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Care Home Dietitian Referral Form
Who can refer to BHT Community Adult Dietitians?
Any care home staff member can refer a resident to a community dietitian if the resident meets the referral criteria and has a Buckinghamshire GP. Referrals should be made by a care home staff member rather than the GP. 
Inappropriate referrals are automatically returned to the referrer with a given reason.

If you are unsure about the referral process, or whether a resident meets the referral criteria, please contact a BHT Community Adult Dietitian for further guidance on:

· Telephone: 01494 734825  
· Email: bht.communitydietitians@nhs.net
To find out more information about the Community Dietetic Service please review our information leaflet.  
Referral Criteria:
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Referrals will not be accepted if:

· Referral criteria are not met (see above).

· Resident is not registered with a Buckinghamshire GP.

· Resident has been identified as being high risk of malnutrition and has not yet received at least 1 month of ‘Food First’ treatment.  
· GP has referred the care home resident to dietitians.

·  The Referral/ Assessment form is not fully completed, together with 3 days detailed  food and fluid records and a copy of the MAR Chart. 
Care Home Dietitian Referral Form
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Please complete all sections below
Date of referral: …………………………………………..






















































































A feeding tube or requires an assessment for a feeding tube. 





A safeguarding/DOLS alert has been raised in relation to nutrition.





A complex medical condition(s) that is adversely affected by their nutritional status e.g. poorly controlled Type 1 diabetes, chronic diarrhoea, malabsorption problems





Moved from out of area to the care home on prescribed nutritional supplements.





A high MUST score that is not improving with food fortification and homemade supplements despite following � HYPERLINK "https://teamnet.clarity.co.uk/Library/ViewItem/9f90ae9a-d4bd-4caf-b727-abcf014d2b91" ��Care Home MUST management guidelines� 





A pressure ulcer (grade 3-4) which is failing to heal








Tick ( all relevant boxes





























2) Referrer Details


Name of referrer………………………………. 	Job title…………………………………………………


Summary of concerns:














1) Resident’s Details


Resident’s Name………………………………… 	DOB…………………………………………..


NHS number……………………………………              Care Home……………………………………





Resident’s GP name & practice……………………………………………………………………………….


………………………………………………………………………………………………………………………


Reason for referral:


Referral criteria�
Please tick �
�
A feeding tube or requires an assessment for a feeding tube. �
�
�
A safeguarding/DOLS alert has been raised in relation to nutrition.�
�
�
A complex medical condition(s) that is adversely affected by their nutritional status e.g. poorly controlled Type 1 diabetes, chronic diarrhoea, malabsorption problems.�
�
�
Moved from out of area to the care home on prescribed nutritional supplements.�
�
�
A high MUST score that is not improving with food fortification and homemade supplements despite following � HYPERLINK "https://teamnet.clarity.co.uk/Library/ViewItem/9f90ae9a-d4bd-4caf-b727-abcf014d2b91" ��Care Home MUST management guidelines� �
�
�
A pressure ulcer (grade 3-4) which is failing to heal�
�
�



How long has the resident had this reason for referral?	Days      


Weeks   


Months  


Years     
































Reason for referral						………………………………………………….


…………………………………………………………………………………………………………………..


…………………………………………………………………………………………………………………..


How long has the resident had this reason for referral?	Days


Weeks


Months


Years














2) Residents Current state of health


Does the resident have any of the following conditions?	None


Diabetes	x			Current BMs…………………..


Are you referring the resident because of diabetes?  	Yes	     No


Respiratory condition e.g. COPD


Coronary heart disease


Chronic kidney disease (CKD)


Dementia


Cancer				Site of cancer……………….....


Stroke					Date of stroke………………….


Progressive neurological disorder


e.g. MS, MND, Parkinson’s disease





Is the resident currently suffering from depression?				Yes	     No





Is the resident currently suffering from any gut problem?	None


Constipation


Diarrhoea


Nausea


Vomiting





Has any medication been prescribed for this gut problem?			Yes	     No


Name of medication/s……………………………………………………………………………………..


Does the resident currently have a pressure ulcer?   	Yes	     Grade …………       No


Is the resident currently bed/chair bound?					       ( Yes 	     No


Is the resident currently drowsy for much of the day?			       (	Yes          No





What is the resident’s current state of health?	


Stable		Deteriorating 			Palliative            


Has the resident been ill/ unwell recently?				Yes         No


Between which dates was the resident unwell?	……..………	   to	……………..


When did the resident last see their GP or when was the GP last contacted about the resident?


Date…………………………………………….


What did the GP advise?…………………………………………………………………………………


•    Has the resident had any recent hospital admissions? 			            Yes         No


Between which dates was the resident admitted?	………………	to	………………


What was the reason for the hospital admission?.......................................................................





Tick ( all relevant boxes















































































































































Useful advice:


Encourage regular fluid intake – aim for 8 – 10 cups of fluid (1600ml) per day




































































Useful advice:


Ensure resident is woken for meals, snacks & drinks






























































To think about:


If resident was unwell or had hospital admission, this is probably why resident has lost weight - referral to Dietitian is unlikely to be necessary





Tick ( all relevant boxes





3) Communication


Does the resident find it difficult to communicate? 	


No


Hard of hearing


Unable to understand speech


Speech impaired or hard to understand


Unable to speak


Unable to communicate by other means


Is the resident already known to Speech and Language Therapy 			     


because of communication difficulties?						Yes          No





Useful advice:


Ensure all staff are aware of resident’s communication difficulties


Offer and encourage all meals, snacks  & drinks even if resident does not request these



























































4) Swallowing difficulties


Is the resident already known to Speech and Language Therapy 		  Yes	     No


because of swallowing difficulties?


Has the resident had any chest infections recently? 			        	  Yes	     No


What were the date/s of these?…………………………………………………………………….


Does the resident ever drool or are they unable to manage their own saliva? Yes	     No   


Does the resident have difficulty swallowing medication (tablets/liquids)?(Yes	     No



















































































Does the resident ever show any signs of having a swallowing problem 	Yes	     No


      (e.g. coughing or choking during or after eating or drinking; wet or


‘gurgly’ sounding voice after eating or drinking)?


How frequently does this happen?	At every meal/drink


At least once per day


At least once per week


	Less often






































Useful advice:


Follow Speech and Language Therapist guidance

















5) Teeth and mouth


Does the resident have their own teeth?		                      	           Yes         No


Does the resident wear full or partial dentures?                                                Yes	     No


Does the resident receive daily support for their mouth care?                           Yes	     No


Do the resident’s dentures fit properly?			       			 Yes �  No �


Do the resident’s teeth, dentures or gums mean they are:	Able to chew most foods


Able to chew some foods


Not able to chew





What condition is the resident’s mouth in?					Good		


											Sore


Thrush


Ulcerated


Dry


      If poor, what is being done to help/treat this?……………………………………………………





Tick ( all relevant boxes







































































Useful advice:


Provide regular mouth care


Consider referral to dentist





























Tick ( all relevant boxes





6) Eating – Help and environment


Is the resident eating and drinking independently?                                                 Yes           No


Does the resident need different (adapted) tableware to be able to eat?       	Yes	     No


Does the resident need any help with eating  and drinking?                               Yes        No


Is the resident always given the right equipment/help to be able to eat?	Yes	     No


 Where does the resident eat their meals?	In the dining room


In their own room


Elsewhere…………………………………………


Is there anything about this environment which might put them off eating?


No


Other residents, staff or visitors


Distractions such as loud television or radio/music


Other……………………………………………………………………………….


Is the resident able to sit upright to eat?						Yes	     No






















































































Useful advice:


Try reducing distractions & review residents food intake after 2 weeks



































Tick ( all relevant boxes



















































































To think about:


Ticking any of these 3 boxes probably indicates why a resident has lost weight -referral to Dietitian may not be appropriate









































7) Weight/ MUST score


What is the resident’s most recent MUST score?……………………………


What is the resident’s height/ulna length?	.............................................................


What is the resident’s BMI/ BMI score?	……………………………………………


What is the resident’s current weight?……………Date resident was last weighed………….….


How often is the resident weighed?	Weekly 


Fortnightly


Monthly 


Less often 


Unable to weigh                     


If unable to weigh – what was most recent MUAC measurement? …..…..…cm Date……….....





Please record the resident’s monthly weights/MUACs for the last 6 months? (Please ensure that the resident’s highest weight/MUAC within the last 6 months is included)


Weight..………………	Date…………...	Weight..………………	Date…………...


Weight..………………	Date…………...	Weight..………………	Date…………...


Weight..………………	Date…………...	Weight..………………	Date…………...


If the resident has lost weight, did anything happen at the time of weight loss?


No			Hospital admission


Chest infection/UTI


Vomiting/diarrhoea


Other………………………………


Was any new medication prescribed at the time of weight loss?		      	Yes	     No 


Name of medication/s……………………………………………………………………………………..


Does the resident currently have oedema (fluid swelling in legs/feet)?	      	Yes	     No


Does the resident take diuretics (water tablets) for this oedema?	      	Yes	     No 


Has this dose/medication recently been changed?			      	Yes	     No 


Did the resident recently have oedema which has now gone? 	      		Yes	     No 





Tick ( all relevant boxes















































Useful advice:


Encourage regular fluid intake – aim for 8 – 10 cups of fluid (1600ml) per day


If intake is very poor encourage �HYPERLINK "https://teamnet.clarity.co.uk/Library/ViewItem/ccb6ea46-6d00-4c92-9297-abe900f08238"��select foods with a high water content�


































































































To think about: If resident needs pureed food


Do you know if kitchen is fortifying all pureed food?


Are 2 pureed snacks provided every day as well as 3 pureed meals





8) Current food and fluid intake cont’d


What are the resident’s current eating habits?	Eats all meals and snacks			


i.e. how are they eating at the moment?		Eats more than half of all meals and


snacks					


Eats less than half of all meals and


snacks					


       	Eats little and often                                  


Eats very little											    


On average how much fluid does the resident drink every day?	Less than 500ml  ( 	


500-1000ml			


1000-1500ml			


1500-2000ml 		


More than 2000ml 		





Does the resident have a modified texture diet? 	


           No 


Soft 


Pureed 	


Thickened fluids             Level 1, 2, 3 or 4 …





Why does the resident have a modified texture diet?	SLT advice (swallowing difficulty) 


Resident requested it                    


Other health professional advice  


Please list any food allergies which resident has……………………………………………………


………………………………………………………………………………………………………………





(





8) Current food and fluid intake (tick one statement)


What are the resident’s usual eating habits?	Eats all meals and snacks 			


i.e. how do they eat when they are well?		Eats more than half of all meals and


snacks					


Eats less than half of all meals and


snacks	


Eats little and often	           		


Eats very little, e.g. few spoonfuls		








Tick ( all relevant boxes







































































To think about:


If this treatment has been tried for less than 1 month - referral to Dietitian is not appropriate








9) Staff actions


What are staff doing to help improve residents	Nothing  					


food and fluid intake?					Keeping detailed food charts to assess									resident’s current food intake		 


Encouraging food and fluids little and 


often 						


Encouraging high calorie drinks and 


snacks 					


Fortifying food 				


Giving homemade supplements 		


Giving prescribed sip feeds 		





For what length of time have these been tried?	Few days 					


1 - 2 weeks 					


1 month or less				


Longer than 1 month 			














To think about:


Have you checked that kitchen is fortifying food?


Is food being fortified with the right amount of high calorie and protein ingredients (see �HYPERLINK "https://teamnet.clarity.co.uk/Library/ViewItem/bfbcc238-afd9-4114-880c-ab3a011b0e4c"��Fortifying food for care homes�)?


Are � HYPERLINK "https://teamnet.clarity.co.uk/Library/ViewItem/d9463054-cafe-4bfe-9ee7-ab3a011ce71d" ��high calorie snacks� also being provided twice a day?


Are � HYPERLINK "https://teamnet.clarity.co.uk/Library/ViewItem/ff943e14-0c2a-47d7-9273-ab3a011e9476" ��homemade supplements� being provided for those at high risk and are these made according to MUST guidance and following Bucks CCG recipes?


Is daily intake of � HYPERLINK "https://teamnet.clarity.co.uk/Library/ViewItem/23a536f3-7e0b-4cf1-b32a-ab410116e714" ��homemade supplements recorded�?


What else do you think the Dietitian will be able to suggest/do?








Tick ( all relevant boxes





NB Answering yes to all questions marked ( indicates that resident is likely to be reaching end of life and therefore referral is unlikely to be helpful - see: ‘�HYPERLINK "https://teamnet.clarity.co.uk/Library/ViewItem/ff80071a-e3df-4cd3-b085-abd601127912"��Eating and drinking at end of life�’


PLEASE NOTE:


All questions (pages 2 – 10) must be answered


Copy of current MAR chart must be included with each referral


3 days detailed food record charts must be included with each referral


If any questions are left unanswered or if 3 days detailed food record charts and MAR chart are not included the form will be returned for completion and the resident will not be assessed


Please email referral form to: � HYPERLINK "mailto:bht.communitydietitians@nhs.net" �bht.communitydietitians@nhs.net�





If the referral is urgent please also telephone the Community Dietitians for advice on 01494 734825. 





 



















































































































































































10) Homemade supplements and prescribed sip feeds


�
Homemade supplements �
Prescribed sip feed/s�
�
Name of homemade supplement 


or prescribed sip feed





�
Fortified milkshake       


Fortified fruit juice 


Fortified lemon cream 


Fortified choc cream 


Other…………………………�
……………………………………….


……………………………………….


……………………………………….


……………………………………….


……………………………………….�
�
How many per day have been prescribed and are given?		�
Once per day 


Twice per day 


3 times per day 


More than 3 times per day�
Once per day □


Twice per day □


3 times per day □


More than 3 times per day □�
�
How much of these does the resident take each day?


		�
None 


¼ 


½ 


¾ 


All �
None    


¼ 


½ 


¾ 


All �
�
How long has the resident been having these?


		 �
Days 


Weeks 


Months 


Years �
Days 


Weeks 


Months 


Years�
�
For prescribed sip feeds - who prescribed/requested these?


�
GP 


Dietitian 


Care Home staff 


Other………………………………�
�









