureed, soft-easy chew are acceptable.
	Fluids must be provided at the appropriate consistency and served in a suitable drinking container at all times A minimum of a minimum of 1.6l of fluid per day for women and 2.0l of fluid for men should be provided.- assuming that food is also being consumed. If no food intake, the corresponding fluid volumes are 2.0l for women and 2.5l for men33 Texture-modified menu items must be described and presented in an appetising form: avoid words such as sloppy; words such as pureed, soft-easy chew are acceptable.
	Dehydration is not uncommon in patients requiring a texture-modified diet. Re-textured foods can sometimes be unrecognisable and unappetising. 
	Texture-modified foods and fluid may require a thickening agent to achieve the correct consistency, the appropriate product must be chosen in conjunction with the dietitian and speech and language therapists (SLT). The preparation of consistency-modified fluids is more suitable at ward level as consistency of some products can change over time. Consistency should be as determined safe by the SLT and preparation should be consistent with the fluid descriptors provided. 




	5.7 Diets for Kidney Disease 
	5.7 Diets for Kidney Disease 
	Diet therapy plays a crucial role in the management of individuals with kidney  There is no single ‘Renal Diet’, but at different stages of kidney disease different dietary modifications may be necessary. The dietary needs of patients with kidney disease will also vary according to the treatment they are receiving and dialysis modality. 
	disease.
	73

	Modification of any or all of the following may be required: 
	• 
	• 
	• 
	protein 

	• 
	• 
	potassium 

	• 
	• 
	phosphate 

	• 
	• 
	salt 

	• 
	• 
	fluids. 


	Many patients with kidney disease will be in the ‘nutritionally vulnerable’ group due to the nature of their illness and compounded by the specific dietary restrictions people with kidney disease are following. As kidney disease 
	Many patients with kidney disease will be in the ‘nutritionally vulnerable’ group due to the nature of their illness and compounded by the specific dietary restrictions people with kidney disease are following. As kidney disease 
	progresses, the risk of malnutrition increases. Some dietary restrictions may be more critical than others depending on the patient’s medical condition at the time. Loss of appetite whist hospitalised may however mitigate against dietary restriction. 

	Patients on dietary restrictions for kidney disease may need alternatives and additional snacks to meet their energy and protein requirements. Protein requirements for patients on renal replacement therapies are higher than normal. 
	Reaching the desired protein intake when combined with a potassium restriction may be outside the capacity of the standard menu. It may be best met by an à la carte approach, which will also help avoid menu fatigue among long stay patients. Input from a specialist renal dietitian who has a good understanding of these patients’ dietary needs is 
	essential.
	12 

	5.7.1 Coding Criteria 
	Table 25: Criteria for diets for renal diseases
	Table 25: Criteria for diets for renal diseases
	Table 25: Criteria for diets for renal diseases
	73 


	Nutrient 
	Nutrient 
	Total daily amount 
	Amount for main course * 
	Amount per dessert 

	Potassium 
	Potassium 
	≤ 70mmol/day (2740 mg) 
	≤ 12mmol (470 mg) 
	≤ 8mmol (310mg) 

	Phosphate 
	Phosphate 
	≤ 35mmol/day (1080mg) 
	≤ 8mmol (250 mg) 
	≤ 7mmol (220 mg) 

	Sodium 
	Sodium 
	≤ 100mmol/day (2300 mg) 
	≤ 26mmol (600 mg) 
	≤ 7mmol (160 mg) 

	Protein 
	Protein 
	60-80g/day 
	≥ 20g 
	At least 1 option to provide ≥ 5g 

	Energy 
	Energy 
	EAR ** 
	Not specified *** 
	At least 1 option to provide ≥ 200kcal 


	** These amounts are for the main protein component only. Nutrients from potatoes, vegetables or side dishes are not included; but are estimated to provide approximately 12-14 mmol (47-55 mg) potassium per meal. 
	*** Recommended energy content of main courses not specified, however provision of energy-dense choices will be critical to ensure requirements can be met.
	73, 74 

	The specifications above assume an option of two cooked meals every day. If this is not offered, amounts for the ‘main meal’ may be increased and those for the ‘snack’ meal decreased accordingly to meet overall requirements. 
	The provision of energy-dense snacks and high-protein desserts will be necessary to ensure protein and energy requirements are met.
	74 

	Snack items for inclusion could be: 
	• 
	• 
	• 
	sandwich (with suitable filling) 

	• 
	• 
	fruit: apple/pear 

	• 
	• 
	fromage frais 

	• 
	• 
	cake/biscuit 

	• 
	• 
	corn crisps. 


	5.7.2 Restriction Issues for Protein and Potassium 
	5.7.2 Restriction Issues for Protein and Potassium 
	Forty per cent of the protein requirements of the nutritionally vulnerable group are typically met by breakfast, snacks and milk (approximately 1 pint or 550ml in total = 20g protein). However, in a potassium restricted diet only ½ pint milk or 275ml is allowed, which causes a deficit of 10g protein. This deficit must be replaced and is best achieved by increasing the protein portion of the main 
	meals.
	12 

	The protein content of the main meal therefore gains importance, due to potassium restrictions higher protein puddings e.g. milk puddings may not be suitable, due to their potassium content. There may also be fluid restrictions, thus further affecting the nutritional delivery of the whole meal. 
	The total protein per meal (including dessert) aims to be at least 28g (i.e. an extra 5g per meal). However, it is recognised that this may not be achievable for vegetarian main courses. 
	As a guide, to ensure suitable lower potassium main course options are available, meals should be planned with the aim to provide the following: 
	Table 26: Potassium and protein allowances
	Table 26: Potassium and protein allowances
	Table 26: Potassium and protein allowances
	12 


	Meal element 
	Meal element 
	Minimum portion size 
	Average protein content 
	Potassium content 

	Protein source 
	Protein source 
	18g 
	< 12mmols 

	Starchy food 
	Starchy food 
	115g 
	> 3g 
	< 10mmols 

	Vegetable 
	Vegetable 
	80-160g 
	> 2-4g 
	< 8mmols 

	Dessert 
	Dessert 
	5g 
	< 8mmols 

	Total meal 
	Total meal 
	28g 
	Will vary depending on patient choices, as controlled by offering suitable dishes. 



	5.7.3 Catering Guidelines 
	5.7.3 Catering Guidelines 
	Caterers must work with dietitians to provide and maintain a nutritionally-balanced menu which meets the very specific criteria set by the Renal Nutrition Group of the British Dietetic Association (BDA). If a hospital menu item is coded as low potassium, low phosphate or both, it is the responsibility of caterers to ensure these menu choices meet the criteria at all times. Catering guidance is provided in Table 27 below. 
	73

	Aims/Essential criteria Rationale Practical application Meet the increased energy requirements of patients with renal disease.73 Ensure specifications for hospital menus of renal patients are met.73 To provide a minimum 2-week menu cycle for this patient population.73 Identify foods suitable for low potassium or low phosphate diets, or both. Energy requirements are 30-35kcal/kg ideal body weight/d.75 Protein requirements range from 1.0g/kg IBW/ day - >1.2/kgIBW/day.75 Patients with kidney disease frequently
	Table 27: Diet guidance for foods and fluids in kidney disease 
	Table 27: Diet guidance for foods and fluids in kidney disease 


	Table 27: Diet guidance for foods and fluids in kidney disease (continued) 
	Aims/Essential criteria Rationale Practical application 
	Meet the increased energy requirements of patients with renal 
	disease.
	73 

	Ensure specifications for hospital menus of renal patients are met.
	73 

	To provide a minimum 2-week menu cycle for this patient 
	population.
	73 

	Identify foods suitable for low potassium or low phosphate diets, or both. 
	Energy requirements are 30-35kcal/kg ideal body 
	weight/d.
	75 

	Protein requirements range from 1.0g/kg IBW/ day - >
	1.2/kgIBW/day.
	75 

	Patients with kidney disease frequently suffer from malnutrition. 
	Renal patients are likely to have a longer hospital stay than other acute admissions. 
	73 

	High potassium in the body can cause irregular heart rhythms and in some cases cardiac 
	arrest.
	42 

	High phosphate levels in the body are involved in the development of renal bone disease and soft tissue calcification. 
	Excess intake of sodium and fluid intakes can lead to fluid overload and hypertension. 
	• 
	• 
	• 
	chutneys and pickles 

	• 
	• 
	canned and packet soups, packets of instant desserts 

	• 
	• 
	• 
	cream of tartar, salt substitutes. 

	Meat and fish should be provided in appropriate portion sizes to ensure that protein requirements are met.
	74 


	• 
	• 
	Pulses may be served as an alternative to meat 


	Vegetables should be cooked by boiling instead of steaming to help reduce their potassium  1 serving daily of (3 egg-sized equivalent) potatoes that are boiled, mashed or parboiled chips or roast potatoes can be included in a menu. 
	content.
	12, 42

	Boiled potatoes should always be available as an alternative to steamed, roast or baked potatoes for renal patients. 
	Rice and pasta provide a good low potassium alternative to potatoes. 
	Table 27: Diet guidance for foods and fluids in kidney disease (continued) 
	Aims/Essential criteria Rationale Practical application 
	Meet the increased energy requirements of patients with renal 
	disease.
	73 

	Ensure specifications for hospital menus of renal patients are met.
	73 

	To provide a minimum 2-week menu cycle for this patient 
	population.
	73 

	Identify foods suitable for low potassium or low phosphate diets, or both. 
	Energy requirements are 30-35kcal/kg ideal body 
	weight/d.
	75 

	Protein requirements range from 1.0g/kg IBW/ day - >
	1.2/kgIBW/day.
	75 

	Patients with kidney disease frequently suffer from malnutrition. 
	Renal patients are likely to have a longer hospital stay than other acute admissions. 
	73 

	High potassium in the body can cause irregular heart rhythms and in some cases cardiac 
	arrest.
	42 

	High phosphate levels in the body are involved in the development of renal bone disease and soft tissue calcification. 
	Excess intake of sodium and fluid intakes can lead to fluid overload and hypertension. 
	Phosphate 
	Phosphate in the diet is generally associated with the intake of protein-containing foods. The following foods need to be restricted: 
	• 
	• 
	• 
	hard and soft cheeses, cheese spread 

	• 
	• 
	milk and yoghurts 

	• 
	• 
	malted milk drinks 


	• offal, kidney, liver, sweetbreads
	42 

	• oily fish, herring, kippers, mackerel, pilchards, sardines, salmon 
	• 
	• 
	• 
	chocolate, fudge, toffee 

	• 
	• 
	nuts, peanut butter 

	• 
	• 
	foods containing baking powder. 


	Phosphate is also found in many food additives and is very readily absorbed by the body. Processed meats (including ham and sausages), cake and batter mixes and processed cheese may all contain additives rich in phosphate. Fresh food is best. 
	Table 27: Diet guidance for foods and fluids in kidney disease (continued) 
	Aims/Essential criteria Rationale Practical application 
	Meet the increased energy requirements of patients with renal 
	disease.
	73 

	Ensure specifications for hospital menus of renal patients are met.
	73 

	To provide a minimum 2-week menu cycle for this patient 
	population.
	73 

	Identify foods suitable for low potassium or low phosphate diets, or both. 
	Energy requirements are 30-35kcal/kg ideal body 
	weight/d.
	75 

	Protein requirements range from 1.0g/kg IBW/ day - >
	1.2/kgIBW/day.
	75 

	Patients with kidney disease frequently suffer from malnutrition. 
	Renal patients are likely to have a longer hospital stay than other acute admissions. 
	73 

	High potassium in the body can cause irregular heart rhythms and in some cases cardiac 
	arrest.
	42 

	High phosphate levels in the body are involved in the development of renal bone disease and soft tissue calcification. 
	Excess intake of sodium and fluid intakes can lead to fluid overload and hypertension. 
	Salt 
	Salt should not be added to foods during preparation or Salt substitutes can be high in potassium and should not be used. 
	cooking.
	12 

	Herbs, spices and pepper are all suitable alternatives to salt. 
	Alternative specifications and arrangements will need to be made at a local level for the provision of vegetarian meals for renal patients. 


	5.8 Diet Suitable for People with Neutropenia 
	5.8 Diet Suitable for People with Neutropenia 
	This type of diet is sometimes referred to as a clean diet, a ‘neutropenic diet’ or ‘low microbial diet’ is one with a low microbial content: it is not the same as a sterile diet. The evidence to support the use of this type of diet is inconclusive although it is commonly used for patients who are immuno-suppressed and therefore at increased risk of infection from ingested micro-organisms such as campylobacter, listeria and salmonella. Such patients include:
	42
	42 

	• 
	• 
	• 
	haematology patients 

	• 
	• 
	• 
	some cancer patients 

	• organ transplant patients 

	• 
	• 
	patients with Human Immunodeficiency Virus (HIV). 


	Dietary restrictions to reduce the risk of infection need to be balanced against ensuring patients’ nutritional needs can be met. This will be important to ensure that patients can benefit from the treatment they are receiving. 
	5.8.1 Catering Guidelines 
	5.8.1 Catering Guidelines 
	Caterers and dietitians must work together in planning and implementing a ‘neutropenic diet’ menu for patients. A graded system of dietary restriction where the level of restriction is based on the severity of immunosuppression is recommended in clinical  Using a graded system will help maximise food choice and minimise the use of unnecessary restrictions. 
	practice.
	76

	• 
	• 
	• 
	Grade 1 Neutropenia Diet – (Neutrophil count 0.5-2.0 x 109/l, and other neutropenic ‘at-risk’ groups);
	42 


	• 
	• 
	Grade 2 Neutropenia Diet – (Neutrophil count < 0.5 x 
	109/l).
	42 



	A menu based on an à la carte structure may be beneficial in meeting the food preferences of those patients that sometimes require this restrictive therapeutic diet for long periods of time. 
	In general, inappropriate foods are those that have been exposed to the ‘atmosphere’ in some way or are  Good food safety and food handling practices are imperative. Health Boards should have local food safety policies for the handling and provision of food. Guidance on the minimum points that should be included in food handling policies is provided by the Hospital Caterers 
	under/uncooked.
	42
	Association.
	11 

	In particular the following points should be strictly adhered to: 
	• 
	• 
	• 
	ensure foods are thoroughly cooked and appropriate temperature; 

	• 
	• 
	• 
	HACCP: foods must never be reheated. 

	Microwave ovens can only be used for heating the following types of food using the manufacturer’s guidance for both the product and equipment: 

	• 
	• 
	canned foods such as soups, milk pudding; 

	• 
	• 
	commercially prepared cook chill/cook freeze products. 


	Additional catering guidance for the provision of a neutropenic diet is provided in Tables 28-30, The generic food safety guidance outlined, should be followed for all those requiring a neutropenic diet (i.e. avoidance of ‘high-risk’ foods, that is foods that potentially have a high microbial content and thus may cause infection in the patient who is immuno-compromised). 
	Aims Rationale Practical Applications Meet the target nutrient specifications for hospital menus (as specified in Section 2). Provide well-cooked food or food with minimal potential pathogen-forming organisms. Maintain optimal nutritional status. Immuno-suppressed patients can be extremely ill and therefore nutritionally compromised.42 Some patients experience side-effects of treatment such as:42 • nausea • vomiting • loss of appetite • sore mouth and throat • taste changes • chewing and swallowing problems
	Table 28: Clean diet food guidance 
	Table 28: Clean diet food guidance 


	Table 28: Clean diet food guidance (continued) 
	Aims Rationale Practical Applications 
	Meet the target nutrient specifications for hospital menus (as specified in Section 2). 
	Provide well-cooked food or food with minimal potential pathogen-forming organisms. 
	Maintain optimal nutritional status. 
	Immuno-suppressed patients can be extremely ill and therefore nutritionally 
	compromised.
	42 

	Some patients experience side-effects of treatment such as:
	42 

	• 
	• 
	• 
	nausea 

	• 
	• 
	vomiting 

	• 
	• 
	loss of appetite; 

	• 
	• 
	sore mouth and throat 

	• 
	• 
	taste changes 

	• 
	• 
	chewing and swallowing problems. 


	• 
	• 
	• 
	• 
	Avoid using foods from large packages (multi-portions) to minimise risk of airborne bacterial contamination. 

	Drinking water: 

	• 
	• 
	freshly run mains tap water is considered the safest option. A jug of water intended to cater for the patient for a number of hours should not be provided 

	• 
	• 
	boiled water is at risk of contamination when left to cool. There is no evidence to suggest need for sterile or filtered water.  Where filters are used, these must be maintained according to manufacturer’s instructions 

	• 
	• 
	bottled mineral water should be avoided, as there are no control or safety standards for bottling at source. Where bottled water is used, carbonated is best due to slight acidity. 


	Specific advice for foods to avoid and suitable alternatives has been identified based on an individual’s neutrophil counts. This advice is outlined in Table 29 and 30.
	76 

	Food safety advice if a patient’s neutrophil count is between 0.5-2.0 x 109/litre 
	This list provides examples of high risk foods that should be avoided and suitable alternatives. 
	Table 29: High risk foods to avoid and alternatives 
	Table 29: High risk foods to avoid and alternatives 
	Table 29: High risk foods to avoid and alternatives 

	Foods to avoid 
	Foods to avoid 
	Alternatives 

	All unpasteurised dairy products e.g. milk sold on local farms 
	All unpasteurised dairy products e.g. milk sold on local farms 
	Any pasteurised milk, soya milk, Jersey milk or UHT milk 


	Soft cheeses made with unpasteurised milk e.g. feta, parmesan Homemade/deli paneer and labnah Mould-ripened cheeses e.g. camembert, brie, goat’s cheese Blue veined cheeses e.g. Danish blue and stilton Cheeses made with pasteurised milk, processed cheese e.g. dairylea, Kraft, Philadelphia, mesh and halloumi Pasteurised parmesan, pasteurised mozzarella Paneer made with pasteurised milk Vacuum-packed pasteurised and hard cheeses e.g. cheddar and edam Raw or lightly cooked shellfish Well-cooked shellfish e.g. p
	Food safety advice if a patient’s neutrophil count is below 0.5 x 109/litre 
	When a patient has a neutrophil count <0.5 x 10PP/litre, during a stem or bone marrow transplant or when receiving high-dose chemotherapy patients may be more susceptible to infections, so more stringent food hygiene is required. 
	When a patient has a neutrophil count <0.5 x 10PP/litre, during a stem or bone marrow transplant or when receiving high-dose chemotherapy patients may be more susceptible to infections, so more stringent food hygiene is required. 
	77 

	Unnecessarily large packets of food items from pick and mix, universal jars 

	Foods to avoid Alternatives Raw unpeeled fruit or vegetables including salad items, stuffed vine leaves, fatoosh and taboulleh Raw dried fruit, products containing these e.g. muesli, Bombay mix, confectionary Damaged or over-ripe fruit or vegetables Unpasteurised or freshly squeezed fruit or vegetable juice or smoothies Good quality fruit and vegetables that are well cooked or peeled Cooked dried fruit e.g. in fruitcake, flapjacks or cereal bars Tinned fruit Pasteurised smoothies UHT or long-life fruit juic
	Table 30: High risk foods that should be avoided and suitable alternatives 
	Table 30: High risk foods that should be avoided and suitable alternatives 


	Foods to avoid Alternatives Ideally, packets should be individual portions e.g. butter, sweets, pickles 
	Table 30 High risk foods that should be avoided and suitable alternatives (continued) 
	Table 30 High risk foods that should be avoided and suitable alternatives (continued) 


	Delicatessen counter foods e.g. olives, houmous, shawarma and baklava 


	5.9 Monoamine Oxidase Inhibitors (MAOI) Diet 
	5.9 Monoamine Oxidase Inhibitors (MAOI) Diet 
	Monoamine Oxidase Inhibitors (MAOIs) are a set of drugs that are used in the management of chronic depression and patients with severe  However, their use has declined significantly over the past few decades due to the development of newer generation antidepressants that do not have the same drug-food interactions and also have fewer side 
	phobias.
	78
	effects.
	78 

	MAOI drugs compromise the body’s normal metabolism of a substance called tyramine which is found in a number of foods (Table 31). Build-up of tyramine levels in the blood can result in significant rises in individuals’ blood pressure to dangerously high levels. Individuals present with a sudden severe headache, palpitations, nausea which can result in a stroke. As such, individuals who are prescribed MAOIs must be provided with a diet that does not contain foods that have a high concentration of tyramine in
	Over the past few years, research has been carried out that shows that the diet for individuals prescribed MAOIs need not be as restrictive as previously thought. Tyramine content of foods varies with maturity of the food and also length of storage and also individual patient’s tolerance levels vary. It is recommended that patients should receive individual advice from a 
	dietitian.
	79, 80 

	5.9.1 Catering Guidelines 
	Table 31 shows those foods that should be avoided, taken in moderation or eaten freely. 
	Permitted Moderation g per meal Avoid Cottage cheese, cream cheese, ricotta/Bonbel, mascarpone, processed cheese slices Mozzarella (30g) Parmesan (30g) All other cheese, e.g. blue cheese, cheddar, camembert, brie, gouda, edam, goats Pasteurised milk, butter and spreads, cream, sour cream Unpasteurised milk Fresh, tinned and frozen meat and poultry Meat alternatives Pepperoni (30g) Pastrami (30g) Mince (100g) Quorn® (100g) All other aged/fermented meats inc. chorizo, salami Textured vegetable protein (TVP) F
	Table 31: Dietary recommendations for individuals taking MAOI drugs (adapted)
	Table 31: Dietary recommendations for individuals taking MAOI drugs (adapted)
	42, 77 
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	6. Special and Personal Diets 
	6. Special and Personal Diets 
	Summary 
	• 
	• 
	• 
	Special diets refer to those meeting cultural or religious needs, while personal diets are those meeting personal preferences. NHS Boards and menu planning groups therefore must gather information on the diverse dietary needs of the populations they are serving to ensure all individual dietary needs are met. 

	• 
	• 
	Increasing numbers of people from different ethnicities and cultures coming to Scotland (8.46% of the population in 2011), widens the range of special diets required when patients are admitted to hospitals. 

	• 
	• 
	This section sets out the essential criteria required to meet the alternative needs of hospital patients as specified in the Healthcare Improvement Scotland, Food Fluid and Nutritional Care Standards. 

	• 
	• 
	Many different factors must be taken into consideration and assumptions should never be made as to an individual’s dietary practices just because they belong to a particular faith or religious group. 


	Within this section, information can be found about various diets such as: vegetarian and vegan diets; Halal, Hindu, Kosher and Chinese diets. 
	Included is information about: 
	• 
	• 
	• 
	common dietary variations between vegetarians and vegans; 

	• 
	• 
	food laws and food restrictions; 

	• 
	• 
	festivals and fasting; 

	• 
	• 
	Characteristics of the Chinese diet; and 

	• 
	• 
	food rules of religions. 


	• In addition, it is important to consider the age of the population as it is likely that growing numbers of older people may require culturally adapted texture modified food and also to acknowledge that a proportion of patients from these populations may not speak or read English. 
	6.1 Introduction 
	6.1 Introduction 
	Groups of people of diverse ethnicities, faiths or religions, as well as disabled people, older people and children are often considered not to have equal access to health  NHS Boards and menu planning groups must gather sufficient information on the diverse dietary needs of the populations they are serving and ensure inclusive attitudes and practices to food service provision to ensure all individuals’ needs are met.
	services.
	20
	3 

	‘Special diets’ refer to those meeting cultural or religious needs, while ‘personal diets’ are those meeting personal  Any organisational structures, policies, procedures and practices are required to treat ethnic minorities fairly and  This applies to all public bodies including NHSScotland, and is 
	‘Special diets’ refer to those meeting cultural or religious needs, while ‘personal diets’ are those meeting personal  Any organisational structures, policies, procedures and practices are required to treat ethnic minorities fairly and  This applies to all public bodies including NHSScotland, and is 
	preferences.
	11
	equally.
	20

	therefore applicable to the hospital catering  Although a ‘normal’ hospital menu meets the majority of patients’ cultural and religious food needs, there are some patient groups with alternative needs. A patient’s personal dietary needs must be met when they also require a therapeutic diet. 
	service.
	20


	6.1.1 Religious and Ethnic Groups in the UK and Scotland 
	6.1.1 Religious and Ethnic Groups in the UK and Scotland 
	The 2011 Census showed that the population of the UK was 63.2 million, an increase of 3.7 million compared to the 2001 Census figures. Of these additional 
	3.7 million, 2.1 million were migrants. 
	The Scottish population in 2011 was 5.3 million, an increase of 4.6% compared to 2001. In Scotland, the total number of people in the categories ‘White Scottish’ and ‘White Other British’ was 4,847,645. People in other ethnic categories numbered 447,758 or 8.46%. The council areas with the highest proportion of people from an ethnic community background were Glasgow City at 12%, Aberdeen City and Edinburgh City both at 8% and Dundee City with 6%. 
	Increasing numbers of people from different ethnicities and cultures coming to Scotland widens the range of special diets required when patients are admitted to 
	hospitals.
	81 


	6.1.2 Essential Criteria 
	6.1.2 Essential Criteria 
	Healthcare Improvement Scotland Food, Fluid and Nutritional Care StandardsStandard 3, 4 and 5 specify the criteria for meeting the alternative needs of hospital patients. 
	3 

	It is important to never assume what an individual’s dietary practices are just because they belong to a particular faith or religious group. Dietary practices between and within the different cultural groups can be quite diverse. For many these are influenced by religious practices and beliefs, for example fasts and festivals, food restrictions and laws. 
	The Shap e:calendar on World Religions in Education produces an annual calendar of dates of festivals for major religions which may help guide provision for special 
	diets.
	82 

	Menu planning groups and catering departments should consider how the ageing population may have different needs to those currently being provided for. It is likely that there will be growing numbers of older people requiring culturally adapted texture modified diets. 
	It is also important to acknowledge that a proportion of patients from these populations may not speak or read English. Communication to patients regarding the menu, food service provision and also obtaining patient feedback may need to be provided in different languages as determined by local need and steps to ensure that these can be translated correctly are available in the relevant language will be key in meeting Healthcare Improvement Scotland Food, Fluid and Nutritional Care Standards.
	3 



	6.2 Vegetarianism and Veganism 
	6.2 Vegetarianism and Veganism 
	The current UK population is 62.3  Most recent statistics indicate that 2% of adults and children are vegetarian (not eating meat or fish), this amounts to over 1.2 million  People from a variety of backgrounds adopt vegetarian dietary practices for a number of reasons including: religion and culture, for example Hindus and Buddhists; moral or ethical beliefs; health; environment; ecological and economical concerns. Also about one-third of the UK population regularly eat vegetarian dishes, thus provision of
	million.
	83
	individuals.
	84, 85

	Vegetarian dietary practices can vary quite considerably in terms of what foods will be eaten and what foods are excluded. The extent to which foods are excluded needs to be determined with the individual patient. Many of the principles of a vegetarian diet follow national goals for healthy eating, that is higher intakes of complex carbohydrates, fibre and fruit and vegetables. If well planned, the vegetarian diet can be nutritionally adequate. 
	5

	However, exclusion of certain foods or food group items requires careful planning to ensure that alternative foods are included in the diet to prevent any nutritional inadequacies. A hospital menu has traditionally provided a lacto-ovo vegetarian option for patients. Any variants of this diet must be planned for the individual patient by the catering department in conjunction with a dietitian as per the local protocol. Examples of some suitable foods for inclusion in vegetarian and vegan diets can be found 
	3
	Society.
	84 

	Provision must be made for patients who follow a vegetarian or vegan diet. There must be a vegetarian meal choice at each eating occasion on hospital menus and thought must be given to including more choice for this patient group. Sources of protein should be varied over the week. Vegan diets prove more of a challenge and hospitals should develop a protocol for providing food for this group of patients. These diets are discussed further in Section 6. 
	Vegetarians need to get protein from a range of foods not only to supply adequate protein, but also other vitamins and minerals. Over-reliance on cheese as the protein source will result in a diet that is high in total and saturated fat. Table 7 provides suggestions of suitable protein sources. 
	6.2.1 Common Dietary Variations 
	6.2.1 Common Dietary Variations 
	The different dietary practices of vegetarians and vegans are summarised in the table below. 
	Dietary type Characteristic Lacto-ovo vegetarian Eats both dairy products and eggs. Excludes all red meat, poultry, fish and shellfish and ingredients derived from them, e.g. gelatine and rennet. Excludes: • all meat, poultry, game, fish, shellfish, crustaceans; • cheese produced using animal rennet. Vegetarian cheese is made from rennet from a microbial source; • slaughterhouse by-products, e.g. gelatine, animal fats. It is often found in confectionery, low fat spreads and desserts, and other dairy product
	Table 32: Criteria for vegetarian and vegan diets
	Table 32: Criteria for vegetarian and vegan diets
	84 





	6.3 Halal Diet 
	6.3 Halal Diet 
	A Halal diet is followed by people of the Muslim faith. Halal food refers to a food that is lawful to consume, while Haram refers to foods which are unlawful. 
	6.3.1 Food Laws 
	6.3.1 Food Laws 
	Unlawful foods are:
	86 

	• 
	• 
	• 
	food and food products from the pig; 

	• 
	• 
	meat not slaughtered by proper Halal methods (kosher meat may be acceptable); 

	• 
	• 
	foods containing ingredients or additives from a pig or from either of the above sources. Foods containing gelatin, animal fats or emulsifiers from animal derivatives must be avoided; 

	• 
	• 
	blood and its by-products; 

	• 
	• 
	shellfish or seafood without fins and scales; and 

	• 
	• 
	alcohol both for consumption as a drink and in foods. 


	Food and cooking hygiene is an important part of Islamic dietary laws, and Haram and Halal foods must be cooked using separate cooking utensils, and ideally kept in separate kitchens. A patient may refuse to eat a food if they are not fully confident that the food has been produced in the correct way. The Muslim Food Board (UK) produces a list of manufactured food items available in the UK which have been certified as meeting Islamic Food Laws (
	Halal).
	86 


	6.3.2 Festivals and Fasting 
	6.3.2 Festivals and Fasting 
	Muslims are required to fast from sunrise to sunset during the month of Ramadan, this is known as sawm. This involves abstinence from all food and drink during daylight, with the intake of a substantial meal before sunrise and one again after 
	sunset.
	82 

	Those exempt from fasting are:
	82 

	• older people and children under 12 years old; 
	• 
	• 
	• 
	pregnant, breastfeeding or menstruating women; 

	• 
	• 
	chronically ill people where fast is physically harmful to them, e.g. people with diabetes; and 

	• 
	• 
	acutely unwell people. 


	In addition some devout Muslims may fast once or twice a week in addition to Ramadan. 
	A number of resources have been produced by the National Diet and Nutrition Resource Initiative (ndr-UK) for example the ‘eatwell guide’ model that has been tailored to represent the dietary practices of South Asian ethnic minority groups and are also produced in languages other than 
	English.
	86 



	6.4 Hindu Diet 
	6.4 Hindu Diet 
	The Hindu diet is followed mainly by people from the Gurajat and Punjab areas of India, and also some parts of East Africa. 
	6.4.1 Food Restrictions 
	6.4.1 Food Restrictions 
	Dietary practices and food restrictions of the Hindu diet tend to vary depending on the degree of orthodoxy of the individual. The diet is largely a vegetarian diet, high in plant-based foods, fruit and vegetables and pulses (lentils and beans), with varying degrees of dietary restrictions or inclusions. The general principles are as follows: 
	• 
	• 
	• 
	the cow is considered sacred, and the consumption of beef is rare; 

	• 
	• 
	no specific prescriptions against consumption of meat but most Hindus are lacto-vegetarian; 

	• 
	• 
	eggs are not usually eaten as they are potentially a source of life; 

	• 
	• 
	mutton (goat or sheep), lamb, chicken and fish can be eaten by less strict Hindus, usually men; 

	• 
	• 
	animal derived fats, e.g. dripping and lard are not acceptable; ghee (clarified butter) and vegetable oil should be used in cooking; 

	• 
	• 
	milk and milk products are acceptable to consume; and 

	• 
	• 
	strict Hindus like to know equipment used in food preparation has not been in contact with meat or fish. 



	6.4.2 Festivals and Fasting 
	6.4.2 Festivals and Fasting 
	Festivals and religious days are based on the lunar calendar, thus the exact dates can vary from year to year.
	82 

	Devout Hindus may fast several times a week in addition to religious days. Fasting occurs from sunrise to sunset. Some individuals will forego all foods and may only have fluids. Others will eat ‘pure’ foods, for example, yoghurt and fruit. 


	6.5 Kosher Diet 
	6.5 Kosher Diet 
	Kashrut dietary laws define which foods are ‘fit’ (Kosher) for consumption by Jewish consumers who observe these laws. They are Biblical in origin, but are interpreted and extended over the years to address new issues and  Again the degree to which each individual will adhere to food laws will vary. It is important to find out each individual’s dietary needs and not assume these. 
	82, 87
	technologies.
	87

	The Kashrut Division of the London Beth Din provide licensing and certification to food producers whose practices are  They also produce a food guide which lists all those foods which have been certified as 
	Kosher.
	82
	Kosher.
	87 

	6.5.1 Food Laws 
	6.5.1 Food Laws 
	Maintenance of health and food hygiene underlies these laws. Probably the strictest Kashrut law is the prohibition of mixing, i.e. the cooking and/ or consumption of meat and milk  Keeping meat and milk separate requires the processing, handling and storage of all materials and products to fall into being a meat product, a milk product or a neutral product (which doesn’t carry either milk or meat characteristics). Neutral products can be eaten directly before or after both meat and milk, and include: 
	products.
	87

	• 
	• 
	• 
	fruits and vegetables; 

	• 
	• 
	salt and other non-organic foodstuffs; 

	• 
	• 
	fish; and 

	• 
	• 
	eggs. 


	In addition utensils, crockery, pots and pans used for milk or meat must be kept separate, this includes storage, washing and 
	drying.
	82, 87 

	There are variations in the length of time needed between the consumption of meat and milk products depending on the individual’s origin. For most Anglo-Jewish individuals this is three 
	hours.
	87 

	Food permitted includes:
	82, 87 

	• 
	• 
	• 
	meat from ruminant animals with split hooves that chew their cud, e.g. cattle, goats, sheep and deer, pig is forbidden; 

	• 
	• 
	traditional domestic birds, e.g. domestic chicken, duck, turkey and goose; 

	• 
	• 
	animals and birds must be slaughtered by the Jewish method, by a trained professional; 

	• 
	• 
	fish with fins and removable scales, e.g. tuna, salmon, cod, plaice ( not monkfish, shark or shellfish); 

	• 
	• 
	eggs from Kosher birds; 

	• 
	• 
	honey; 

	• 
	• 
	unprocessed cereals and grains; 

	• 
	• 
	fruit and vegetables that have been thoroughly cleaned and free from insects, although fruit from a tree less than three years old is not Kosher; 

	• 
	• 
	processed products are permissible if they have the Kosher label; 
	87


	• 
	• 
	milk and milk-derived products from Kosher animals are permitted, except cheese made with rennet derived from a non-Kosher animal; 

	• 
	• 
	bread and cakes must be certified; and 

	• 
	• 
	margarines must be certified as being produced under rabbinical supervision. 



	6.5.2 Festivals and Fasting 
	6.5.2 Festivals and Fasting 
	The Sabbath begins at sundown on Friday and ends when the first star is visible on Saturday night. Food is not permitted to be prepared on the Sabbath, but food can be prepared in advance to be eaten during this time.
	82 

	The Day of Atonement in September is a fast day; no food or drink is to be consumed for 25 hours, sundown until 
	sunset.
	82 

	Passover is over eight days during April and during this time Jews are forbidden to eat any leavened product, or any product made from wheat, rye, barley, oats or spelt. Observant Jews use separate sets of cutlery, dishes and pots for Passover in addition to those used for meat and milk 
	products.
	87 



	6.6 Chinese People 
	6.6 Chinese People 
	Chinese people form part of the Asian population, the largest ethnic group in  They may come from China, Taiwan, Hong Kong, Singapore and Malaysia. There are quite significant differences between the dietary practices of Chinese people due to their place of origin; different climates and hence different food availability for example, predominately rice growing regions in the south and central parts of China and wheat-producing regions in the 
	Scotland.
	81
	North.
	83 

	Food group Characteristics of diet Cereals • rice predominates in the southern regions; wheat-containing foods in the north; • rice – boiled, made into flour, noodles, cakes; • wheat flour – dumplings, noodles and bread; • maize may be used to make noodles, corncakes. Vegetables and fruit • green leafy vegetables – cabbage (brassica family), pakchoi, spinach, aubergine, tomato, chilli peppers and Chinese mushrooms; • melons, peach, apricots, apples, pears, cherry, star fruit, citrus fruits are all popular. 
	Table 33: Characteristics of Chinese diets 
	Table 33: Characteristics of Chinese diets 


	Food group Characteristics of diet Milk and dairy products • do not generally feature in Chinese people’s diet. Fats and oils • vegetable oil used (rapeseed or peanut). 
	Table 33: Characteristics of Chinese diets (continued) 
	Table 33: Characteristics of Chinese diets (continued) 


	6.7 Food Rules of Religions 
	Food Hindu Muslim Sikh Jewish Roman Catholic Buddhist Rastafarians 7th Day Adventist Mormon Vegetables A A A A A A A A A Fruit A A A A A A A A A Milk/ Yoghurt Not with rennet Not with rennet A A A A A Most A Cheese Some Vegetarian Some Not with meat A A A Most A Eggs Some No blood spots Some No blood spots A Some* A Most A Chicken/ turkey Some* Halal Some Kosher Some still prefer not to eat meat, particularly during Lent or Friday F* Some Some A Mutton/ lamb F Halal Some Kosher F* Some Some A Beef F Halal F
	*Reproduced with permission from NHS Ayrshire and Arran 
	A = acceptable 
	F = forbidden 
	S* = in Asian tradition eggs are not a vegetarian food. Hindus, particularly women, may not eat eggs since they are potentially a source of life, some Asian adults may find the flavour of Western cheese rancid and very strong. Cheeses that are not made with animal rennet may be acceptable 
	F* = some Buddhists are not vegetarian depending on degree of orthodoxy 
	Figure
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	7. Catering and Nutritional Guidance for Children and Young People 
	7. Catering and Nutritional Guidance for Children and Young People 
	Summary 
	• 
	• 
	• 
	Childhood is a time of rapid growth and development. As a result of the extra energy requirements for such growth, children are particularly vulnerable to poor nutrition. The fact that children’s admissions are generally short should not be used as an excuse for disregarding nutritional standards. 

	• 
	• 
	The food that children and young people eat while in hospital plays a crucial role in their treatment and recovery. Therefore, good food and good food provision within the hospital setting are critical. Where popular ‘modern’ children’s foods are on the menu, they should be the lowest fat, sugar and salt options available.  

	• 
	• 
	Menu planning groups, which should have specialist paediatric dietetic input and include clinical staff with child health experience, must work closely with children, parents and carers in planning the menu for children, taking into account likes and dislikes and making sure that suitable choices are available for the different ages and stages of development of the children being catered for. 

	• 
	• 
	• 
	Children should be consulted about new menus/dishes before introduction. The child specific menu must take into account: 

	• 
	• 
	• 
	age 

	• 
	• 
	food preferences and special diets 

	• 
	• 
	length of stay 

	• 
	• 
	nutritional risk and status, using validated tools 




	• national age-specific nutritional standards. Meals and mealtimes should be designed to ensure: 
	• 
	• 
	• 
	food is attractively presented 

	• 
	• 
	food choice 

	• 
	• 
	age appropriate portion sizes 

	• 
	• 
	access to milk and water throughout the day 

	• 
	• 
	age appropriate crockery and utensils 

	• 
	• 
	appropriate seating for age and disability 

	• 
	• 
	protection of  mealtimes from interruption. 


	7.1 Introduction 
	7.1 Introduction 
	Healthy eating is fundamental for proper growth and development in childhood and essential for good health and wellbeing in later life. Excess energy intakes combined with low physical activity levels can lead to obesity whilst poor energy intakes can lead to poor growth and development. Children become nutritionally compromised more quickly than adults as they have less nutrient stores initially and this can result in decreased immune function leading to infections and increased length of stay.  
	88

	The nutrition and feeding requirements of babies from birth to one year old differ from those of children over a year. Foods suitable for under ones should be available along with appropriate cutlery and 
	tableware.
	89 

	Guidance has been provided for hospital catering services for children and young  However, it is important to note that current healthy eating guidelines recommended for older children and adults are not appropriate for those under the age of two years old. A low-fat, high-fibre diet recommended for older children and adults based on the proportions set out in the ‘eatwell guide’ is not suitable for young children as it may not provide enough energy, fat and other nutrients essential for growth and developm
	adults.
	88
	90

	Diets must be tailored to suit young children’s nutritional and energy needs and also their stage of development. Guidance has been produced for early years childcare  It is best to provide young children with smaller, more frequent meals. Snacks such as bread, fruit, sandwiches, and yoghurts are preferred to those high in fat, sugar and salt. The provision of foods high in sugar should be kept to a minimum, especially between meals and the use of highly salted foods and addition of salt to foods should be 
	settings.
	90
	88
	possible.
	91, 92 

	The main hospital menu may meet the needs of many children with traditional choices such as roast meats, vegetable and potatoes and cottage pie as well as more ‘modern’ choices such as mild curry, pizza, pasta, jacket potato and a filling. Menu planning groups should work closely with children, parents and carers in planning the menu for children taking into account likes and dislikes and making sure that suitable choices are available for the different ages and stages of development of the children being c
	In a general hospital it is good practice to have a separate children’s menu with child-friendly familiar dishes as well as access to the main hospital menu for those who wish to have more choice (particularly for older children). 

	7.2 Menu Planning Guidance 
	7.2 Menu Planning Guidance 
	Menu planning should follow a similar process as set out in Section 4. However it is necessary to highlight the key relevant criteria for children. 
	The outlined three stages below should be followed: 
	• 
	• 
	• 
	planning group with key responsibilities; 

	• 
	• 
	ensure a separate children’s menu; and 

	• 
	• 
	after assessment of child specific needs the structure of menu should be determined. 


	7.2.1 Planning Group 
	7.2.1 Planning Group 
	A planning group must be implemented for provision of fluid and nutrition for children. 
	Core membership should include a senior member of catering staff, a doctor and senior nurse (preferably from a children’s ward/experience), a senior paediatric dietitian, other allied health professionals including speech and language therapists and patient/parent representative. 
	The key responsibilities of the group should be to ensure that: 
	• 
	• 
	• 
	menus are planned using standard recipes; 

	• 
	• 
	national guidelines are followed for nutrient criteria;
	29, 31, 32, 38 


	• 
	• 
	food and fluid requirements of the child are met and are age appropriate; 

	• 
	• 
	meal times are relevant to children; 

	• 
	• 
	nutritional content of menus is analysed by a dietitian; and 

	• 
	• 
	children and parents are consulted about new menus/dishes before introduction. (The practical side of trialling new dishes may be more difficult. A wider approach of possibly involving local school children may be appropriate to ensure wider more accurate sampling.) 



	7.2.2 Planning Process 
	7.2.2 Planning Process 
	As stated, page 12, Nutrient needs of the hospital population: Each age group has different nutritional requirements, therefore, the dietary needs of children are better considered separately. As a result a separate children’s menu must be developed. 
	The key considerations being: 
	• 
	• 
	• 
	age 

	• 
	• 
	food preferences 

	• 
	• 
	length of stay 

	• 
	• 
	• 
	nutritional risk. 

	As part of this process consideration is needed to ensure: 

	• 
	• 
	age appropriate crockery and utensils; 

	• 
	• 
	appropriate seating for age and any disability; 

	• 
	• 
	age appropriate portion sizes;
	93 


	• 
	• 
	age appropriate food choice – it is important to emphasize children can become nutritionally compromised very quickly. Popular, familiar dishes to entice consumption and some traditionally ‘non healthy’ food may be utilised, but choosing the lowest fat/lowest sugar/lowest salt options possible; 

	• 
	• 
	access to flavourings for milk and water to encourage consumption; 

	• 
	• 
	packaging and presentation to encourage healthy uptake-for example bags for packed lunches with colouring competitions; and 

	• 
	• 
	information on choice in a child-friendly format and encouraging healthy eating in a fun way. 



	7.2.3 Food-based and Group Planning Guidance 
	7.2.3 Food-based and Group Planning Guidance 
	The basic principles for healthy eating as indicated in the ‘eatwell guide’ should be followed for children except those under the age of two.
	1 

	The following criteria for menu provision for children up to the age of 16 should be followed. 
	Table 34: Children up to 16 years old 
	Potatoes, bread, 
	This food group should form the basis of a child’s diet. rice, pasta and 
	Provide a variety of cereals. 
	other starchy carbohydrate 
	Provide a choice of at least two carbohydrate options at each main meal. 
	Bread and cereals can be offered as snacks including scones, muffins and crackers, but choosing the lowest fat/lowest  sugar/lowest salt options possible. 
	Wholegrain or wholemeal varieties must be offered as a choice, not the only choice and not at the expense of more energy dense food for children <5 years old. 
	Fruit and vegetables The opportunity to choose at least five servings per day of fruit and vegetables a day must be available. Fruit and vegetables must be offered in appropriate portion sizes for children to avoid choking. A mixture of smaller fruits and large fruits should be offered e.g. plums, grapes, and satsumas in addition to pears and apples. Pure unsweetened fruit juice should be available at meal times only Fresh or canned fruit should be offered at breakfast. Fresh fruit and fruit in juice can be
	Table 34: Children up to 16 years old (continued) 
	Table 34: Children up to 16 years old (continued) 


	Table 35: Paediatric fluid requirements
	Table 35: Paediatric fluid requirements
	Table 35: Paediatric fluid requirements
	38 


	Age 
	Age 
	Average weight (KG) 
	Fluid requirements (mls) 

	1-2 Months 
	1-2 Months 
	4.9 
	735 

	3-4 Months 
	3-4 Months 
	6.4 
	960 

	5-6Months 
	5-6Months 
	7.4 
	1,110 

	7-12 Months 
	7-12 Months 
	8.7 
	1,044 

	1 Year 
	1 Year 
	9.3 
	1,116 

	2 Years 
	2 Years 
	11.9 
	1,100 

	3 Years 
	3 Years 
	14.2 
	1,200 

	4 Years 
	4 Years 
	16.2 
	1,300 

	5 Years 
	5 Years 
	18.4 
	1,400 

	6 Years 
	6 Years 
	21.0 
	1,525 

	7 Years 
	7 Years 
	23.0 
	1,575 

	8 Years 
	8 Years 
	26.0 
	1,650 

	9 Years 
	9 Years 
	29.0 
	1,725 

	10 Years 
	10 Years 
	32.0 
	1,800 

	11 Years 
	11 Years 
	35.0 
	1,875 

	12 Years 
	12 Years 
	39.0 
	1,975 

	13 Years 
	13 Years 
	44.5 
	2,125 

	14 Years 
	14 Years 
	50.0 
	2,250 

	15 Years 
	15 Years 
	54.3 
	2,350 

	16 Years 
	16 Years 
	57.8 
	2,450 

	17 Years 
	17 Years 
	60.5 
	2,500 

	18 Years 
	18 Years 
	61.7 
	2,500 


	Table 36: Energy requirements for males and females 0-18 years 
	32, 38

	Age 
	Age 
	Age 
	‘Nutritionally well’ patient92 
	‘Nutritionally well’ patient 
	‘Nutritionally vulnerable’ patient91 
	‘Nutritionally vulnerable’ patient 

	Energy (kcal/d) 
	Energy (kcal/d) 
	Energy (kcal/d) 
	Energy (kcal/d) 
	Energy (kcal/d) 

	Males 
	Males 
	Females 
	Males 
	Females 

	1-2 months* 
	1-2 months* 
	526 
	478 
	631 
	574 

	3-4 months* 
	3-4 months* 
	574 
	526 
	689 
	631 

	5-6 months* 
	5-6 months* 
	598 
	550 
	718 
	660 

	7-12 months* 
	7-12 months* 
	694 
	646 
	833 
	775 

	1 year 
	1 year 
	765 
	717 
	918 
	860 

	2 years 
	2 years 
	1,004 
	932 
	1,205 
	1,118 

	3 years 
	3 years 
	1,171 
	1,076 
	1,405 
	1,291 

	4 years 
	4 years 
	1,386 
	1,291 
	1,663 
	1,549 

	5 years 
	5 years 
	1,482 
	1,362 
	1,778 
	1,634 

	6 years 
	6 years 
	1,577 
	1,482 
	1,892 
	1,778 

	7 years 
	7 years 
	1,649 
	1,530 
	1,979 
	1,836 

	8 years 
	8 years 
	1,745 
	1,625 
	2,094 
	1,950 

	9 years 
	9 years 
	1,840 
	1,721 
	2,208 
	2,065 

	10 years 
	10 years 
	2,032 
	1,936 
	2,438 
	2,323 

	11 years 
	11 years 
	2,127 
	2,023 
	2,552 
	2,438 

	12 years 
	12 years 
	2,247 
	2,103 
	2,696 
	2,524 

	13 years 
	13 years 
	2,414 
	2,223 
	2,897 
	2,668 

	14 years 
	14 years 
	2,629 
	2,342 
	3,155 
	2,810 

	15 years 
	15 years 
	2,820 
	2,390 
	3,384 
	2,868 

	16 years 
	16 years 
	2,964 
	2,414 
	3,557 
	2,897 

	17 years 
	17 years 
	3,083 
	2,462 
	3,670 
	2,955 

	18 years 
	18 years 
	3,155 
	2,462 
	3,786 
	2,954 


	*Based on requirements for breast fed infants. 
	Table 37: Estimated Average Requirement (EAR) for Protein
	Table 37: Estimated Average Requirement (EAR) for Protein
	Table 37: Estimated Average Requirement (EAR) for Protein
	38 


	Age 
	Age 
	Protein (grams per day) 
	Protein (grams per day) 

	Males 
	Males 
	Females 

	0-3 months 
	0-3 months 
	12.5 
	12.5 

	4-6 months 
	4-6 months 
	12.7 
	12.7 

	7-9 months 
	7-9 months 
	13.7 
	13.7 

	10-12 months 
	10-12 months 
	14.9 
	14.9 

	1-3 years 
	1-3 years 
	14.5 
	14.5 

	4-6 years 
	4-6 years 
	19.7 
	19.7 

	7-10 years 
	7-10 years 
	28.3 
	28.3 

	11-14 years 
	11-14 years 
	42.1 
	41.2 

	15-18 years 
	15-18 years 
	55.2 
	45.4 




	7.3 Menu Structure 
	7.3 Menu Structure 
	The menu structure should suit the needs of children. The operational issues of different hospitals should be secondary to providing the right choice at the right time. The basic structure will be as Table 11. It may well be that the preferred choice is to switch the main meal and snack times to accommodate the needs and waking times of children. The children’s menu must be a separate menu. Dependant on key considerations relevant to individual hospitals it may run in conjunction with the main menu or be a 
	7.3.1 Portion Sizes 
	7.3.1 Portion Sizes 
	Due to the wide range of ages within children’s services single portion sizes cannot be determined and age appropriate portion sizes should be provided. 
	For practical application of serving meals, guidance should be taken from Nutrition and Diet Resources UK (
	ndr-UK).
	93 



	7.4 Fibre and Children 
	7.4 Fibre and Children 
	Proportionally lower intakes of fibre for smaller body size are used in practice. Infants’ diets contain no fibre until 
	weaning.
	29 

	Excessive fibre intakes can be an issue in small children. It may cause loose stools and at times poor weight gain due to the low energy density of such diets. 
	Fibre requirements:
	29 

	Age (years) 
	Age (years) 
	Age (years) 
	Recommended daily fibre intake (grams per day) 

	2-5 
	2-5 
	15 

	5-11 
	5-11 
	20 

	11-15 
	11-15 
	25 

	>16 
	>16 
	30 



	7.5 Nutrient Criteria for Children and Young People 
	7.5 Nutrient Criteria for Children and Young People 
	The nutrient criteria represent the amount of energy (calories) and nutrients required to be provided by an average day’s lunch or evening meal. (see Appendix 2). This means that caterers must plan menus to ensure that the food and fluids provided meet the nutrient criteria. 
	It is recognised that there will be a wide range of nutritional needs and appetites. Catering staff, when appropriate in consultation with a dietitian, should use their skills, knowledge and judgement to provide appropriately sized portions for individual children. 
	The nutrient criteria are based on current scientific knowledge on the amount of energy and nutrients needed by different groups of the 
	population.
	29, 30, 31, 32, 38 
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	8. Audit and Monitoring 
	8. Audit and Monitoring 
	Figure
	8. Audit and Monitoring 
	8. Audit and Monitoring 
	8.1 Introduction 
	8.1 Introduction 
	Use of measures and monitoring practices are vital in ensuring that the standards and guidance outlined within this Specification are adhered to. Given the multidisciplinary nature of nutritional care across the hospital environment, it is important to have robust monitoring processes in place. 
	-

	Monitoring and evaluation provides a means for NHS Boards to demonstrate good practice in food and fluid provision, provide an assurance framework and identify areas for improvement. 
	Background 
	The Food in Hospitals Catering & Nutrition Specification (2008) Monitoring Tool required all NHS Boards with a responsibility for patient catering to submit a six-monthly return to Health Facilities Scotland detailing their level of compliance with the Specification. 
	Each Board was required to detail their level of compliance against each section of the document as follows: 
	• 
	• 
	• 
	Nutritional needs of population 

	• 
	• 
	Menu planning 

	• 
	• 
	Food-based standards 

	• 
	• 
	Menu planning guidance 

	• 
	• 
	Therapeutic diet provision 

	• 
	• 
	Special and personal diets 

	• 
	• 
	Patient experience. 


	Future Monitoring Framework 
	A new monitoring framework is being developed to demonstrate compliance with this revised National Catering and Nutrition Specification for Food and Fluid Provision in Hospitals in Scotland. This will include aspects of menu planning, delivery, service and patient mealtime experience. 
	Boards will be required to provide more robust evidence to support their returns on nutritional compliance. The introduction of annual public and peer review of Boards’ compliance with certain aspects of the Food in Hospitals Specification will also be recommended. The revised framework will be developed in the context of wider work to monitor and assure the quality of food, fluid and nutritional care in hospitals. 
	Adopting a robust improvement methodology is vital in ensuring that the quality of food and fluid provision is accurately measured and recorded with areas for 
	Adopting a robust improvement methodology is vital in ensuring that the quality of food and fluid provision is accurately measured and recorded with areas for 
	improvement being clearly identified, implemented and shared across the NHS Board area as appropriate. 

	The existing National Nutritional Compliance Audit Tool will remain in place for NHSScotland until a new tool has been developed and agreed. 
	Key elements for measuring food and fluid provision 
	The following elements are considered key to measuring food and fluid provision: 
	• 
	• 
	• 
	gathering evidence based data from a range of sources; 

	• 
	• 
	monitoring activity involving a range of multidisciplinary stakeholders/staff, patients, carers and public partners/volunteers; 

	• 
	• 
	monitoring should form part of a continuous quality improvement culture; 

	• 
	• 
	data collected should be used to inform patient food and fluid provision, linked to local nutritional care policy and be included in governance reporting systems; and 

	• 
	• 
	mechanisms should be in place for supporting and sharing good practice. 


	Figure



	9. Appendices  
	9. Appendices  
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	9. Appendices 
	9. Appendices 
	Appendix 1 
	Dietary Needs of Significant Patient Groups 
	Older adults 
	In common with other age groupings of the population there will be fit and well older people who may benefit from adoption of healthier eating principles recommended for the general population. However, in hospitals the older patient can be more nutritionally vulnerable than younger  Energy requirements are lower due to a decrease in lean body mass and a reduction in physical activity, but other nutrient requirements do not fall. Several studies have shown that intakes of several nutrients are lower than is
	adults.
	94
	desirable.
	14, 35, 36, 37, 95 

	The nutrients most likely to be lacking are: 
	• 
	• 
	• 
	energy 

	• 
	• 
	protein 

	• 
	• 
	fibre 

	• 
	• 
	vitamin C 

	• 
	• 
	iron 

	• 
	• 
	folate/folic acid 

	• 
	• 
	potassium 

	• 
	• 
	magnesium 

	• 
	• 
	riboflavin 

	• 
	• 
	vitamin D 

	• 
	• 
	calcium 

	• 
	• 
	fluid. 


	Smaller appetites 
	There is frequently a drop in appetite as a result of the ageing process therefore careful menu planning will be required to ensure that nutrient requirements are provided at the correct level within an energy and nutrient-dense diet. The use of modest portion sizes and substantial snacks is imperative. There is often a preference for sweet foods. 
	Need for softer options 
	Some patients may not have any difficulties swallowing; however, they may require a diet that is soft and easy to chew due to poor dentition or ill-fitting 
	Some patients may not have any difficulties swallowing; however, they may require a diet that is soft and easy to chew due to poor dentition or ill-fitting 
	dentures for example. When menu planning for older adults, consideration to the provision of soft and easy chew meal options in line with the guidance provided for modified textures stage D and above should be included in the core menu.Soft snacks must also be available for such patients to enable them to maximise energy and nutrient intakes. 
	96 


	Oral health 
	Poor oral health can be a contributory factor to older people becoming ‘nutritionally vulnerable’. High-sugar-containing snacks, regular squashes and fizzy drinks are frequently used to improve overall food and hence energy and nutrient intakes, however, this is at odds with advice for good oral and dental health. In such cases, adequate day-to-day oral care and regular oral health checks are paramount to prevent further dental erosion. 
	Finger foods 
	Some patients with physical disabilities such as severe arthritis, may find it difficult to use cutlery and thus have difficulties feeding themselves. Also, some patients with Parkinson’s disease or dementia may find it difficult to sit down for long enough periods of time to eat a full meal. Meeting the dietary needs of such individuals may require the development of a finger foods menu. This should enable continued independence in eating and allow individuals to eat at their own pace, hopefully maximising
	available.
	96 

	Long-stay older population 
	A number of factors must be considered when planning a menu for hospitals with a long-stay older population. 
	• 
	• 
	• 
	The patients in such hospitals are more likely to be the ‘frail elderly’ with increased nutritional vulnerability. 

	• 
	• 
	It is important to involve patients and/or their carers in the menu planning process to ensure that dishes are familiar to the age group and include traditional choices. 

	• 
	• 
	Hospitals should consider what times food is served for this patient group. A survey done by NHS Estates for the Better Hospital Food Program showed that most people in a general population prefer to eat their main meal of the day in the  Whilst this reflects the majority of the (working) adult population it may be that older people prefer having their main meal of the day at lunchtime. Assessment of the population’s dietary needs should include any preferences for timings of meals. 
	evening.
	97


	• 
	• 
	The provision of a snack type meal or composite dish style meal may be more appropriate than a full meal for patients with a reduced appetite. Substantial snacks will need to be provided two to three times a day to ensure maximum food intake and thus energy and nutrient requirements are met. It 


	is a challenge for menu planners to ensure that this type of meal meets the 
	guidance for the nutritional content of meals shown in Sections 3 and 5. 
	• Communication of the menu needs to consider the timing, e.g. asking individuals at time of service what they would like so that they can see what is on offer, or two meals prior if using menu cards. In terms of format of the menu card, consideration to the size of font used and perhaps the use of photographs. 
	Maternity 
	Most patients in maternity units will be in-patients for a short period of time and have normal deliveries with little complications. However, there will be a small number of patients whose admissions will be longer. Patients in this group requiring special consideration include: 
	• 
	• 
	• 
	Prenatal admissions – some women may require to be hospitalised during their pregnancy due to complications. The advice of the Food Standards Agency with regard to safe foods must be adhered to.
	98 


	• 
	• 
	Lactating women – in order to support women breastfeeding their babies the catering service must be flexible in meeting their needs. Consideration should be given to more flexible mealtimes, snack availability, and suitable meal replacements for mothers who may miss a meal whilst feeding their baby. 

	• 
	• 
	The standard hospital menu should be adequate to provide for most pregnant women but may need supplementing, in terms of additional snacks or provision of additional food items at mealtimes, for example bread and milk in order to meet the increased nutritional requirements of lactating  The eatwell guide model for healthy eating should be core.
	women.
	30
	1 



	Individuals with physical and learning disabilities 
	Physical disabilities may be present at birth (e.g. cerebral palsy, spina bifida) or may result later in life as a result of an accident or disease (e.g. stroke). The disability may affect physical movement and/or sensory function (communication); individuals may also present with learning 
	difficulties.
	42 

	Learning disability is defined as ‘the presence of a significant reduced ability to understand new or complex information or learn new skills (impaired intelligence), along with a reduced ability to cope independently (impaired social functioning), which started before  Learning disabilities are often classified based on an individual’s IQ, but also on the amount of support an individual may require, where severe and profound learning disability will need significant if not total help with daily living. In 
	adulthood’.
	99
	100
	intakes.
	99 

	Generally individuals with physical or learning difficulties are at greater nutritional risk than the general population. This will vary according to the 
	severity and nature of a person’s disability but also with the presence of other physical and health difficulties which impact on their ability to eat and 
	drink.
	42, 99 

	Factors that are likely to affect food choice, dietary needs and dietary intakes include:
	99 

	• 
	• 
	• 
	• 
	Communication – this includes, hearing, visual and oral communication, 

	e.g. communicating likes, dislikes. 

	• 
	• 
	Physical difficulties – restricted mobility (may cause chronic constipation), motor skills, posture, drooling, swallowing (dysphagia), chewing and eating difficulties. 

	• 
	• 
	Medications – may affect appetite and thirst, cause nausea, loss of taste, dry mouth, alter bowel habits (constipation or diarrhoea), drowsiness that may cause meals or snacks to be missed. 


	In common with other groups of patients there will be individuals in this group who are ‘nutritionally vulnerable’, but also those who would benefit from a diet that follows general healthier eating principles where weight management may be more of a problem, for example Prader-Willi syndrome and Down’s 
	syndrome.
	99 

	The assessment of each individual’s dietary and nutritional needs is fundamental to ensure appropriate provision can be made to meet individual’s food and fluid requirements. Consideration needs to be given to the foods that need to be provided. Assessment of those with dysphagia and guidance from a speech and language therapist (SLT), is needed to ensure appropriate textures of foods and fluids are provided (refer to Section 5.6 Texture-modified Diets). Risk of chest infections through the provision of ina
	independence.
	99, 100 

	Consideration needs to be given to the appropriate format and timing of communication of menus, for example, photographs or point of service. Communication is needed with other health professionals including, physiotherapists regarding appropriate positioning of individuals for eating and drinking and occupational therapists regarding appropriate feeding and drinking aids including adapted cutlery, dishes and cups to assist the individual with eating and drinking. 
	For some individuals, the length of stay in hospital may be weeks if not months. As such local menu planning groups should involve patients and carers in any planning relating to the provision of food and fluid with particular attention paid to any repetition of dishes on the menu to prevent menu fatigue, provision for special occasions and celebrations. 
	The Mental Health Group of the British Dietetic Association has produced a professional consensus statement relating to ‘The Nutritional Care of Adults 
	The Mental Health Group of the British Dietetic Association has produced a professional consensus statement relating to ‘The Nutritional Care of Adults 
	with a Learning Disability in Care Settings’. The consensus statement echoes the Healthcare Improvement Scotland Standards for Food, Fluid and Nutritional Care. The Caroline Walker Trust has recently published nutritional and practical guidelines for children and adults with learning  The National Association of Care Catering (NACC) have produced guidelines for Menu Planning and Special Diets in Care  These documents provide further detailed guidance on menu planning for individuals with learning disabiliti
	101
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	disabilities.
	99
	Homes.
	96


	Appendix 2 
	Estimated Average Requirement (EAR) for Energy
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	Age 
	Age 
	Age 
	Population-based EARs MJ/d (kcal/d) 

	Males 
	Males 
	Females 

	1–2 months 
	1–2 months 
	2.2 (526) 
	2.0 (478) 

	3–4 months 
	3–4 months 
	2.4 (574) 
	2.2 (526) 

	5–6 months 
	5–6 months 
	2.5 (598) 
	2.3 (550) 

	7–12 months 
	7–12 months 
	2.9 (694) 
	2.7 (646) 

	1–3 years 
	1–3 years 
	4.1 (980) 
	3.8 (908) 

	4–6 years 
	4–6 years 
	6.2(1482) 
	5.8 (1378)  

	7–10 years 
	7–10 years 
	7.6 (1817) 
	7.1 (1703) 

	11–14 years 
	11–14 years 
	9.9 (2354) 
	9.1 (2175) 

	15–18 years 
	15–18 years 
	12.6 (3006) 
	10.2 (2432) 

	19–24 years 
	19–24 years 
	11.6 (2,775) 
	9.1 (2,180) 

	25–34 years 
	25–34 years 
	11.5 (2,750) 
	9.1 (2,180) 

	35–44 years 
	35–44 years 
	11.0 (2,630) 
	8.8 (2,105) 

	45–54 years 
	45–54 years 
	10.8 (2580) 
	8.8 (2,105) 

	55–64 years 
	55–64 years 
	10.8 (2,580) 
	8.7 (2,080) 

	65–74 years 
	65–74 years 
	9.8 (2,345) 
	8.0 (1,915) 

	75 + years 
	75 + years 
	9.6 (2,295) 
	7.7 (1,840) 

	All adults 
	All adults 
	10.9 (2,610) 
	8.7 (2,080) 
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	Age 
	Age 
	Age 
	Population-based EARs MJ/d (kcal/d) 

	Males 
	Males 
	Females 

	*Lactation 0–6 months exclusive breast feeding 
	*Lactation 0–6 months exclusive breast feeding 
	1380kJ (330kcal)/day 


	*Increase in energy requirements recommended for the first six months during which time exclusive breastfeeding is recommended. Thereafter, energy intake required to support breastfeeding will be modified by maternal body composition and the breast milk intake of the infant. 
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	Age 
	Age 
	Reference nutrient intake* g/d 

	0–3 months 
	0–3 months 
	12.5** 

	4–6 months 
	4–6 months 
	12.7 

	7–9 months 
	7–9 months 
	13.7 

	10–12 months 
	10–12 months 
	14.9 

	1–3 years 
	1–3 years 
	14.5 

	4–6 years 
	4–6 years 
	19.7 

	7–10 years 
	7–10 years 
	28.3 

	MALES 
	MALES 

	11–14 years 
	11–14 years 
	42.1 

	15–18 years 
	15–18 years 
	55.2 

	19–50 years 
	19–50 years 
	55.5 

	50+ years 
	50+ years 
	53.3 

	FEMALES 
	FEMALES 

	11–14 years 
	11–14 years 
	41.2 

	15–18 years 
	15–18 years 
	45.0 

	19–50 years 
	19–50 years 
	45.0 

	50+ years 
	50+ years 
	46.5 

	PREGNANCY*** 
	PREGNANCY*** 
	+6 

	Age 
	Age 
	Reference nutrient intake* g/d 

	LACTATION*** 
	LACTATION*** 

	0–4 months 
	0–4 months 
	+11 

	4+ months 
	4+ months 
	+8 


	* These figures based on egg and milk protein assume complete digestibility. ** No values for infants 0-3 months are given by WHO. The RNI is calculated from the recommendations of COMA. *** To be added to adult requirement through all stages of pregnancy and lactation. 
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	Age 
	Age 
	Age 
	Thiamine mg/d 
	Riboflavin mg/d 
	Niacin mg/d 
	Vitamin B6 mg/d† 
	Vitamin B12 µg/d 
	Folate µg/d 
	Vitamin C mg/d 
	Vitamin A µg/d 
	Vitamin D µg/d ** 

	0–3 months 
	0–3 months 
	0.2 
	0.4 
	3 
	0.2 
	0.3 
	50 
	25 
	350 
	8.5 

	4–6 months 
	4–6 months 
	0.2 
	0.4 
	3 
	0.2 
	0.3 
	50 
	25 
	350 
	8.5 

	7–9 months 
	7–9 months 
	0.2 
	0.4 
	4 
	0.3 
	0.4 
	50 
	25 
	350 
	7 

	10–12 months 
	10–12 months 
	0.3 
	0.4 
	5 
	0.4 
	0.4 
	50 
	25 
	350 
	7 

	1–3 years 
	1–3 years 
	0.5 
	0.6 
	8 
	0.7 
	0.5 
	70 
	30 
	400 
	7 

	4–6 years 
	4–6 years 
	0.7 
	0.8 
	11 
	0.9 
	0.8 
	100 
	30 
	400 
	-

	7–0 years 
	7–0 years 
	0.7 
	1.0 
	12 
	1.0 
	1.0 
	150 
	30 
	500 
	-

	MALES 
	MALES 

	11–14 years 
	11–14 years 
	0.9 
	1.2 
	15 
	1.2 
	1.2 
	200 
	35 
	600 
	-

	15–18 years 
	15–18 years 
	1.1 
	1.3 
	18 
	1.5 
	1.5 
	200 
	40 
	700 
	-

	19–50 years 
	19–50 years 
	1.0 
	1.3 
	17 
	1.4 
	1.5 
	200 
	40 
	700 

	50+ years 
	50+ years 
	0.9 
	1.3 
	16 
	1.4 
	1.5 
	200 
	40 
	700 
	-

	FEMALES 
	FEMALES 

	11–14 years 
	11–14 years 
	0.7 
	1.1 
	12 
	1.0 
	1.2 
	200 
	35 
	600 
	-

	15–18 years 
	15–18 years 
	0.8 
	1.1 
	14 
	1.2 
	1.5 
	200 
	40 
	600 
	-

	19–50 years 
	19–50 years 
	0.8 
	1.1 
	13 
	1.2 
	1.5 
	200 
	40 
	600 
	-

	50+ years 
	50+ years 
	0.8 
	1.1 
	12 
	1.2 
	1.5 
	200 
	40 
	600 
	-

	PREGNANCY +0.1 *** 
	PREGNANCY +0.1 *** 
	+0.3 
	* 
	* 
	* 
	+100 
	+10 *** 
	+100 
	10 
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	Age 
	Age 
	Thiamine mg/d 
	Riboflavin mg/d 
	Niacin mg/d 
	Vitamin B6 mg/d† 
	Vitamin B12 µg/d 
	Folate µg/d 
	Vitamin C mg/d 
	Vitamin A µg/d 
	Vitamin D µg/d ** 

	LACTATION 
	LACTATION 

	0–14 months 
	0–14 months 
	+0.2 
	+0.5 
	+2 
	* 
	+0.5 
	+60 
	+30 
	+350 
	10 

	4+ months 
	4+ months 
	+0.2 
	+0.5 
	+2 
	* 
	+0.5 
	+60 
	+30 
	+350 
	10 


	*No increment **RNI is 10µg/d after 65 years for men and women ***For last trimester only 
	*No increment **RNI is 10µg/d after 65 years for men and women ***For last trimester only 
	*No increment a Phosphorus RNI is set equal to calcium in molar terms b 1 mmol sodium = 23mg c 1 mmol potassium = 39mg d Corresponds to sodium 1 mmol = 35.5mg e Insufficient for women with high menstrual losses. Iron supplements advised. 
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	Age 
	Age 
	Calcium mg/d
	aPhosphorusmg/d
	Magnesiummg/d
	bSodium mg/d
	cPotassium mg/d
	dChloridemg/d
	Iron mg/
	Zinc mg/d
	Copper mg/
	Seleniumµg/d
	Iodine µg/d 

	0–3 months 
	0–3 months 
	525 
	400 
	55 
	210 
	800 
	320 
	1.7 
	4.0 
	0.2 
	10 
	50 

	4–6 months 
	4–6 months 
	525 
	400 
	60 
	280 
	850 
	400 
	4.3 
	4.0 
	0.3 
	13 
	60 

	7–9 months 
	7–9 months 
	525 
	400 
	75 
	320 
	700 
	500 
	7.8 
	5.0 
	0.3 
	10 
	60 

	10–12 months 
	10–12 months 
	525 
	400 
	80 
	350 
	700 
	500 
	7.8 
	5.0 
	0.3 
	10 
	60 

	1–3 years 
	1–3 years 
	350 
	270 
	85 
	500 
	800 
	800 
	6.9 
	5.0 
	0.4 
	15 
	70 

	4–6 years 
	4–6 years 
	450 
	350 
	120 
	700 
	1,100 
	1,000 
	6.1 
	6.5 
	0.6 
	20 
	100 

	7–10 years 
	7–10 years 
	550 
	450 
	200 
	1,200 
	2,000 
	1,800 
	8.7 
	7.0 
	0.7 
	30 
	110 

	MALES 
	MALES 

	11–14 years 
	11–14 years 
	1,000 
	775 
	280 
	1,600 
	3,100 
	2,500 
	11.c 
	9.0 
	0.8 
	45 
	130 

	15–18 years 
	15–18 years 
	1,000 
	775 
	300 
	1,600 
	3,500 
	2,500 
	11.c 
	9.5 
	1.0 
	70 
	140 

	19–50 years 
	19–50 years 
	700 
	550 
	300 
	1,600 
	3,500 
	2,500 
	8.7 
	9.5 
	1.2 
	75 
	140 

	50+ years 
	50+ years 
	700 
	550 
	300 
	1,600 
	3,500 
	2,500 
	8.7 
	9.5 
	1.2 
	75 
	140 

	FEMALES 
	FEMALES 

	11–14 years 
	11–14 years 
	800 
	625 
	280 
	1,600 
	3,100 
	2,500 
	14.8 e 
	9.0 
	0.8 
	45 
	130 

	15–18 years 
	15–18 years 
	800 
	625 
	300 
	1,600 
	3,500 
	2,500 
	14.8e 
	7.0 
	1.0 
	60 
	140 

	19–50 years 
	19–50 years 
	700 
	550 
	270 
	1,600 
	3,500 
	2,500 
	14.8e 
	7.0 
	1.2 
	60 
	140 

	Age 
	Age 
	Calcium mg/d
	aPhosphorusmg/d
	Magnesiummg/d
	bSodiummg/d
	cPotassium mg/d
	dChloridemg/d
	Iron mg/
	Zinc mg/d
	Copper mg/
	Seleniumµg/d
	Iodine µg/d 

	50+ years 
	50+ years 
	700 
	550 
	270 
	1,600 
	3,500 
	2,500 
	8.7 
	7.0 
	1.2 
	60 
	140 

	PREGNANCY 
	PREGNANCY 
	* 
	* 
	* 
	* 
	* 
	* 
	* 
	* 

	***LACTATION 
	***LACTATION 

	0–4 months 
	0–4 months 
	+550 
	+440 
	+50 
	* 
	* 
	* 
	* 
	+6.0 
	+0.3 
	+15 
	* 

	4+ months 
	4+ months 
	+550 
	+440 
	+50 
	* 
	* 
	* 
	* 
	+2.e 
	+0.3 
	+15 
	* 
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	Nutrient 
	Nutrient 
	Essential criteria 
	Rationale 
	Special considerations 

	Energy 
	Energy 
	A menu must provide: For the ‘nutritionally well’ patient, the EAR for energy on a daily basis: 
	Hospital menus should be devised to meet the energy requirements of a general hospital population. As the majority of hospital 

	TR
	• Adults approx. 1,800-2,400kcal.32 For the ‘nutritionally vulnerable’ patient on a daily basis: • Adults: 2,250-2,625kcals39 Children (1-18 years) 720-3,150kcal.32 
	patients are older adults (i.e. >65 years) the energy provision has been based on this age group. A hospitalised patient confined to bed will still require at least 80% of their usual energy intake.46 


	Nutrient Essential criteria Rationale Special considerations Energy A menu must provide: For the ‘nutritionally well’ patient, the EAR for energy on a daily basis: • Adults approx. 1,800-2,400kcal.32 For the ‘nutritionally vulnerable’ patient on a daily basis: • Adults: 2,250-2,625kcals39 Children (1-18 years) 720-3,150kcal.32 Due to the possibility of reduced activity levels in hospital the EAR for less active females has been used for the lower range and the population EAR for males has been used for the 
	Table 41: Rationale and considerations for the provision of nutrients (continued) 
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	Table 41: Rationale and considerations for the provision of nutrients (continued) 

	Nutrient 
	Nutrient 
	Essential criteria 
	Rationale 
	Special considerations 

	Carbohydrates 
	Carbohydrates 
	No nutrient standard has been set for the carbohydrate intake for the ‘nutritionally vulnerable’ hospital population. For the ‘nutritionally well’ patient population, a menu must provide the DRV (adjusted for no alcohol) averaged across a week. Total carbohydrate approximately 50% of food energy. Guidance has been provided on an upper limit for added sugars to desserts that are to be coded for the ‘healthier diet’.29 A menu must provide 
	Like fat, carbohydrate and sugar are an important source of energy for hospitalised patients with poor oral intakes or increased energy requirements.46 Free sugars are not directly related to the development of CVD, essential hypertension, diabetes mellitus or behavioural abnormalities however SACN have recommended a reduction in free sugar intake and this has been taken into consideration within the document.29, 30, 102 
	Diabetes UK states the population DRV, eaten as part of a healthy diet, distributed throughout the day, is appropriate for people with diabetes.103 Patients’ overweight or with hypertriglyceridaemia should avoid free sugar where possible, and be encouraged to choose the healthier eating option.103 Patients who have diabetes who are unwell, should be encouraged to choose energy and nutrient-dense options. Diabetic control will require involvement of the diabetes care team in such instances. 

	TR
	a healthier eating dessert option each time dessert is offered: Appropriate sweeteners available at ward level for patients’ use as chosen. 


	Table 41: Rationale and considerations for the provision of nutrients (continued) 
	Nutrient 
	Nutrient 
	Nutrient 
	Essential criteria 
	Rationale 
	Special considerations 

	Protein 
	Protein 
	A menu must provide RNI for the relevant patient group on a daily basis. A menu must be able to provide increased protein requirements of 1.0g/kg/day through provision of nutrient- dense choices and/ or protein containing snacks. Each main meal (including accompaniments) should provide a minimum of 18g protein. No nutrient standard has been set for total fat intake for the ‘nutritionally vulnerable’ hospital population. For the ‘nutritionally well’ patient population, a menu must provide the DRV (adjusted f
	Protein is required by hospitalised patients to promote wound healing, e.g. in burns or surgery; maintain the immune system; aid recovery from critical illness.30 39 42 Setting a standard for percentage energy from fat, conflicts with the provision of an energy-dense diet. Dietary Goals for Scotland, include reducing the percentage energy from total and saturated fat.18 Hospitals play an important role in educating patients 
	For vegetarian main meals that are based on beans or pulses, it may be difficult to achieve 18g protein. Extra thought needs to be given to the provision of protein from desserts and snacks and the use of dairy products, however excessive use of cheese should be avoided.46 Fat, as the most concentrated form of energy, is crucial in providing adequate energy for patients with poor intakes/ appetites or higher requirements and increases the palatability of foods.42 46 High fat products, as much as possible sh

	Fat 
	Fat 

	TR
	• Total fat <35% food energy • Saturated fatty acids <11% l food energy 
	on healthy eating through provision of healthier choices but energy-dense foods for those with poor appetites or higher energy requirements are equally important.12 
	fat from unsaturated sources, not saturated. 


	Nutrient Essential criteria Rationale Special considerations Omega-3 A menu must provide oily fish, high in omega-3, at least once per week.41 A menu must provide fish at least twice per week. Consuming higher levels of omega-3 aids in the prevention of coronary heart disease due to their anti-thrombotic effect.41 42 This recommendation is accepted for pregnant and lactating women with consideration for restrictions on fish containing unsuitable levels of toxins.41 Groups of the population who do not eat fi
	Table 41: Rationale and considerations for the provision of nutrients (continued) 
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	Nutrient Essential criteria Rationale Special considerations Fibre For the ‘nutritionally vulnerable’ hospital population no nutrient criteria has been set, For the ‘nutritionally well’ hospital population, a menu must provide 30g per day averaged across the week.29 Young children’s menus must be developed with consideration for their lower-fibre requirements. Salt A menu must not provide more than 6g/day of salt (or age-specific 10TRNI10Ts for menus developed for children). 31 
	Nutrient Essential criteria Rationale Special considerations Fibre For the ‘nutritionally vulnerable’ hospital population no nutrient criteria has been set, For the ‘nutritionally well’ hospital population, a menu must provide 30g per day averaged across the week.29 Young children’s menus must be developed with consideration for their lower-fibre requirements. Salt A menu must not provide more than 6g/day of salt (or age-specific 10TRNI10Ts for menus developed for children). 31 
	Nutrient Essential criteria Rationale Special considerations Fibre For the ‘nutritionally vulnerable’ hospital population no nutrient criteria has been set, For the ‘nutritionally well’ hospital population, a menu must provide 30g per day averaged across the week.29 Young children’s menus must be developed with consideration for their lower-fibre requirements. Salt A menu must not provide more than 6g/day of salt (or age-specific 10TRNI10Ts for menus developed for children). 31 
	Table 41: Rationale and considerations for the provision of nutrients (continued) 
	Table 41: Rationale and considerations for the provision of nutrients (continued) 


	Fibre slows the release of postprandial blood glucose, useful for people with diabetes. It is thought to have a role in decreasing the risk of high cholesterol, bowel disorders, cancer and gallstones, and passes through the digestive tract largely unabsorbed, helping prevent constipation if consumed with adequate fluids.
	-
	42
	29 30 

	Most sodium in the diet is derived from salt. Sodium intake is an important determinant of high blood pressure, therefore reducing the hospital population salt intake would be beneficial. The RNI for salt is 4g per day for adults and a recommended reduction in the average intake for the adult population from 9g/day, to 6g/ day is considered achievable.
	31 
	42
	31 


	Children require proportionately lower fibre intakes relative to body size and those under two years old should not take high-fibre foods at the expense of energy-dense foods required for growth.
	29 


	Nutrient Essential criteria Rationale Special considerations Vitamin A (retinal equivalents) A menu must provide 700µg per day (or age-specific RNI for menus developed for children) averaged across a menu week. Vitamin A is important for hospital patients as deficiency can decrease integrity of skin and mucous membranes, increasing risk of infection. 30 Women who are pregnant or may become pregnant are advised against eating liver or liver products that are high in vitamin A and will require an alternative 
	Table 41: Rationale and considerations for the provision of nutrients (continued) 
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	Nutrient Essential criteria Rationale Special considerations Iron A menu must provide ≥14.8mg/ day of iron averaged across a menu week. Iron carries oxygen in the body and plays a central role in energy metabolism.42 Iron deficiency can lead to fatigue, poor concentration and anaemia. In children iron deficiency can permanently impair mental or motor development.42 During pregnancy, lactation and growth or following acute blood loss, increased requirements are usually offset by the body’s ability to increas
	Table 41: Rationale and considerations for the provision of nutrients (continued) 
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	Nutrient Essential criteria Rationale Special considerations Vitamin C A menu must provide ≥40mg/day averaged across a menu week. Vitamin C is important for hospitalised patients as adequate levels are required to assist in wound healing and the prevention of pressure sores in the context of adequate energy intakes. Levels of vitamin C are commonly low in long-stay patients, but symptoms of scurvy are not always apparent.12, 39 Pregnant women require an additional 10mg/day from the hospital menu. Lactating 
	Table 41: Rationale and considerations for the provision of nutrients (continued) 
	Table 41: Rationale and considerations for the provision of nutrients (continued) 
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	Omega-3 (-3) Polyunsaturated Content (g/100g Edible Portion) of Selected Fish
	9 

	Type of fish 
	Type of fish 
	Type of fish 
	Total ω-3 

	Herring 
	Herring 
	2.0 

	Mackerel 
	Mackerel 
	2.0 

	Pilchard/Sardine 
	Pilchard/Sardine 
	2.2 

	Tuna (fresh) 
	Tuna (fresh) 
	1.6 

	Salmon 
	Salmon 
	2.3 


	Appendix 5 
	Template for Suggested Menu Structure 
	Meal Meal item MondayTuesdayWednesdayThursdayFridaySaturdaySunday On wakening Beverage Breakfast Cereal (to include low sugar and wholegrain varieties) Cooked option: (Porridge oats/scrambled eggs/sausage/grilled tomatoes/grilled mushrooms) Bread/bread roll/toast (a choice of white and wholemeal) Fresh fruit juice/prunes Butter/low fat spread/PUFA/MUFA spread (e.g. olive-oil based) Preserves (regular and low sugar varieties) Beverage Mid morning Beverage Snack including fruit as choice 
	Template for suggested menu structure (continued) 
	Template for suggested menu structure (continued) 
	Template for suggested menu structure (continued) 

	Meal Meal item MondayTuesdayWednesdayThursdayFridaySaturdaySunday Main meal (minimum of 2 courses provided) Soup and bread Fresh fruit juice Sandwich 1 (meat filling) Sandwich 2 (vegetarian filling) Main course 1 (meat or fish) Main course 2 (meat or fish) Main course 3 (vegetarian) Vegetable 1 Vegetable 2 Carbohydrate/ starch 1 Carbohydrate/ starch 2 Dessert Fruit (fresh or tinned) Yoghurt/pot rice/custard Beverage Mid afternoon Beverage (+/- Snack including fruit as choice) 
	Meal Meal item MondayTuesdayWednesdayThursdayFridaySaturdaySunday Lighter meal (minimum of 2 courses provided) Soup and bread roll Fresh fruit juice Sandwich 1 (meat filling) Sandwich 2 (vegetarian filling) Main course 1 (meat or fish based) Main course 2 (vegetarian) Vegetable Carbohydrate/ starch Dessert Fruit (fresh or tinned) Yoghurt/pot rice/custard Beverage Before bedtime Beverage Snack including fruit as choice 
	Over the development of the report membership has evolved. The following list includes members over the period. 
	Name/Surname Board David Bedwell Health Facilities Scotland Kenneth Birrell Chair, West of Scotland Hospital Catering Association Marjory Chirnside NHS Lothian Janice Gillan, MIH NHS Ayrshire and Arran Paul Kingsmore Health Facilities Scotland Lisa McLaren NHS National Support Services Heather Peace, RPhNutr Food Standards Agency Scotland Morag Mackellar, FBDA, RPhNutr NHS Forth Valley Anne Milne, MSc Food Standards Agency Scotland Brian Robb, MIH NHS Lothian Joyce Thompson NHS Tayside Gillian Kynoch Public
	Appendix 7 
	Membership of Hospital Food Reference Group 2015 
	Over the development of the report membership has evolved. The following list includes members over the period. 
	Name 
	Name 
	Name 
	Surname 
	Board 
	Designation 

	Michael 
	Michael 
	Everden (Chair) 
	Health Facilities Scotland 
	Facilities Support Manager 

	Pamela 
	Pamela 
	Mailler (Deputy Chair) 
	Golden Jubilee National Hospital 
	Catering Operations Manager 

	Elaine 
	Elaine 
	Bannerman 
	Queen Margaret University, Edinburgh 
	Senior Lecturer in Nutrition and Dietetics 

	David 
	David 
	Bedwell 
	Health Facilities Scotland 
	Assistant Director – Facilities Services 

	Claire 
	Claire 
	Blackwood 
	Healthcare Improvement Scotland 
	Inspector 

	Richard 
	Richard 
	Buckley 
	NHS Dumfries and Galloway 
	Catering Manager 

	Chris 
	Chris 
	Christie 
	NHS Forth Valley 
	Nutrition Champion 

	Helen 
	Helen 
	Davidson 
	NHS Greater Glasgow and Clyde 
	Catering Strategy Dietitian 

	Christine 
	Christine 
	MacTavish 
	NHS Ayrshire and Arran 

	Robin 
	Robin 
	Gourlay 
	Scottish Government 
	Food and Drink Policy 

	Martin 
	Martin 
	Henry 
	Health Facilities Scotland 
	Programme Director – Shared Services 

	Fiona 
	Fiona 
	MacKenzie 
	Chief Nursing Officer’s Directorate, Scottish Government NHS Tayside 
	Professional Advisor Nursing and Midwifery Workload and Workforce Planning and Acute Care Quality 

	Caroline 
	Caroline 
	McKenzie 
	Tayside Nutrition MCN Manager (Food Fluid and Nutritional Care) 

	Marjory 
	Marjory 
	MacLeod 
	NHS Lothian 
	Senior Dietitian and Chair of Scottish BDA Board 

	Elinor 
	Elinor 
	McCann 
	NHS Grampian 
	Head of Catering 
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	Name 
	Name 
	Name 
	Surname 
	Board 
	Designation 

	Anne 
	Anne 
	Milne 
	Food Standards Scotland 
	Diet and Nutrition Advisor 

	Shelia 
	Shelia 
	Riddoch 
	NHS Grampian 
	Lead Dietitian 

	Brian 
	Brian 
	Robb 
	NHS Lothian 
	Area Manager Soft FM 

	Lesley 
	Lesley 
	Robertson 
	NHS Lanarkshire 
	Hotel Services Manager 

	Peter 
	Peter 
	Faassen de Heer 
	Chief Medical Officer and Public Health Directorate, Scottish Government 
	Team Leader, Diet Policy 

	Rachel 
	Rachel 
	Laird 
	Service User 

	Gordon 
	Gordon 
	Fender 
	NHS Lothian 
	HCA Chair – East of Scotland Branch 

	Richard 
	Richard 
	Olver 
	Action for Sick Children Scotland (ASCS) 
	Emeritus Professor of Child Health 

	Jacklyn 
	Jacklyn 
	Jones 
	Queen Margaret University 
	Senior Lecturer of Nutrition and Dietitics 

	Belinda 
	Belinda 
	O’Shea 
	Health Facilities Scotland 
	Project Support Officer 

	Kerry 
	Kerry 
	McLeod 
	NHS Lanarkshire 
	Specialist Paediatric Dietitian 
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