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Major themes include: 
 
• Health economics and nutrition within our healthcare system

• Microbiota in gut health and disease

• Nutrition training for Medics: access to ESPEN Life Long Learning (LLL)

• Nutritional strategies for improved recovery in surgery
 
• Appetite control after bariatric surgery 

Integrating Nutrition into Medicine and Healthcare
Annual Conference 2013

About IrSPEN 
The Irish Society of Clinical Nutrition and Metabolism IrSPEN) is a multidisciplinary organisation dedicated 
to improving the identification and management of disease related malnutrition (DRM) which affects an 
estimated 150,000 adult patients in Ireland and costs an estimated €1.4billion annually, or just over 10% of 
the total healthcare budget. Established in 2010 with support of the Irish Society of Gastroenterology, the 
Irish Nutrition and Dietetic Institute and the Irish Section of the Nutrition Society, IrSPEN aims to advance 
Ireland as a model of best practice in clinical nutrition. IrSPEN is affiliated to the European Society for Clinical 
Nutrition and Metabolism (www.espen.org).

Our vision
That every patient at nutritional risk will have their nutritional needs identified and safely addressed:
• at the earliest opportunity
• in the most effective and ethical manner
• with a view to improving clinical outcome and/or quality of life.
That all patients receiving nutritional support should have access to high quality, evidence-based support and 
information. 

Key activities of IrSPEN
Medical education: To educate health care professionals, educators, and policy makers, of the relationship 
between nutritional status and disease, the prevalence of malnutrition amongst Irish patients, its impact on 
health outcomes, and the need for early detection and intervention of those at risk.

Public awareness: To create awareness of malnutrition, how it can be recognised and where to get appropriate 
advice and support, amongst the general public.

Access to high quality nutritional care: To improve access of patients, carers or families to timely and high 
quality nutritional support, information, training and services to address any needs they may have, or for 
which they are receiving care.

Policy change where necessary: To establish malnutrition as a major health issue and achieve Governmental 
support for the development of policies and strategies aimed at tackling malnutrition as one of its key 
priorities. 

We have some ambitious and exciting projects planned for 2013/14 and would welcome any enthusiastic 
volunteers! For more information about how to get involved please see www.irspen.ie or contact Julie 
Dowsett at info@irspen.ie
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Welcome 
from our Chairman

Dear Colleagues,

I am delighted to welcome you to IrSPEN’s second scientific conference ‘Integrating Nutrition into Medicine 
and Healthcare’ here in the Clyde Court Hotel in Dublin.

Since being founded in 2010, IrSPEN has had the vision of ensuring the early identification and treatment of 
those at nutritional risk and to champion excellence in nutritional care across care settings in Ireland. To this 
end the first session of the meeting will focus on Health Economics and Nutrition. This session has particular 
relevance for primary care strategy as it will focus on the evidence of how preventing nutritional problems in 
older patients or those with chronic disease could reduce the pressure on acute and long stay care settings 
and deliver net cost savings.

A key objective of IrSPEN is to educate health professionals about the role of nutrition in disease and the 
challenges faced by clinicians in treating those affected. The session on Gut Matters – in Health and Disease 
brings experts working in the area together to describe the advances in our knowledge of how the gut 
microflora can have significant impacts on human health. The session on Nutritional Strategies in Surgery 
gives some new insights into how nutrition can be used in the prevention as well as in the management of 
disease and we have been very fortunate in being able to secure speakers of international repute to deliver 
these lectures.

From its inception, IrSPEN has seen the importance of Postgraduate Education Training in Clinical Nutrition 
for doctors and other healthcare professionals and it is with great pleasure that we welcome Professor 
Alastair Forbes to speak on the Life Long Learning Programme of the European Society for Clinical Nutrition 
and Metabolism (ESPEN). 

Because fostering local research on clinical nutrition is a key objective of IrSPEN, we are  delighted to deliver 
a session which highlights nutrition research currently being undertaken in Ireland. From the abstracts 
submitted to the meeting, three were chosen for oral presentation. We also have a session on two conditions , 
chronic pancreatitis and refeeding syndrome, which are often under-treated or overlooked in clinical practice 
and we are very lucky to have two national experts in their field present towards the end of Day Two of the 
programme.

I would like to take this opportunity to thank our Industry Corporate Partners for their generous support, 
without which IrSPEN would not exist. Three satellite sessions are being run by our sponsors to complement 
the programme and I encourage you to attend these very worthwhile sessions. Thanks also go to our exhibitors 
and I encourage you to visit the stands and the posters and to network with other delegates.

It leaves me to thank you for attending, thank the Organising Committee for their enormous work in pulling 
together such an impressive programme, and wish you a very enjoyable and enlightening two day programme.

John V Reynolds
Chairman IrSPEN
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Programme Day 1 Tuesday 5th March 2013

This session will be of particular interest to policy makers, key opinion leaders, 
health economists, GPs, dietitians, medical and patient organisations, consultant and 
non-consultant hospital doctors and anyone with an interest in clinical nutrition

11.00  Registration 

12.30-13.45 B. Braun satellite session  
  Improving Nutrition and Hydration – from policy to practice 
  Professor Marinos Elia

CME credits awarded - 2 for 5th March and 6 for 6th March 2013.
Application for INDI CPD endorsement in process. Compact

* Compared to one 200ml bottle of 1.5kcal/ml standard milkshake style supplement  
(Ensure® Plus, Fresubin® Energy, Fortisip) and based on prices as of 1st Nov 2012.

For further information, samples and patient information,  
contact our customer care team on Freephone 1800 923 404.  
Email: support.ireland@nutricia.com
Nutricia Medical, Block 1, Deansgrange Business Park, Deansgrange, Co. Dublin.

Visit our website www.nutricia.ie
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Less volume  
Same nutrition
Greater savings

Now GMS 
Listed

40% less volume, same nutrition
...and now costs 19% less than a 200ml*

FSIP Compact Forum A4 Advert.indd   1 15/11/2012   16:14

Session 1: Health Economics 
  
Chairs: Professor Charles Normond and Richelle Flanagan

14.00-14.10 Welcome and opening comments 
  Professor John V Reynolds

14.10-14.40  Economic impact of treating malnutrition in clinical setting 
  – the European perspective 
  Professor Olle Ljungqvist

14.40-15.10  Fighting malnutrition in Greece: from idleness to mobilization
  Dr Michael Chourdakis

15.10-15.30  Coffee break - poster viewing and trade exhibiton

15.30-15.50  Health economics of treating malnutrition: cost effective or just costly? 
  Professor Marinos Elia

15.50-16.10 Malnutrition in Ireland: can a national screening programme 
  deliver net savings?  
  Niamh Rice 

16.10-16.50 Debating the solutions

16.50  Chairman’s summary & conclusions 
  Professor Charles Normond

17.00  Session close
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Programme Day 2 Wednesday 6th March 2013

These sessions would be of particular interest to gastroenterologists, geriatricians, 
surgeons, intensivists, dietitians, nutritionists, medical educators, non-consultant hospital 
doctors and anyone with an interest in clinical nutrition.

07.00-09.00 Registration

Session 2:  Gut Matters – in Health and Disease   

  Chairs: Dr Orla Crosbie and Dr Declan Byrne

08.45-09.00 Welcome and update on IrSPEN activities 
  IrSPEN Chairman Professor John V Reynolds

09.00-09.30  Intestinal microbiota in IBS: the application of pre- and probiotics
  Professor Kevin Whelan

09.30-10.00  Diet-health-microbiota interactions in older persons - the ELDERMET study
  Professor Paul O’Toole, UCC

10.00-10.30  Pre- and probiotics in disease: relevance for clinical practice
  Professor Ian Rowland 

10.30-11.00 Panel discussion

12.45-13.30  Lunch - poster viewing and trade exhibition

Session 5: Nutritional strategies in surgery 

  Chair: Professor John V Reynolds

13.30-14.10 State of the art - enhanced recovery after surgery 
  Professor Olle Ljungqvist

14.10-14.50 Surgical metabolism and nutritional oncology 
  Professor Ken Fearon

14.50-15.30 Bariatric surgery and appetite
  Professor Carel le Roux

15.30-15.50 Coffee break - poster viewing and trade exhibiton

Session 6: Evidence based solutions to clinical problems  

  Chairs: Dr Clare Corish and Philomena Flood

15.50-16.10 Nutritional management of chronic pancreatitis
  Sinead Duggan

16.10-16.30 Refeeding syndrome
  Dr Karen Boland

16.30  Poster awards and IrSPEN research awards for 2013

17.00  Conference closes

17:00 - 18:30 Nutricia Medical satellite session
  Can Medical Nutrition Influence Length of Stay?
  Professor Olle Ljungqvist and Dr Rebecca Stratton

07.00-08.30 Abbott Nutrition satellite session 
  Personal leadership – leading from within  
  Amanda Cahir-O’Donnell

Session 3:  Nutrition Training for Health Professionals  

  Chair: Professor Nick Kennedy

11.30–12.00 The ESPEN Postgraduate Education Training in Clinical Nutrition    
  Professor Alastair Forbes 

12:00-12.15  Introducing LLL in Ireland      
  Professor Nick Kennedy

11.00-11.30 Coffee break - poster viewing and trade exhibiton

Session 4: Future Focus – An insight into nutrition research in Ireland 

  Chair: Dr Claire Donohoe

12:15-12.25  Body composition by CT scan as a predictor of chemotherapy toxicity   
  Samantha Cushen
  
12.25-12.35 Peri-operative fasting practices in St Vincent’s University Hospital  
  Niamh Murphy

12.35-12.45 Malabsorption syndrome following surgical resection for oesophageal 
  and gastric carcinoma 
  Aisling McHugh

CME credits awarded - 2 for 5th March and 6 for 6th March 2013.
Application for INDI CPD endorsement in process. 
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CHAIRPERSONS

Dr Orla Crosbie

Dr Orla Crosbie MD FRCPI is a Consultant Gastroenterologist at Cork University Hospital. 
Dr Crosbie leads the Hepatology service at CUH and has research interests in Hepatitis 
C epidemiology and molecular virology. Dr Crosbie also has a busy Endoscopy Practice, 
carrying out diagnostic and therapeutic endoscopy including ERCP. Dr Crosbie was the 
National Specialty Directors for SpR training in Gastroenterology at the Royal College 
of Physicians from 2009 to 2012 and now serves on the Council in the Royal College of 
Physicians. During her time as NSD she has organised and run a number of study days 
for the gastroenterology SpRs including an annual Nutrition Study Day, which is now a 
compulsory part of Spr training given the importance of nutrition in the management 
of all patient groups. Dr. Crosbie is also Clinical Lead for the National Committee to 
develop endoscopy reporting systems in Ireland.

Dr Declan Byrne

Declan is a Consultant Physician specialising in Geriatric and General Medicine 
working in the HSE South at Kerry General Hospital and a Clinical Senior Lecturer 
in Medicine at University College Cork. Additionally trained in clinical nutrition and 
pharmaceutical medicine he is a member of the management committee of the Irish 
Society of Clinical Nutrition and Metabolism and a Fellow of the Royal College of 
Physicians of Ireland. His research and clinical interests span acute medicine, stroke 
medicine, malnutrition, frailty and pharmacoeconomics.

Dr Clare Corish

Dr Clare Corish PhD (TCD), Dip Diet & Nutr (DIT), Dip Legal Studies (DIT). Clare Corish 
is a lecturer in Human Nutrition and Dietetics in the Dublin Institute of Technology and 
is Adjunct Assistant Professor in Dietetics in Trinity College Dublin.  She is Director of 
the joint DIT/TCD BSc (Hons) Human Nutrition and Dietetics programme.  Clare worked 
for over 15 years as a clinical dietitian in Ireland, the UK and Saudi Arabia.  She is a fellow 
of the Irish Nutrition and Dietetics Institute, member of the INDI Education Board and 
the gastroenterology, nutrition support, renal, research and sports nutrition specialist 
groups of INDI. She was President of INDI from 1994-1996 and was voted Dietitian of 
the Year in 2009 by the members of INDI. Clare has published many peer-reviewed 
articles, is a peer reviewer for several nutrition journals and is a regular contributor to 
medical and dietetic publications and conferences. Her research interests are in clinical 
and public health nutrition.
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Low Volume,
Max Energy

• Highest Energy SHOT 
(600kcals per 120ml bottle)1 

• RX: 30ml x 4 doses/day

• 1 Bottle, 1 Patient, 1 Day 

• Flavours Available: 
Neutral and Lemon

Visit our Website

References: 1. MIMS Nov 2012
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Professor Nick Kennedy

Nick Kennedy is an associate professor of clinical medicine and nutrition at Trinity 
College, Dublin and deputy director of the joint TCD-DIT BSc programme in human 
nutrition and dietetics.  He is a founding director of IrSPEN, represents the society 
on ESPEN council and is an invited member of the ESPEN Nutrition Education Study 
Group.  Kennedy is a founding member and former committee member of the Irish 
Section of the Nutrition Society.  He has a clinical commitment in the coeliac clinic at St 
James’s Hospital (Dublin).  Elected honorary president of the Coeliac Society of Ireland 
(CSI), he is also a director of the CSI and representative at the Association of European 
Coeliac Societies.

Dr Claire Donohoe

Dr Claire Donohoe has recently completed a PhD, examining the role of the insulin-like 
growth factor axis in carcinogenesis in oesophageal cancer under the supervision of 
Professor John V Reynolds, Professor of Surgery, Trinity College Dublin. During this 
period of research she developed a keen interest in the mechanisms underpinning the 
association between obesity and cancer development. She is a medical graduate of 
Trinity College Dublin and is currently a specialist registrar in general surgery. She plans 
to pursue a career as a consultant upper gastrointestinal surgeon in the future. She is 
the first author of 18 research papers and co-author on a further 13 papers. 

Professor John V Reynolds

Professor John V Reynolds is Professor of Surgery and Head of Department at Trinity 
College Dublin.  He is a specialist oesophageal and gastric surgeon and is based at 
St.James’s Hospital. His research interests are in molecular understanding of Barrett’s 
oesophagus and oesophageal cancer, the molecular prediction of response or resistance 
to chemotherapy and radiation therapy, obesity and cancer, and modulating the immune 
response following complex major surgery. 

Philomena Flood

Philomena graduated from Dublin Institute of Technology in 1970. Post graduation she 
moved to an entry level position in the Ipswich and East Suffolk Hospitals Group, Ipswich, 
England. In 1976 she was appointed to the position of District Dietitian by the  West 
Suffolk Management Committee, this position involved managing  the nutrition and 
dietetic services for a number of different types of health care facilities such as acute, 
mental health, care of the elderly , day care  and other community services.  She set up 
a nutrition training programme for the schools of nursing within West Suffolk.  In 1975 
she returned to Dublin to a position in St James’s Hospital (SJH).  This post involved 
developing a nutrition and dietetic service for the hospital. Over the intervening years 
her work focused on growing the service from post to in excess of 35 posts.  The Clinical Nutrition Department 
commenced training under graduates students in 1982. Much valuable research in clinical nutrition has been 
produced by the department. In addition to her post in SJH she has played a key role in the Irish Nutrition and 
Dietetic Institute filling a number of positions on Council over the years. She has chaired and represented the 
INDI on a number of Advisory Committees. In 1995 she was awarded Honorary Membership of INDI and in 2005 
received the INDI ‘Dietitian of the Year Award’.  In 2007 she was appointed SCOPE Director with responsibility 
for the executive performance of five Therapy and Social Care services in SJH.   In 2012 Philomena left the public 
service and was appointed to the Vice President position and also works as a Consultant Dietitian to St Patricks 
University Hospital.

CHAIRPERSONS

Richelle Flanagan

Richelle Flanagan, President of the Irish Nutrition & Dietetic Institute, B.A. (Physiology), 
MSc Nutrition & Dietetics, PgCert Allergy, MINDI

Richelle graduated from Trinity College Dublin in 1992 with a BA (Hons) in Natural Sciences. 
She spent over 10 years working in sales and marketing in the food and technology 
sectors before studying for a Masters in Nutrition & Dietetics in the University of Ulster, 
Coleraine. Richelle also completed a Postgraduate Certificate in Allergy, University of 
Southampton. She has been practising Dietitian for over 8 years, 2.5 years which were 
with St James’s hospital. She now runs a nutrition consultancy, NutritionWise, providing 
nutritional clinics for individual clients and consultation to businesses, NGOs, education 
providers and sporting organisations. Richelle is a member of the Irish Institute of Sport 
Panel of Nutrition Advisors. Richelle is in her second term of office as President of the 
Irish Nutrition and Dietetic Institute.

Professor Charles Normand

Charles Normand is Edward Kennedy Professor of Health Policy and Management 
at Trinity College Dublin. He is vice-Chairman of the Board of St James’s Hospital 
and is Chair of the WHO European Observatory on Health Systems and Policy.  He 
trained as an economist, and has worked for 25 years on the economics of health 
and health care. He has a particular interest in understanding the ways in which 
ageing impacts on use of health and social care, and on financing of services for 
older people.  His research is mainly on health care finance, equity and access 
to services, management of chronic diseases, screening policies and end of life 
care. He is a co-author of a leading textbook on health economics and the WHO 
guidebook on social health insurance. He is co-principal investigator on the Irish 
Longitudinal Study on Ageing (TILDA). 
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Professor Marinos Elia

Marinos Elia is Professor of Clinical Nutrition and Metabolism at the University of Southampton and Consultant 
Physician at Southampton General Hospital. He obtained a BSc (Hons) in Biochemistry and MB ChB degrees 
in Medicine from the University of Manchester, before undertaking research for an MD at the MRC Metabolic 
Research Laboratories, Oxford, headed by Sir Hans Krebs. He then moved to Cambridge, where he headed the 
Clinical Nutrition Group of the MRC Dunn Nutrition Unit, and the Nutrition Team at Addenbrooke’s Hospital, and 
was Senior Research Fellow at Churchill College, University of Cambridge. 

He is currently a member of the editorial board of six nutrition journals, and has been editor-in-chief of Clinical 
Nutrition. He has served on many national and international committees, has chaired a number of them, and has 
been the immediate past chairman of the British Association for Parenteral and Enteral Nutrition (BAPEN). 

He is currently chairman of the International Society of Body Composition Research, and the Malnutrition Action 
Group (MAG) of BAPEN, and is an honorary member of both ESPEN and BAPEN. He led the teams that developed 
the ‘Malnutrition Universal Screening Tool’ (‘MUST’) and he has published extensively on various aspects of 
nutritional biochemistry and body composition, as well as various aspects of clinical nutrition and metabolism 
and evidence-based medicine. 

 SPEAKERS
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Professor Olle Ljungqvist

Olle Ljungqvist is currently the Professor of Surgery, Örebro University Hospital, Örebro. Affiliated Professor 
of Surgery, Metabolism & Nutrition, Karolinska Institutet, Stockholm, Sweden. He clinically active in the field 
colorectal surgery.

He received his training mainly at the Karolinska Institutet and Hospital, with MD 1985, PhD 1987 Depts of 
Surgery & Endocrinology, Karolinska Institutet. He has held several surgical positions at the Dept of Surgery 
Karolinska Hospital 1982 - 1999, was the Head of Center for Gastrointestinal Disease, Ersta hospital Stockholm 
1999-2007.

Olle Ljungqvist is a co-author of about 130 original publications, 50 reviews and book chapters, about 20 
editorials and other commentaries. Tutor of 12 PhD students, 3 ongoing students. Appointed Editorial Board 
of several leading international journals in surgery and nutrition. Invited to give key lectures at approximately 
20 major conferences annually world wide the last 10 years in the field of surgical nutrition, metabolism 
and perioperative care. He gave the Arvid Wretlind lecture at ESPEN Istanbul 2006 and was awarded the 
Jonathan Rhoades lecture at ASPEN in Vancouver 2011. 

Olle Ljungqvist initiated the idea of preoperative carbohydrate treatment instead of fasting, now recommended 
in international and national fasting guidelines.

Olle Ljungqvist has served the European Society for Clinical Nutrition and Metabolism (ESPEN) as General 
Secretary 2000-2004 and Chairman 2006-2010. He is the current President of the International Association 
for Surgical Metabolism and Nutrition (IASMEN) part the International Surgical Society. He chairs the 
Europeans Nutrition for Health Alliance. He is serving the Danish Research Council as Chairman of the Fund 
for Strategic Clinical Research, and has been appointed by many international bodies as reviewer for funding. 
Olle Ljungqvist cofounded the Enhanced Recovery After Surgery study group in 2001 and initiated the ERAS 
Society in 2010, where he is serving as the Chairman.

Malnutrition in the form of undernutrition is common in the Western world, and it is estimated that at least 5% of 
the population in Europe is at risk of disease related malnutrition, and the figures rises with increasing age. Data 
from the UK and other European countries show that the majority of people with poor nutritional status are found 
in the community, and only a few in hospitals and other care facilities. Still the main costs associated with under 
nutrition are for hospital and out patient medical care. A recent study from GPs in the UK indicates that the overall 
health care need and resources use along with cost was twice as high in patients identified to have malnutrition 
by the GP compared to controls. Similarly the average additional cost for individuals with malnutrition in care 
homes in Europe has been reported to be around €10K. At the same time, cost benefit analysis shows that treating 
disease related undernutrition is cost effective.

Economic impact of malnutrition in the clinical setting – the European perspective

 SPEAKERS

Dr Michael Chourdakis

Michael Chourdakis is an elected Lecturer of Medical Nutrition at the School of Medicine of the Aristotle 
University of Thessaloniki – Greece. He has studied both Medicine (Mainz-Germany and Thessaloniki -Greece) 
and the Discipline of Nutrition and Dietetics (Athens-Greece) and he holds a PhD in Medicine (Harokopio 
Foundation Scholarship) and a Master of Public Health. He specialised in Family Medicine and studied Medical 
Nutrition as a post-doc in Austria. Dr. Chourdakis is the Editor of three books in Clinical Nutrition (including 
the Greek version of the ESPEN Blue book). He is a reviewer for five peer-reviewed journals and a member of 
various national and international societies, currently serving as the Secretary of GrESPEN and the IT-Officer 
of ESPEN. 

The Hellenic Society for Clinical Nutrition and Metabolism (GrESPEN) developed an initiative to persuade 
politicians to introduce new legislation to make some elements of clinical nutrition mandatory in Greek public 
hospitals as well as providing Greek caregivers  with free access to guidelines, lectures and data translated into 
in Greek to encourage and enhance their access to continuing professional development.

Despite a good doctor to population ratio in Greece, malnutrition prevalence rates are similar to other European 
countries at about 40%. One reason for this could be the low level of awareness and knowledge regarding 
nutritional problems amongst health professionals. GrESPEN is a multidisciplinary scientific society promoting 
the implementation of guidelines into clinical nutrition support, and believes that appropriate treatment of 
malnutrition can avoid knock-on healthcare complications and associated costs. 

GrESPEN focused on two things; firstly changes in Greek legislation to create policies to prevent the development 
of malnutrition, and secondly to increase nutrition education for doctors and other healthcare providers. The 
latter was done by translating ESPEN guidelines, LLL e-topics and the ESPEN Blue book into Greek to reach 
a wider audience. In addition, a series of live LLL  courses have been organised over the last 18 months to 
complement this education initiative.

Our innovative and strategic fight against malnutrition in Greece has resulted in establishing new modern 
legislation which incorporates many internationally accepted clinical nutrition strategies effective in fighting 
malnutrition.  It is envisaged that the focus on Continuous Professional Development for Greek caregivers will 
mean that they are more equipped to identify and appropriately treat malnutrition in the clinical setting. 

We developed a well-designed, user-friendly website (www. grespen.org) to disseminate the material free of 
charge to a wide audience of professions with an interest in clinical nutrition.

This initiative and strategic approach would be of interest on a European level because it is evidence-based and 
in accordance with the ESPEN guidelines. GRESPEN’s initiative provides a sound base upon which to build the 
evidence for improvement in science and nutritional care. 

Fighting malnutrition in Greece: from idleness to mobilization
Key Actions to achieve awareness and new legislation
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Niamh Rice

Niamh Rice is a member of IrSPEN Board and Management Committee, a consultant in Nutrition & Medical 
Affairs and a qualified Nutritionist and Dietitian.  She has over 25 years’ experience working in senior scientific 
and management roles within the Medical and Infant Nutrition Industry in the UK, Ireland and Internationally.  In 
her earlier career, Niamh was a member of two UK Nutrition Task Force working groups to address childhood 
obesity, and a major area of work in the last 3 years has been the development and large scale validation 
of a dietary risk tool for toddlers, which will be published later this year. Her other key interest is the health 
economics of malnutrition, on which she has recently published an original paper, although her main work as 

a business consultant lies in strategy development, medical affairs and specialist communications. 

Disease related malnutrition (DRM) affects an estimated 150 000 adult patients in Ireland and costs an 
estimated €1.4billion annually, or just over 10% of the total healthcare budget.  This is significantly greater than 
the direct healthcare costs associated with obesity and overweight, which although not directly comparable, 
were estimated at €398million last year. Despite the burden it places on the healthcare system and the 
unprecedented pressure to achieve savings in the current economic climate, the detection and treatment of 
malnutrition remains patchy and the prevalence of malnutrition in our hospitals relatively high, indicative of 
the fact that not enough is being done at community level and on admission to hospital to identify and treat 
those at risk.

The exceptionally high costs of malnutrition arise largely because malnourished patients have substantially 
more frequent and longer hospital stays, more GP and outpatient visits, higher prescription costs and a 
greater need for long term care. Because the costs are so substantial, even a small percentage reduction 
from effective targeting of treatment has the potential to deliver large annual savings, whilst also contributing 
to Government targets to reduce demand for acute services and deliver care at the earliest, least costly 
opportunity.

In its guidance on potential savings, the National Institute of Health and Clinical Excellence (NICE) in England 
identified improved detection and treatment of malnourished patients as the third largest potential source of 
saving to the NHS. The estimate was based on a costing template, in which the cost of implementing national 
screening to achieve improved detection and targeting of nutritional therapy were balanced against the cost 
saving achieved from reduced levels of malnutrition and consequent savings in bed days, GP visits, outpatient 
visits and nursing home care. 

In this presentation, results will be presented of a detailed costing analysis of implementing a national 
screening programme in Ireland, using similar methodology to that used by NICE, but adapted where 
appropriate to reflect differences in our current levels of detection and treatment, healthcare costs and 
systems, and resources available in community and hospital settings. The results indicate that even using 
the most conservative assumptions regarding the prevalence of malnutrition, and having applied sensitivity 
analyses to account for any uncertainties, the implementation of national screening has the potential to 
deliver clinical improvements and net savings, begging the question ‘can Ireland afford not to act’?  

Malnutrition in Ireland: can a national screening programme deliver net savings?

 SPEAKERS

Professor Kevin Whelan

Kevin Whelan is the Professor of Dietetics in the Diabetes and Nutritional Sciences Division at King’s 
College London (UK). He is a Principal Investigator leading a research programme exploring the interaction 
between diet, the gastrointestinal microbiota and disease. In collaboration with both clinical researchers and 
basic scientists he has undertaken numerous multi-centre investigations of the microbiota in patients with 
inflammatory bowel disease, irritable bowel syndrome and patients receiving artificial nutrition, and the use 
of diet to modify these. In 2012 he was awarded the Nutrition Society Cuthbertson Medal for clinical nutrition 

and he is the Associate Editor-in-Chief for the Journal of Human Nutrition and Dietetics.

Irritable bowel syndrome (IBS) is a common disorder of the gastrointestinal tract, about which there has 
been considerable recent research. The increased risk of developing IBS following gastroenteritis and 
the co-existence of dysbiosis, elevated luminal gas production and immune activation, indicate that the 
gastrointestinal microbiota may be a therapeutic target in IBS. The gastrointestinal microbiota are a complex 
ecosystem and our understanding of their role is rapidly expanding as a result of the molecular microbiological 
techniques that can accurately characterise its composition and diversity and ‘omics’ technologies that 
measure its metabolic activity. Probiotics may beneficially impact on the microbiota and have clinically useful 
effects. Most systematic reviews indicate that probiotics improve global IBS symptoms, abdominal pain and 
flatulence. However, some trials indicate that different probiotics can improve or have no effect on specific 
symptoms, confirming that benefits are likely to be strain and symptom specific. Extensive research has 
demonstrated a role for dietary carbohydrates in modifying the microbiota, and since 1995, the prebiotic 
concept has described how supplementation with some non-digestible oligosaccharides can stimulate the 
growth and/or activity of specific genera including bifidobacteria. There are some recent promising clinical 
trials of prebiotics in IBS, with some studies showing benefit and some showing potentially worsening of 
symptoms at high doses. Dietary approaches that actually remove prebiotic carbohydrates may have a 
beneficial impact on symptoms, but may impact on the microbiota.

Intestinal microbiota in irritable bowel syndrome: the application of probiotics and prebiotics
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Professor Paul O’Toole

Following research and academic positions in Sweden, Canada, New Zealand and the US, Paul O’Toole is now 
Professor of Microbial Genomics at University College Cork, Ireland. His main research theme is the genomics 
and metagenomics of gastrointestinal bacteria with emphasis on human-associated species and host 
interaction, particularly commensal lactobacilli. His latest research examines the composition and function of 
the gut microbiota, its dependence on diet, and its relationship to health, ageing and well-being in humans 
and animals. The aim is to develop novel foods and food ingredients to programme the intestinal microbiota 
towards promoting health. Research in his lab is supported by Science Foundation Ireland, Dept. Agriculture 
Fisheries and Marine, the EU (FP7) and the US NIH.

The microbiota associated with the human body is now intensively studied as an environmental risk factor 
for disease, and a modulator of health. The coding capacity of the microbiome significantly extends that of 
the human genome. Exposed body surfaces are colonized by generally stable microbial consortia that range 
from the relatively simple, to some of the most complex microbial ecosystems known. The composition 
and function of these consortia, in healthy adult subjects, is generally neither haphazard nor randomly 
variable over time, suggesting co-evolution and stabilizing interactions between the microbiome and host. 
The development of culture-independent methods for microbiota analysis has allowed identification of 
alterations in the microbiota associated with the extremes of life, with functional gastrointestinal diseases, 
with endocrine disease, with antibiotic therapy, and with habitual diet. 

In a baseline analysis of the faecal microbiota composition of 161 older persons, we previously reported 
a core microbiota and aggregate composition that was distinct from younger persons (Claesson et al., 
PNAS 2011). We also identified significant inter-individual variation at phylum level, the reasons for which 
were then unclear. To investigate further, we analyzed the microbiota composition of 178 elderly subjects, 
none receiving antibiotics, and for whom we had collected dietary intake information. The data revealed 
distinct microbiota composition groups. Clustering of subjects was also distinguishable by analysis of faecal 
metabolites and shot-gun metagenomic data. Major separations in the microbiota correlated with selected 
clinical measurements. Novel constellations of microbiota subtypes were identified. Correlations in the data 
between diet, microbiota and health status suggest a causative axis (Claesson et al., Nature 2012). Thus it 
may be possible to modulate or improve the health status of older people by programming the microbiota 
through dietary interventions.

Diet-health-microbiota interactions in older persons - the ELDERMET study

 SPEAKERS

Professor Ian Rowland

Ian Rowland has a BSc and PhD in microbiology from University College London and an Honorary Doctorate 
from the University of Gent for his work on nutrition and cancer risk. He is Head of the Hugh Sinclair Human 
Nutrition Unit in the Department of Food and Nutritional Sciences at the University of Reading. 

His current research areas include the role of diet (in particular probiotics, prebiotics, phytoestrogens, and 
phytochemicals) in prevention of colon, breast and prostate cancer. 

Probiotics are live microorganisms that, when administered in adequate amounts confer a health benefit 
on the host, whereas a prebiotic is described as a non-digestible food ingredient that beneficially affects 
the host by selectively stimulating the growth and/ or activity of one or a limited number of bacteria (e.g. 
bifidobacteria and lactobacilli) in the colon. The prime target of such functional food ingredients is the gut, 
although there is emerging evidence that they may have beneficial effects at other sites in the body, especially 
by modulating immune function.

The talk will review some of the latest published work on health effects of pro- and prebiotics and identify 
those areas where there is substantial evidence for their benefit to health, in particular where their efficacy is 
established in meta-analyses.

In the area of gut health, positive effects of probiotics on lactose intolerance, constipation, IBS, acute 
diarrhoea, (especially  rotavirus diarrhoea in infants) antibiotic-associated diarrhoea and Clostridium difficile 
infections are reasonably well substantiated, although there are differences between species and strains. 
In ulcerative colitis and Crohn’s disease the evidence for efficacy is more inconsistent, but meta-analyses 
indicates more consistent effects of certain probiotics on necrotizing enterocolitis in preterm infants. A few 
recent studies in humans suggest that probiotics may have anti-cancer activity, although more large-scale 
studies are needed in this area. In the area of immunomodulatory effects, there is evidence from meta-
analyses of human intervention trials that probiotics can reduce risk of upper respiratory tract infections and 
also the duration and severity of symptoms. There are also indications that some strains of probiotics can 
reduce risk of atopic disease in babies and children. 

Prebiotics are a more recent introduction than probiotics and consequently the supporting evidence for 
efficacy is less well established. Nevertheless, studies suggest that they have a range of potential health 
benefits including reduced risk of travelers diarrhoea, reduced risk of allergies and infections in babies and 
increased calcium uptake leading to higher bone mineral density in adolescents.

Pro- and prebiotics in disease: relevance for clinical practice
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Professor Alastair Forbes 

Alastair Forbes is Professor of Gastroenterology and Clinical Nutrition at University College Hospital and 
University College London.  He was previously consultant at St. Mark’s Hospital, and has been Education 
Lead for the European Society for Nutrition and Metabolism (ESPEN), Secretary of the British Society of 
Gastroenterology, and Chairman of the British Association for Parenteral and Enteral Nutrition (BAPEN). 
He is an associate editor of Clinical Nutrition. His interests lie mainly in intestinal failure, inflammatory bowel 
disease, and intestinal regeneration.  He has written more than 190 original papers, over 100 review articles, 
and contributes to many national and international guidelines.

The European Society for Clinical Nutrition and Metabolism (ESPEN) started its formal postgraduate education 
programme in 2005, launched under the umbrella term of Life-Long Learning or LLL. Since then more than 
100 core modules have been devised and delivered to thousands of participants on a world-wide basis. The 
programme comprises both live and web-based material, and more than 10,000 people are now registered 
on-line, with no less than 15,000 participants having taken part in a total of more than 440 live courses in 
nearly 40 different countries. Successfully completing a set of modules gives from 3 to 7 credits (depending 
on whether or not a live course is attended) towards the 100 credits that are required to sit the examination 
for the ESPEN European Diploma in Clinical Nutrition. To date 86 individuals have obtained the Diploma. In 
parallel, ESPEN runs a course to teach nutrition teachers to run and supervise future LLL courses around 
the world. This course runs at least twice a year now, and so far has accredited more than 200 teachers. The 
intention is that as much as possible of the material and the teaching is devolved to where there are eager 
students. Accordingly the material is free and increasingly is adapted to those outside the medical disciplines. 
Full details and the opportunity to register can be found at www.lll-nutrition.com 

ESPEN Postgraduate Education Training in Clinical Nutrition

 SPEAKERS

Enhanced Recovery After Surgery (ERAS) is a multimodal multi-professional approach to perioperative care 
with interactive audit of guidelines based protocols as a key element. The ERAS Society is an international multi-
professional organisation that is engaged in development of perioperative care, education and implementation 
of ERAS principles in daily care. A recent meta analysis shows that ERAS principles reduces recovery time (length 
of hospital stay) by several days, and complication rates by up to 50%. Other studies show that the degree of 
improvement in outcomes is related to how well the evidence based ERAS protocol is utilised. The underlying 
mechanisms behind the success of ERAS are likely to be that the ERAS protocol allows for substantial stress 
reduction and support of return of functions. A key mechanism in all of this is likely to be insulin resistance. 

State of the Art – Enhanced Recovery After Surgery

Professor Olle Ljungqvist

Olle Ljungqvist is currently the Professor of Surgery, Örebro University Hospital, Örebro. Affiliated Professor 
of Surgery, Metabolism & Nutrition, Karolinska Institutet, Stockholm, Sweden. He clinically active in the field 
colorectal surgery.

He received his training mainly at the Karolinska Institutet and Hospital, with MD 1985, PhD 1987 Depts of 
Surgery & Endocrinology, Karolinska Institutet. He has held several surgical positions at the Dept of Surgery 
Karolinska Hospital 1982 - 1999, was the Head of Center for Gastrointestinal Disease, Ersta hospital Stockholm 
1999-2007.

Olle Ljungqvist is a co-author of about 130 original publications, 50 reviews and book chapters, about 20 
editorials and other commentaries. Tutor of 12 PhD students, 3 ongoing students. Appointed Editorial Board 
of several leading international journals in surgery and nutrition. Invited to give key lectures at approximately 
20 major conferences annually world wide the last 10 years in the field of surgical nutrition, metabolism 
and perioperative care. He gave the Arvid Wretlind lecture at ESPEN Istanbul 2006 and was awarded the 
Jonathan Rhoades lecture at ASPEN in Vancouver 2011. 

Olle Ljungqvist initiated the idea of preoperative carbohydrate treatment instead of fasting, now recommended 
in international and national fasting guidelines.

Olle Ljungqvist has served the European Society for Clinical Nutrition and Metabolism (ESPEN) as General 
Secretary 2000-2004 and Chairman 2006-2010. He is the current President of the International Association 
for Surgical Metabolism and Nutrition (IASMEN) part the International Surgical Society. He is chairing the 
Europeans Nutrition for Health Alliance. He is serving the Danish Research Council as Chairman of the Fund 
for Strategic Clinical Research, and has been appointed by many international bodies as reviewer for funding. 
Olle Ljungqvist cofounded the Enhanced Recovery After Surgery study group in 2001 and initiated the ERAS 
Society in 2010, where he is serving as the Chairman.



24 25

Professor Kenneth Fearon

Kenneth Fearon received his training in surgery, oncology and clinical nutrition in Glasgow and Edinburgh, UK.  
Since 1999 he has held the Chair in Surgical Oncology at the University of Edinburgh, UK.  Past awards include 
the Cuthbertson Medal from the Nutrition Society and the Arvid Wretlind Lectureship from the European 
Society for Clinical Nutrition and Metabolism.

Notes

 SPEAKERS

Professor Carel le Roux

Professor Carel le Roux graduated from medical school in Pretoria South Africa and completed his PhD at 
Imperial College London. He was appointed Head of Pathology at University College Dublin in 2011. He has 
focused on translational research and the understanding of the physiological role and pathological changes 
in appetite control using the model of bariatric surgery. 

A good model to investigate appetite reduction in humans and rodents with associated major weight loss 
is bariatric surgery. Gastric bypass, but not gastric banding caused increased postprandial PYY and GLP-1 
favouring enhanced satiety. An early and exaggerated insulin response mediates improved glycaemic 
control. The rodent model of bypass showed elevated PYY, GLP-1 and gut hypertrophy compared with sham-
operated rats. Moreover, exogenous PYY reduced food intake while blockade of endogenous PYY increased 
food intake. A prospective follow-up human study of gastric bypass showed progressively increasing PYY, 
enteroglucagon, and GLP-1 responses associated with enhanced satiety. Blocking these responses in animal 
and human models leads to increased food intake. Thus, following gastric bypass, a pleiotrophic endocrine 
response may contribute to improved glycaemic control, appetite reduction, and long-term lowering of body 
weight. 

We have shown that changes occur in the sensory, reward and physiological domains of taste that may 
mechanistically contribute to the alterations in food preferences after gastric bypass. The sustained nature of 
weight loss, reduced appetite and shifts in food preferences may be explained by gut adaptation and chronic 
hormone elevation. 

Bariatric surgery and appetite
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Sinead Duggan

Sinead graduated with a BSc. in Nutrition & Dietetics in 2002, and completed a Diploma in Medical Statistics 
in 2006. She worked for 8 years as a clinical dietitian in Tallaght Hospital– for 4 years in pancreatic disease. In 
2009 she was awarded a Health Research Board ‘Health Professionals Fellowship’ for research into nutrition 
in pancreatitis, and is working towards a PhD which is due for completion this year. She has published several 
papers in the area of malnutrition support and pancreatitis. Sinead authored the Pancreas chapter of the INDI 
reference guide, and co-authored the new Pancreas chapter of the PENG book (currently in-press).

Sinead is a council member of the Pancreas Society of Great Britain & Ireland, and a founding member and 
vice-chair of the Nutrition Interest Group of the same society. She is a member and past-secretary of the 
Research Interest Group of the INDI and a member of the research committee of IrSPEN.

Chronic pancreatitis results in progressive exocrine and endocrine dysfunction thereby affecting normal 
digestion and absorption of nutrients. Compared to acute pancreatitis, guidelines for the management of 
chronic pancreatitis are lacking, and therefore malnutrition and nutrient deficiency may go unchecked and 
untreated. Malnutrition is not uncommon in chronic pancreatitis, driven by poor dietary intake, malabsorption, 
diabetes and alcoholism, however these concerns are frequently overlooked, potentially resulting in problems 
including poor bone health and vitamin deficiency. This presentation will review the latest evidence regarding 
the nutritional concerns of patients with chronic pancreatitis. Specifically, it will detail the assessment and 
treatment of pancreatic enzyme insufficiency, pancreogenic diabetes and osteoporosis, and will discuss the 
available management guidelines for this difficult patient group.

The nutritional management of patients with chronic pancreatitis 

 SPEAKERS

Dr Karen Boland

Karen Boland studied medicine at RCSI, graduating in 2007.  She completed her Basic Specialist Training at 
Beaumont Hospital before undertaking a PhD at RCSI under the supervision of Professor Jochen Prehn and 
Professor Frank Murray. Her PhD focuses on novel 19S proteasomal targets in colorectal cancer and her other 
research interests include the influence of caspases on cellular regeneration.  She is currently a specialist 
registrar in Gastroenterology at Midlands Regional Hospital, Tullamore.

Karen has fostered an interest in clinical nutrition throughout her career to date. Having documented the 
poor identification of patients at risk of refeeding syndrome in the clinical setting, she developed guidelines 
for the identification and management of this condition with the Department of Nutrition and Dietetics, 
and Department of Pharmacy at Beaumont Hospital. These have been successfully implemented and Karen 
is currently writing a national guideline document with Carmel O’ Hanlon.  She continues to participate in 
projects focusing on the clinical identification of malnutrition and is a member of the IrSPEN Management 
Committee.

Refeeding syndrome refers to biochemical and clinical symptoms and abnormalities caused by shifts in 
electrolyte and fluid balance in malnourished patients upon recommencement of feeding, both enteral and 
parenteral1. Refeeding syndrome is a complication of malnutrition with significant morbidity and mortality.  
At the core of effective nutritional care is malnutrition screening to optimise outcomes for malnourished 
patients.  Indeed, central to the prevention and management of refeeding syndrome is the early identification 
and appropriate monitoring of at risk patient populations alongside supportive care, involvement of clinical 
dietitians and safe electrolyte and water balance. 

We intend to present data on the prevalence of refeeding syndrome at a tertiary centre and the impact of 
guidelines for the identification and management of this condition. This arises from a review of guidelines 
from the National Institute for Clinical Excellence (NICE) and recent literature on supportive care in these 
patients. Studies focussing on awareness of refeeding syndrome among clinicians have consistently shown a 
lack of confidence and exposed a need for further education in this regard2, 3.  A template for management of 
this condition based on current literature may address this.  We take this opportunity to encourage healthcare 

workers to consider the risk of refeeding syndrome in all patients at the initial interface with clinicians.

References
1. Mehanna HM, Moledinaj, Travis J (2008).  Refeeding syndrome: what it is, and how to prevent and treat it.  BMJ Jun 28; 336(7659):1495-8
2. Johansson U, Rasmussen H, Mowe M, Staun M.  Clinical nutrition in medical gastroenterology: Room for improvement. Clin Nut. 28(2009) 129-133
3. Lindorff-Larsen K, Hojgaard Rasmussen H, Kondrup J, Staun M. Management and perception of hospital under nutrition – A positive 

change among Danish doctors and nurses.  Clin Nut. (2007) 26, 371-378.

Refeeding syndrome 
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Oral presentations

Abstracts related to research in all areas of clinical nutrition were accepted after review by the IrSPEN 
scientific committee. Three abstracts were selected for oral presentation. Two prizes will be awarded for 
the best poster presentation. Abstracts previously published or presented were also accepted. 

Samantha Cushen
Samantha graduated from Trinity College /Dublin Institute of Technology with a BSc (Hons) 
Human Nutrition and Dietetics and is a current member of the Irish Nutrition and Dietetic 
Institute (INDI). She is currently pursuing a PhD with the Department of Food and Nutritional 
Sciences at University College Cork. The focus of her research programme is coordination 
of a randomised double blind controlled trial in oesophageal cancer patients, funded by the 
Health Research Board. Her main research interests include assessing the relationship between 
body composition (sarcopenia and cancer cachexia) and health outcomes in patients with 
malignant disease.
Since qualifying in 2007, Samantha has gained considerable dietetic experience in a variety 
of settings, with a variety of patients and patient groups, working as a senior dietitian. 
Samantha’s experience covers all areas of dietetics and she has given many presentations, 
media interviews and lectures to the public and fellow professionals in Ireland, the UK and 
Australia. In 2012, Samantha was awarded the Malnutrition Bursary from the INDI and has to date authored and presented 
poster presentations at large international oncology conferences American Society of Clinical Oncology (ASCO) and the 
European Society of Medical Oncology (ESMO). She has also authored and co –authored papers for the medical press in 
Ireland and is currently lead author on an invited original article to ‘The Oncologist’ addressing the publics’ perception of 
cancer risk factors.

1. Body composition by computed tomography scan as a predictor of chemotherapy toxicity in patients with 
renal cell carcinoma 

S.Cushen1, DG.Power4, MY.Teo2, P. Mceneaney3, P. McLaughlin3, F.Fitzpatrick1, R. McDermott2 and A.Ryan1, 1Dept of Food 
& Nutritional Sciences, University College Cork; 2Dept Medical Oncology, St Vincent’s Hospital Dublin; 3Department of 
Radiology, Mercy University Hospital, Cork; 4Department of Medical Oncology, Mercy & Cork University Hospitals, Cork.

Developing chemotherapy-induced toxicity often necessitates treatment interruptions, drug dose reductions or premature 
cessation of therapy. Predicting toxicity to chemotherapy is often difficult because of patient variation in drug metabolism 
and the narrow therapeutic window of most chemotherapeutic agents. Body composition is a prognostic factor in cancer 
patients (pts) and sarcopenia (i.e. muscle wasting) is associated with performance status, treatment toxicity and survival. 
Sunitinib is a standard first-line oral chemotherapy for metastatic renal cell carcinoma (mRCC) that is associated with 
significant dose limiting toxicities. We investigated if body composition by computed tomography (CT) scan predicted 
dose limiting toxicity (DLT) from sunitinib in mRCC. 

Pts with mRCC receiving sunitinib 50mg as 1st line therapy between 2007-2012 were included. Ethical approval was 
obtained and prospectively maintained databases analysed. Skeletal muscle cross-sectional area at L3 was measured by CT, 
which had been done previously for diagnostic purposes. Sarcopenia was defined using published cut-offs(1). Toxicity was 
assessed after 4 cycles of drug, according to Common Terminology Criteria for Adverse Events (CTCAE, v4.0). Statistical 
analysis was done using SPSS (SPSS for windows, v20).

55 pts (43 male), mean age 64yrs were included. 67% were overweight/obese (BMI>25kg/m2). Sarcopenia was present in 
33% (56% of normal BMI, 44% of overweight groups). Overall 40 pts (73%) experienced DLT (51% M, 100% F, p=0.016. DLT 
occurred in <6 months in 53% (44% M vs 83% F, p=0.016) and these pts who experienced DLT were older (mean 68 yrs 
vs 60 yrs, p=0.01), had lower skeletal muscle mass (SMM) (51.8 cm2/m2 vs 59.4 cm2/m2, p=0.012), and fat free mass (FFM) 
(51.4kg vs 57.7kg, p=0.03), and received higher drug dose in mg/kg FFM (1.01 vs 0.89, p=0.02). There was no difference in 
weight, BMI, fat mass or the drug dose (mg/kg). Common toxicities were GI (65%) and fatigue (47%). 92% pts with SMM 
<25TH centile experienced DLT compared to 57% pts with SMM >75TH centile (P=0.05). Pts <25th centile had an average of 5 
toxicities vs 2 in those >75th centile (p=0.003). All toxicities were more common in muscle wasted patients (p=0.05). 77% 
(n=10) of pts receiving a drug dose >75th centile (1.105mg/FFM) experienced DLT in <6 months vs 44% (n=17) receiving a 
dose <75th centile (<1.099mg/FFM; p=0.037). 

Sarcopenia is prevalent in patients with mRCC, is an occult condition in pts with normal/high BMI, and is a significant 
predictor of DLT in pts receiving 1st line sunitinib. Our results highlight the potential use of baseline body composition 
to predict toxicity. There is an urgent need for validated biomarkers to help clinicians identify pts who may develop 
unnecessary toxicity from ineffective therapy. The role of sarcopenia in targeted therapy is evolving and its potential to 

predict toxicity should be further studied. 

1. Prado CM, Lieffers JR, McCargar LJ et al. Prevalence and clinical implications of sarcopenic obesity in patients with solid tumours of the respiratory and 
gastrointestinal tracts: a population-based study. Lancet Oncol. 2008 Jul; 9(7):629-35.

Oral presentations

Niamh Murphy 
Niamh graduated with an honours degree in Human Nutrition and Dietetics from the University 
of Dublin, Trinity College and the Dublin Institute of Technology in 2013.  She is a current member 
of the Irish Nutrition and Dietetic Institute and has a keen interest in the application of nutrition 
and dietetics research within a clinical setting.

In 2010, Niamh was awarded a Health Research Board Summer Student Scholarship to conduct 
research in St Vincent’s University Hospital on peri-operative fasting practices.  She received third 
prize at the HRB Summer Student Scholarship Poster Presentation day for this work. In 2012, Niamh 
carried out her final year research project at the Sahlgrenska Academy in Gothenburg University, 
Sweden, working on the LEVA (Livsstil vid Effektiv Viktminsking under Amning / Lifestyle during 
Efficient Weight Reduction during Lactation) study.  As her contribution to this research, Niamh 
examined the effect of physical activity on weight loss during the postpartum period.

 

2. Peri-operative Fasting Practices in St Vincent’s University Hospital 

N. Murphy1, N. Dervan2 and C. Corish1  School of Biological Sciences1, Dublin Institute of Technology, Kevin Street, Dublin, 
Department of Nutrition and Dietetics2, St Vincent’s University Hospital, Dublin.

Peri-operative fasting is an integral component of the management of surgical patients.  However, fasting periods 
frequently used are contrary to revised practice guidelines(1). Peri-operative fasting reduces the risk of pulmonary aspiration 
of stomach contents during anaesthesia or arising from potential delays in gastric or bowel motility post anaesthesia and 
surgery(2,3). Current pre-operative fasting guidelines issued by the American Society of Anaesthesiologists recommend 
that healthy, non-pregnant surgical patients without conditions leading to delayed gastric emptying should fast for 6h 
from solid foods and 2h from clear fluids before anaesthesia is administered(2). Post-operatively, the European Society for 
Clinical Nutrition and Metabolism best practice guidelines recommend early initiation (<24h) of normal food or enteral 
feed following gastrointestinal surgery and recommencement of oral intake in most patients within hours following colonic 
resection(4). The aim of this study was to assess pre- and post-operative fasting practices in St Vincent’s University Hospital 
(SVUH) and to compare these against best practice guidelines.

Over a 3-week period, the pre-and post-operative fasting times of scheduled surgical patients were recorded prospectively. 
Clinical notes and semi-structured interviews were used to obtain patient demographics, clinical information and details 
of pre- and post-operative fasting practices i.e. recommended and actual fasting times, and pre-operative fluid consumed. 
Anthropometry and nutritional risk were assessed using Malnutrition Universal Screening Tool (5). Data from 236 patients 
were obtained; the majority were inpatients (57.5%) and female (55.5%). Pre-operatively, actual and advised fasting times 
exceeded those recommended in evidence based practice (P=0.000 for both food and clear fluids) (Fig. 1). Almost 21% 
of patients were “at risk of malnutrition”. Water was the last drink consumed by 84% of patients and by most patients 
(90%) “at risk of malnutrition”. Post-operative fasting generally complied with best practice guidelines; 93% and 97% 
offered food or fluid within 24h respectively. However, those at risk of malnutrition fasted significantly longer from food 
(P=0.019) and demonstrated a trend towards longer fasting times from fluid (P=0.075) than those not at risk; greater still 
than recommended (Fig. 2). 

This audit indicates that a review of peri-operative fasting practices is required in SVUH with particular focus on pre-
operative fasting. Consideration of patient characteristics, type and time of procedure may assist in achieving compliance 
with current fasting guidelines. In general, post-operative fasting practices were complied with; however, those “at risk of 
malnutrition” who may benefit from earlier commencement of feeding fasted for longer than recommended. 

This work was supported by a Health Research Board Summer Student Scholarship, 2010.
(1)Lewis SJ, Egger M, Sylvester PA et al. (2001) Br Med J 323, 1-5. (2)Baril P & Portman H (2007) AOR J 86(4): 609. (3)Jackson W & Grand R (1991) J Am Coll 
Nutr 10, 500-509. (4)Weimann A, Braga M, Harsanyi L et al. (2006) J Clin Nutr 25, 224-244. (5)Malnutrition Advisory Group (2003) Screening for Malnutrition: A 
Multidisciplinary Responsibility. Development and use of the ‘Malnutrition Universal Screening Tool’ (‘MUST’) for Adults. Redditch, Worcs.: BAPEN.

Figure 2. Post-operative fasting times
(h): “at risk of malnutrition”

Figure 1. Median pre-operative fasting times (h)
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Aisling McHugh
Aisling is based at St James’s Hospital in Dublin and has worked in the area of surgery for 
12 years. She became clinical specialist in 2008. Her role involves the co-ordination of a 
comprehensive clinical nutrition service for Upper GI surgery patients at St James’s Hospital. 
It is one of ‘The National centres for Oesophageal and Gastric cancer’ and ‘The National 
centre for the management of early Upper Gastrointestinal Neoplasia’,  receiving greater 
than 250 cases of oesophageal/gastric cancer per year. The role includes development of 
patient resources, guidelines, providing education and completing research in the area of GI 
surgery. She is an active member of the INDI Nutrition Support Interest Group and at local 
level  is highly involved in the St James’s hospital multidisciplinary TPN group. Aisling has 
been involved in a number of relevant quality initiatives including most recently the setting up 
of  a Clinical nutrition-led malabsorption clinic for the management of post-operative upper 
GI cancer patients, establishing routine discharge for all oesophagectomy patients on supplementary home jejunostomy 
feeding , and involvement with the  INDI/IASLT working group which developed the ‘National descriptors for terminology 
for modified foods and fluids’.

3. Malabsorption syndrome following surgical resection for oesophageal and gastric carcinoma - should 
patients be routinely screened? 

A McHugh1, M Fanning1, LA Healy1, C Browne1, M Brennan2, P Lawlor2, N Ravi3 and JV Reynolds3, Department of Clinical 
Nutrition1, Gastrointestinal Function Unit2, Department of Surgery St James’s Hospital3, Dublin.

Oesophageal and gastric resections have a major impact on nutritional status for months and often years following surgery. 
Significant weight loss is often attributed to the reduced dietary intake. Malabsorption may also result in weight loss, but 
this has rarely been studied in this patient cohort, and this represented the focus of this study.

A retrospective review was undertaken of patients referred to the clinical nutrition service with persistent weight loss 
following oesophageal or gastric cancer surgery. Faecal elastase test, a measure of pancreatic exocrine function was 
ordered on all patients. Hydrogen breath test to diagnose small intestinal bacterial overgrowth (SIBO) was requested if 
patients failed to respond to medical and nutrition therapy.  

 A total of 62 patients (41 male; 21 female) were included, two thirds of whom underwent an oesophagectomy, the remaining 
third a total gastrectomy, 32% patients had multimodal treatment prior to surgery and 16% had further adjuvant treatment. 
The median time from initial surgery to presentation was 185 days; ranging between 20 and 1740 days. Faecal elastase was 
reported on 76% (n=47) of patients in total, with a normal response in 70% of those tested, mild to moderate pancreatic 
insufficiency in 17% and severe pancreatic insufficiency in 13% of patients. Patients were treated symptomatically and 
pancreatic enzyme replacement therapy was commenced in 70% of patients. Hydrogen breath tests were ordered in 56% 
patients (n=35), with the majority of patients (n=26) having a positive response on either glucose or fructose substrate.

Malabsorption is common in symptomatic patients following major upper gastrointestinal cancer surgery.  From this 
retrospective study, it is now routine for all patients to undergo faecal elastase and hydrogen breath test studies at 4 
months postoperatively; we anticipate that this work may add important information relating to weight loss, incidence of 
malabsorption, management of this issue and its impact on quality of life in this patient group. 

4. Home enteral feeding review

S. Boland, F. Ward and O. Hensey, Department of Nutrition & Dietetics and Paediatrics, Children’s University Hospital, 
Temple Street, Dublin.

Long term home enteral nutrition (HEN) in Irish paediatric patients has been inadequately studied to date.  Although 
guidelines for children receiving HEN are not clearly defined, studies suggest that the prevalence of this population group 
is increasing as greater efforts are made to prevent the adverse nutritional consequences of chronic disease(1).  The 
primary aim of this research was to conduct the first review of children on HEN in Ireland and to examine the level of 
dietetic support available for this population group in the community.

The data were collected as part of a 6-month review of children aged 0-17 years who were discharged on HEN from 
a children’s hospital. Children were included in the audit if they were commenced on or continued on enteral feeds 
(nasogastric (NG), nasojejunal, gastrostomy, jejunostomy) during their hospital stay and discharged between January 
2005 and January 2010.  A short answer questionnaire was circulated to dietetic departments nationally to establish follow 
up and support for paediatric patients on HEN in the community.  

Two hundred and eighty-eight children were discharged on HEN from a children’s hospital between 2005 and 2010.  The 
most common routes of enteral feeding were NG and percutaneous endoscopic gastrostomy (PEG) (71.5% and 25.3%, 
respectively).  Sixty-one percent of patients were discharged home and 39% were transferred to other hospitals or care 
centers. Dietetic review by hospital dietitians was organized for 75% (n = 217) of patients discharged on HEN, sixteen percent 
patients did not have dietetic follow up arranged, 10% of whom were not referred to a dietitian during their admission. 
Hospital dietitians were responsible for the long-term dietetic follow up of 27% of these patients (n=78).  Telephone reviews 
& out-patient clinic reviews were the 1st & 2nd most common form of dietetic contact and 76% of patients reviewed required 
an alteration to their HEN feeding regimen. Twenty-seven dietetic departments with paediatric services responded to the 
questionnaire.  Fifty-two percent of dietetic departments reported that they do not have a community dietetic service to 
refer paediatric patients on HEN to for follow-up and approximately 463 community based paediatric patients on HEN are 
receiving follow up by hospital-based dietetic departments nationally.

These results suggest that inconsistencies exist in the level of dietetic support for children discharged from a children’s 
hospital on HEN. In addition this review found inadequate dietetic community services were commonly reported by hospital 
departments surveyed. Improvements are required to reduce the disparity of care for this patient group and to ensure all HEN 
paediatric patients receive appropriate dietetic review in the community.  A community based HEN team may ensure more 
consistent follow-up for this patient group and reduce the level of input currently provided by acute hospital based services.

1. Puntis JWL (2008) Nutritional support at home and in the community. Arch Dis Child 84: 295-298.

5. Putting the gut to work – distal enteral nutrition as an alternative to parenteral nutrition in intestinal failure 

S. Power1, G. McConnell1, N.D. Smyth1, S.N. Duggan1, S. Feehan1 and P. Neary2. 1Department of Nutrition & Dietetics, 2Division 
of Colorectal Surgery, Tallaght Hospital, Dublin.

Parenteral nutrition (PN) is a life-saving therapy in intestinal failure (IF). PN is expensive and carries metabolic risks. Distal 
enteral nutrition (EN), whereby EN is delivered directly into the distal limb of a loop jejunostomy or enterocutaneous fistula 
(ECF), offers an alternative to PN in some IF patients. We commenced this novel feeding method in selected patients in 
2006. The study aim was to assess feeding and discharge outcomes.

Suitable patients were selected by the surgical team and dietitian. PN-dependent patients with high output jejunostomy 
or ECF (where conservative ECF management had failed), were commenced on distal EN. Radiological studies confirmed 
the required >75cm intact small bowel distal to stoma / ECF. A standard EN formula was infused via a gastrostomy tube 
placed directly into the distal limb of the small bowel. Success of weaning from PN, duration of EN, and discharge details 
were recorded.
Distal EN was commenced in 8 patients with high output jejunostomy or ECF. All patients were weaned from PN. Median 
days to discontinuation of PN and median in-patient EN days were 6 (1-28) and 38.5 (7-216), respectively. Four patients 
were discharged home on EN for a period of 22-197 days. The majority (n=6) had successful reversal of loop jejunostomy 
or ECF repair. EN was discontinued in two cases due to poor prognosis. 

Distal EN allowed early weaning from PN in carefully-selected patients with high output jejunostomy or ECF. Distal EN 
offers a viable alternative to long-term PN, even in the home environment.
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6. An audit on the use of gastrostomy tubes for head and neck cancer patients undergoing radiotherapy ± 
chemotherapy 

R Kelly and E Clifford, Department of Nutrition & Dietetics, South Infirmary Victoria University Hospital, Cork.

Head and neck cancer patients undergoing radiotherapy ±chemotherapy are at an increased risk of malnutrition due to 
the severe side effects of treatment (1). The use of gastrostomy feeding tubes in this patient group can support nutritional 
status during treatment. Prophylactic placement of these tubes prevents disruption to treatment and avoids unnecessary 
admission to hospital for feeding.  This audit was carried out to determine the incidence of gastrostomy tube placement, 
the duration of usage and the impact on weight change at a Head and Neck Cancer Regional Centre.

Data were collected prospectively on consecutive patients that had gastrostomy tubes inserted prior to undergoing 
radiotherapy ±chemotherapy from June 2009 to June 2010. Dietetic record cards of these patients were retrieved. Body 
Mass Index (BMI) at time of tube insertion, duration of use and weight change were the outcomes measured. 

This audit confirms the critical need for prophylactic gastrostomy placement in head and neck cancer patients undergoing 
radiotherapy ± chemotherapy. Over half of the patients in this audit lost weight, yet had a gastrostomy tube in situ. 
Almost a quarter of patients continued to use their gastrostomy tubes for more than a year after completion of treatment. 
Progression of symptoms of disease and side-effects of treatment may influence provision of the prescribed feed and 
contribute to weight loss. Our findings highlight the necessity for regular dietetic review and continuing long-term follow 
up after completion of treatment for patients undergoing treatment for head and neck cancer. 

1. Wood K. Audit of nutritional guidelines for head and neck cancer patients undergoing radiotherapy. J Hum Nutr Dietet 2005; 18:343-351.

Variable (N=45)
Males
Females

Age (Years) 
<60
>60

BMI at time of tube insertion
<18.5kg/m2

18.6-24.9 kg/m2

>25kg/m2

Weight Change during usage
Weight Maintenance
Weight gain
Weight Loss

Time Period of Usage
< 6months
6-12 months
>12 months

N
35
10

20
25

6
19
20

7
11
21

23
9
9

%
78
22

44
56

13
42
45

18
28
54

51*
22*
22*

Table 1: Prophylactic gastrostomy tube insertion in Head & Neck cancer patients

*% will vary due to missing values (patient care transferred to another hospital)

7. Home jejunostomy feeding post oesophagectomy - A change in practice 

A. McHugh1, M. Fanning1, C Browne1, N. Ravi2, J.V. Reynolds2, L.A. Healy1, Department of Clinical Nutrition1, 
Department of Surgery2, St. James’s Hospital, Dublin.

Early enteral nutrition support via a needle catheter jejunostomy (NCJ) is a safe and effective method of 
providing nutrition support post-oesophagectomy. In our specialist unit all patients have a NCJ placed at the 
time of surgery for post-operative nutrition support. Maintaining nutritional status in the months following 
oesophageal resection is very challenging and up to 82% of patients lose weight by their first outpatient 
(OPD) visit(1). To address this, patients are now routinely discharged on supplementary feeding until their first 
OPD visit  (after 4 weeks) and receive a dietetic telephone review 1 week post discharge.  
 
The aim of this retrospective review was to assess the impact of home jejunostomy feeding on nutritional 
status, length of hospital stay and timing of the first OPD visit. All patients who had an oesophageal resection 
in the twelve month period before and after the change in practice were considered for this study. Patients 
who underwent emergency or palliative resections, were participating in a clinical trial or had incomplete 
data were excluded. Dietetic records and the cancer database were reviewed and analysed using SPSS®. The 
medians were compared using Mann-Whitney U Test. 
      
Weight loss was observed in 69% of all patients from discharge to first OPD visit. Patients who were discharged 
on home feeding experienced less weight loss (See Table 1). Length of stay was not significantly increased 
in the home feeding group, but the length of time to first OPD visit increased significantly by 8 days (See 
Table 1). The majority (82%) of patients were discharged on 500ml volume of a 1.2-1.5kcal/ml enteral feed, 
providing an average 40% of calculated energy and 46% of protein requirements. Of the home feeding group 
52% continued to require jejunostomy feeding after the first OPD visit. 
 
Home jejunostomy feeding can be successful in reducing weight loss following Oesophagectomy and is 
frequently required for longer than one month post discharge. The increase in telephone contact may have 
contributed to a delay in the timing of first OPD visit. Organisation of home feeding in hospital did not delay 
discharge. 
 
1. Ryan et al 2006, Clinical Nutrition 2006; 25: 386–393.

Table 1

Weight change (kg)
Mean

Median

Weight change (%)
Mean

Median

Length of hospital stay (days)
Mean

Median

Discharge to first OPD visit (days)
Mean 

Median

Non Home Feeding Group 
(n=21)

 

-2.7 ± 0 .75

-2.8 (-2.3 - 1.8)

 

-3.1 ± 0.9

-3.4 (-12.5 - 3.0)

 

20 ± 2.05 

16(10-56)

 

22 ± 2.8

16 (10-56)

Home Feeding Group
 (n=28)

 

-1.9 ± 0 .60

-1.1 (-8.3-3.5)

 

-2.5 ± 0.9

-1.7 (-13.8 - 4.3)

 

25 ± 3.15

20 (10-74)

 

25 ± 1.69

24 (10-47)

P Value 
 

0.416

0.058

 

0.622

0.665 

 

0.416

0.283

 

0.375

0.036

 Mean ± Standard Error of Mean, Median (Range) 
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8. Parenteral nutrition audit: a Dublin acute teaching hospital’s perspective 

C. O’Hanlon on behalf of The Department of Nutrition & Dietetics Beaumont Hospital, Dublin.

Parenteral nutrition (PN) should only be used in patients where the gastrointestinal (GI) tract is not functional, 
or is not accessible, and where the consequent failure has persisted for several days, or is likely to continue for 
a period of >5days. PN is more costly than enteral nutrition, and is associated with more serious complications. 
On behalf of Beaumont Hospital’s PN Committee, a quantitative prospective audit of current PN practices 
and possible associated non-infectious complications was undertaken by the Department of Nutrition and 
Dietetics in Beaumont Hospital. Data from all patients who commenced PN between 2008 and 2010 was 
entered onto Excel spreadsheets, or a computerised PN audit system developed by Beaumont Hospital’s 
IT Department in 2010, in association with the Department of Nutrition and Dietetics, funded by Beaumont 
Hospital Foundation.

A total of 636 patient PN episodes were recorded between 2008 and 2010. The top 4 defined indications for 
PN during the audit timeframe were suspected ileus (16.2%), failed enteral feeding (16.4%), major GI surgery 
with a primary anastamosis (14.9%), and bowel obstruction (12%). Of all patients commenced on PN, 36.7% 
were considered undernourished at the outset, and 52% were considered to be at risk of refeeding syndrome. 
Signs of refeeding syndrome during PN were noted for 15.2% of patients. Over the 3 year period, 20-30% of 
patients per year were considered to have a PN indication outside the usual criteria. PN was unplanned in 
normal office hours for 15-25% of patients per year.

Adoption of strategies to improve tolerance of enteral feeding may have reduced use of PN in some patients. 
PN unplanned in normal office hours may indicate an acutely ill cohort of patients, or the need for more 
timely referrals. Incidence of refeeding syndrome signs were minimized by appropriate management of 
identified at risk patients. Use of IV insulin infusion to control blood glucose levels has increased due to 
the introduction of a guideline for ward patients with hyperglycaemia on PN in early 2009. There was no 
increase in hypoglycaemia incidence. Hypoglycaemia was not associated with clinical symptoms. The degree 
of liver function test derangements, as well as the incidence and degree of hypertriglyceridaemia, have shown 
improvements in 2010. This may have been influenced by the introduction of a fish oil containing lipid in 
Beaumont’s PN regimens in early 2010.

Metabolic Complication on PN 
n=636

Raised LFTs (%)
Twofold increase from upper normal limit in 
all three LFTs (%)

Hypertriglyceridaemia (TG>2mmol/L) (%)
TG >5mmol/L (%)

Hyperglycaemia* (%)
Use of IV insulin infusion (%)
Hypoglycaemia** (%)

Electrolyte abnormalities (%):
• Hypophosphataemia
• Hyperphosphataemia
• Hypokalaemia
• Hyperkalaemia
• Hypomagnesaemia
• Hypernatraemia

2008
%

78
7.7

46
10

56.1
38.6
3.2

30.8
29.8
15.7
17.0
9.6
18.3

2009
%

72
7.85

44.5
8.9

59.3
56.4
4.4

36.7
26.7
22.0
14.0
11.0
23.8

2010
%

77
4.1

31
5.9

53.2
47.3
3.6

40.4
18.1
16.3
17.8
10.0

12.7

*Glucose >10mmol/L on wards, >8mmol/L in ICU. **Glucose <4mmol/L on wards, <3.5mmol/L in ICU.

9. An audit on the provision of parenteral nutrition pre and post implementation 
of a parenteral nutrition policy  

E Clifford and C Conroy, Department of Nutrition & Dietetics, South Infirmary Victoria University Hospital, Cork.

Parenteral Nutrition (PN) is indicated when oral or enteral feeding is contraindicated and it is widely used in the hospital 
setting to prevent or treat malnutrition. The aim of this audit was to examine PN practices pre and post implementation of 
a local PN policy. 

Data were gathered by medical chart retrieval and dietetic record card examination on adult patients that received PN 
from January to December 2009 prior to the implementation of a PN policy. The PN policy was introduced hospital wide 
at the end of 2009 and accessible on the hospital intranet. The audit was repeated on patients who received PN from 
January to December 2010 and we assessed whether practices met local policy. An audit tool was developed based on 
clinical judgement specifically appropriate to PN use locally. This facilitated extraction of relevant data. Data analyses were 
conducted using Vasserstats.net for statistical computation. 

Overall, there was an improvement in PN practices after implementation of a hospital PN policy. There was a significant 
improvement in prescribing of PN in drug kardex (p=0.012). Identification of refeeding syndrome (p=1.00), prescribing 
pabrinex (p=0.68) and the correction of electrolyte abnormalities (0.66), all improved although not significantly. The 
number of PN feeding days per year has been significantly decreasing in the hospital (p=0.043). The Department of 
Nutrition and Dietetics aim to continue to educate and increase awareness amongst staff on the appropriate use of PN and 
promote the presence of the PN policy on the hospital intranet site.

Acknowledgement: We wish to thank Carmel O’Hanlon, Beaumont Hospital for her assistance in the development of our 
PN audit tool.  

Clinical variables of patients on parenteral nutrition

Male

Female

Duration on PN (days)(median, IQR)

BMI calculated by dietitian 

Indications for PN meeting international guidelines/local policy

Total number of feeding days (% of days per year)

Correct PN prescription written in drug kardex

Correct amount of PN administered by staff (mls of PN over 
24 hours) as recommended by Dietitian (assessed over 1st five 
days administration)

Refeeding syndrome risk identified

Pabrinex prescribed correctly

Electrolyte abnormalities appropriately corrected

2009 (N=11)

6 (55%)

5 (45%)

10 (2-27)

2 (18%)

9 (81%)

170 (47%)

3 (27%)

3 (27.3)

9 (81%)

6 (66.6%)

3 (30%)

2010 (n=12)

4 (33%)

8 (66%)

10.5 (3-14)

6 (50%)

9 (75%)

142 (39%)

10 (83.3%)

2 (16.6)

10 (83.3%)

8 (80%)

5 (42%)

*p-value

N/A

N/A

N/A

0.193

1.00

0.043

0.012

0.640

1.00

0.68

0.66

BMI=body mass index
*P-value obtained using Fishers exact probability test. 
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10. Establishing CT-defined visceral fat area thresholds for use in obesity related cancer research. 

SL Doyle1, AM Bennett1, CL Donohoe1, AM Mongan1, JM Howard2, FE Lithander3, GP Pidgeon1, JV Reynolds1 AND J Lysaght1, 
1Department of Surgery, 2Department of Diagnostic Imaging, St. James’s Hospital, Dublin; 3Medical School and John Curtin 
School of Medical Research, The Australian National University,Canberra, Australia.

Excess visceral adiposity is associated with systemic inflammation and fuels the metabolic syndrome (MetSyn)(1). This state 
of dysmetabolism is believed to underpin many of the pathologies associated with obesity, including cancer1. Furthermore, 
in gastrointestinal cancer there is mounting evidence that visceral obesity also influences response to treatment and 
recovery from surgery(2,3). The gold standard for abdominal fat quantification is computed tomography (CT) or magnetic 
resonance imaging and these modalities are routinely available in gastrointestinal cancer patients. However no gender-
specific cut-off values are currently available for classifying visceral obesity in Caucasian populations. Using the MetSyn as 
an indicator of obesity-associated dysmetabolism; this study aimed to establish pathologically relevant, gender-specific 
cut-off values for the classification of visceral obesity status for use in obesity research. 

Total, visceral and subcutaneous fat areas were calculated between the L3 and L4 invertebral space from CT scans in a 
cohort of 170 males and 66 females undergoing gastrointestinal resection for malignancy. MetSyn status was determined 
as per the International Diabetes Federation guidelines. Receiver operating characteristics analyses and the Youden Index 
were used to determine threshold values for total, visceral and subcutaneous fat area that best predicted MetSyn presence. 
Linear regression was used to correlate these cut-off values with waist circumference. 

As expected, a significant difference was observed in abdominal fat distribution between males and females, with males 
having more visceral (p<0.0001) and less subcutaneous fat (p=0.005) than females. In both genders, visceral fat area 
(VFA) strongly correlated with the presence of MetSyn (p<0.0001). The cut-off value for VFA associated with the presence 
of MetSyn was 163.8cm2 in males (83.6% sensitivity, 62.5% specificity) and 80.1cm2 for females (96% sensitivity, 73.2% 
specificity). The waist circumference corresponding to these VFA values was 96.1cm in males and 83.2cm in females.

This study is the first to generate gender-specific, ethnic-specific and pathologically relevant cut-off values for VFA in 
patients with gastrointestinal cancer. VFA thresholds of ≥160cm2 for men (82.7% sensitivity and 62.1% specificity) and 
≥80cm2 for women (95.8% sensitivity and 71.4% specificity) are proposed for use in obesity-associated cancer research. 
This new anthropometric measure is of paramount importance for determining the accurate pathological obesity status of 
cancer patients.

1.  Doyle SL et al.,Visceral obesity, metabolic syndrome, insulin resistance and cancer. Proc Nut Soc 2012, 71:181-9.
2.  Guiu B et al., Visceral fat area is an independent predictive biomarker of outcome after first-line bevacizumab-based 
 treatment in metastatic colorectal cancer.Gut 2010, 59: 341-7.
3.  Doyle SL et al.,Obesity and post-operative complications in patientsundergoing non-bariatric surgery. Obes Rev 2010,11: 875–86.

11. Does metabolic syndrome impact tumour pathology in oesophageal adenocarcinoma? 

LA Healy1, J Howard2, JV Reynolds2. Department of Clinical Nutrition1, Department of Surgery2, St. James’s Hospital, Dublin.

Obesity is an established risk factor for both the increased incidence of oesophageal adenocarcinoma cancer (OAC), and 
adverse outcomes by increasing risk of recurrence and reducing survival in obese patients post oesophagectomy. The 
exact mechanism of this relationship is unclear but the pattern of fat distribution pattern is likely important. Abdominal 
obesity more closely reflects an increased visceral fat area and is associated with alterations in metabolic risk profile. The 
clustering of central obesity, hypertension, and raised plasma glucose, triglycerides and HDL cholesterol is also known as the 
metabolic syndrome (MetS). The processes underling the metabolic syndrome especially insulin resistance and increased 
leptin, can provide a favourable growth environment for malignant cells and may have a role in cancer progression.

The aim of this prospective observational study of OAC patients was to examine the incidence of MetS and its relationship 

to tumour pathology in an Irish population. Patients underwent a metabolic and nutritional assessment prior to initiation 
of treatment. Visceral fat area was measured using CT scans. MetS was defined according to the International Diabetes 
Federation definition(1).

Eighty three OAC patients (71 male: 12 female) were recruited with a median age of 64.6 years +/- 1.0 (range 48-86). All 
patients underwent an oesophagectomy, with 42% (n=35) receiving neoadjuvant chemoradiotherapy. Fifty eight percent 
of patients were either overweight or obese with a further 60% centrally obese. Males had significantly greater visceral fat 
area (p=0.031) despite no difference in total abdominal fat compared to females (p=0.757). The incidence of obesity may 
be underestimated as 41% of patients reported unintentional weight loss with 18% losing >5% of their usual body weight. 
MetS was diagnosed in 39% patients, which exceeds the population norms reported at 21%(2). The presence of MetS was 
not associated with tumour length, depth of invasion, lymph node positive disease, clinical or overall pathological stage in 
males or females. Individual features of MetS were also not significantly related to the pathological staging of oesophageal 
cancer. 

We report an increased prevalence of MetS and central obesity in a cohort of Irish patients with OAC. Dysphagia and 
weight loss are common in the presentation of oesophageal cancer and may mask the effect of obesity and metabolic 
syndrome on the clinical pathological features of OAC in this cohort. Further research is needed to fully understand the 

underlying biological mechanisms linking obesity to oesophageal cancer. 

1 Alberti KGMM , et al Diabetic Medicine 2006;23:469-80.
2. Waterhouse DF, et al Ir J Med Sci 2009;178:161-6.

…supporting healthcare professionals

Adverse events related to medicinal products or incidents related to medical devices should be 
reported to Baxter Healthcare directly by calling 01 206 5500 and asking for the Quality DepartmentROI/CORP/12-0001

Fostering local research on clinical nutrition is a key objective of IrSPEN and last November Suzanne Doyle 
was awarded the 2012 Research Bursary from IrSPEN and is currently working on ‘Investigating the impact of 
visceral obesity on the diagnosis, treatment, response and outcomes in oesophogeal adenocarcinoma patients’. 
For further details on the IrSPEN research bursary see www.irspen.ie
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12. Visceral adiposity drives mitochondrial dysfunction and altered energy metabolism 
 in oesophageal adenocarcinoma 

N Lynam-Lennon1, R Connaughton2, N O’Farrell1, R Casey1, A Mongan1, JV Reynolds1, J Lysaght1, G Pidgeon1 and J O’Sullivan1, 
1Dept. of Surgery, Trinity College Dublin/St. James’s Hospital, Dublin, 2Nutrigenomics Research Group, University College 
Dublin, Dublin.

Obesity is a major health risk in western society and has a strong association with oesophageal adenocarcinoma, which has 
a poor prognosis. The potential role that obesity plays in driving the underlying cellular and molecular events associated 
with the development of oesophageal cancer is poorly understood. We hypothesise that factors released by visceral fat in 
oesophageal adenocarcinoma patients may drive alterations in mitochondrial function and energy metabolism, accelerating 
disease progression.

Adipose conditioned media (ACM) was prepared from omental adipose tissue taken from oesophageal adenocarcinoma 
patients. OE33 oesophageal adenocarcinoma cells were incubated with ACM for 24 h. Mitochondrial function was assessed 
by measurement of mitochondrial mass, mitochondrial membrane potential and reactive oxygen species (ROS) generation 
by fluorimetry. Expression of 84 mitochondrial-associated genes was assessed using qPCR-based arrays. Intracellular 
ATP content was determined using a luminescence detection kit. Oxygen consumption rates (OCR) and extracellular 
acidification rates (ECAR) were measured using the Seahorse XF Analyzer, with and without treatment with oligomycin 
and 2-Deoxy Glucose (2-DG) (Seahorse Bioscience). 

Incubation of OE33 cells with ACM significantly reduced ROS levels (p < 0.01) and the expression of 13 mitochondrial-
associated genes, including a significant downregulation of the dicarboxylate carrier SLC25A10 (p < 0.05).  This ACM-
mediated mitochondrial dysfunction was accompanied by altered energy metabolism, including decreased basal OCR, a 
measure of oxidative phophorylation, and significantly decreased levels of intracellular ATP (p < 0.05). Furthermore, OE33 
cells treated with ACM displayed increased sensitivity to the glycolytic inhibitor 2-DG. 

We have demonstrated that factors secreted from visceral adipose tissue can significantly drive mitochondrial dysfunction 
and alter energy metabolism in oesophageal adenocarcinoma cells. It is now accepted that altered energy metabolism is a 
hallmark of cancer. This potential link between adipose tissue and altered mitochondrial function/metabolism suggests a 

molecular mechanism by which obesity may accelerate disease progression in oesophageal adenocarcinoma.

13. Adiposity stimulates telomere dysfunction and anaphase bridge formation 
 in radioresistant oesophageal cancer

AM Mongan, N Lynam-Lennon, R Casey, L Marignol, S Maher, G Pidgeon, JV Reynolds and J O’Sullivan Department of 
Surgery, Trinity Centre, St. James’s Hospital, Dublin1, Department of Radiation Therapy, St. James’s Hospital, Dublin 2.

Oesophageal adenocarcinoma (OAD) is an exemplar model of obesity-associated cancer, with an increasing focus on 
the role of visceral adipose tissue (VAT).  Mechanisms linking VAT, OAD and the radioresponse are unknown.  This study 
aims to determine if VAT activates genomic instability events in (1) radioresponsive (OE33P) and radioresistant (OE33R) 
oesophageal cell lines and (2) tumour samples.  

OE33R and the passage-matched OE33P cell line were cultured with adipose conditioned media(ACM) from OAD patients 
(n=10). Anaphase bridge formation and telomere shortening, markers of genomic instability, were assessed in both lines. 
Genomic instability is regulated by the spindle assembly complex (SAC), shelterin and telomerase genes. Expression of 
five SAC (MAD2L2, BUB1B, CDC20, CENPE, and ESPL1), five shelterin (TRF1, TRF2,POT1, TIN2, TPP1) and TERC (Telomerase 
Rna Component) genes were assessed using qPCR, and validated in patient tumour specimens from viscerally obese (n = 
50) and nonobese patients (n= 37).  

ACM significantly increased anaphase bridging in OE33R (p<0.0001), with a three-fold increase in OE33R compared to 
OE33P (p<0.01).  Levels of anaphase bridges in OE33R cells correlated with obesity status (BMI and VFA, p<0.05).  ACM 
also induced telomere shortening (p<0.001) and altered MAD2L2, TINF2 and TERC expression in both OE33P and OE33R 
(p<0.05).  These in-vitro results were recapitulated in vivo patient samples- MAD2L2 expression was significantly higher 
in viscerally obese OAD patients compared with nonobese patients (p< 0.05) while TINF2 and TERC expression was 
significantly (p<0.05) lower in the obese cohort.  

Levels of anaphase bridge formation are significantly affected by obesity and radiosensitivity status in oesophageal cancer 
patients.  Furthermore, VAT drives dysregulation of SAC, shelterin and telomerase in these patients.  These data identifies 
a potential link between visceral adiposity and radioresistance in OAD.

14. Nutrition screening week across the St Vincent’s Hospital Group 

L. Barnes, U. Gilligan and L. Maher, St. Vincent’s Healthcare Group, Dublin.

Malnourished patients attend their GPs more frequently, require more prescriptions, have 25% higher rate of hospital 
admission, have longer length of stay and more frequent readmissions. Disease related malnutrition in Ireland is estimated 
to have cost over €1.4 billion, representing over 10% of the public expenditure on healthcare(1).  The Malnutrition Universal 
Screening Tool (MUST) is a validated screening tool developed by British Association Parenteral Enteral Nutrition (BAPEN), 
recommended by the Dept of Health(2), and is used in the St Vincent’s Healthcare Group (SVHG). 

The aims are to assess the level of malnutrition risk in SVHG, the compliance with Nutrition Screening Policy, the accuracy 
of completion of the MUST screening tool and allow comparison with National Nutrition Screening Survey 2010(3). Patients 
admitted over 3 days in July 2012 were audited, excluding ITU, HDU, Liver Unit (SVUH), patients under 18 years of age, and 
those on nutritional support. 161 patients were audited, with 21 being incomplete due to discharge within 24 hours.  The 
Dietitians completed the audit tool, and the results were compiled in audit package (Sphinx).  

The results showed that 53% of patients who were nutritionally screened were male. Of the patients screened 19% were 
located in SMH, 36% in SVPH and 42% in SVUH. 90% of patients were admitted from their own home and 7% from other 
hospitals. 53% of admissions were elective to the healthcare group. However this varied between hospitals. SVPH had 
84% elective admissions, whereas SMH and SVUH had 68% admissions from ED. 100% of the weighing scales had been 
calibrated within the last year, significantly higher than the national average from the BAPEN audit in 2010. 51% of patients 
were over 65years of age. 64% of patients had other current medical conditions. The average BMI was 26.6kg/m2, similar 
to the national average(2). 62% of the screening tools were completed by Nursing Staff. In 33% of cases, the Dietitians’ 
and the Nursing scores did not agree, underestimation of risk was reason cited in 39% of cases. Nursing staff estimated 
that 19% of patients would be ‘at risk’ of malnutrition, while Dietitians calculated that 39% of patients would be ‘at risk’ of 
malnutrition.  Thus 20% of patients who are ‘at risk’ of malnutrition are being missed on screening using MUST.  The average 
BMI would put patients in the overweight category; it may be that staff are using a visual assessment of patients without 
using the steps, and therefore underestimating the malnutrition attributable to recent weight loss or disease risk score.  We 
found that MUST scores are not being accurately completed, specifically Step 2, the % weight loss score.  33% of patients 
admitted to SVHG are at risk of malnutrition.  This is significantly higher than the national BAPEN average of 27%.  

The results show that our patient cohort is older and therefore more likely to be at risk of malnutrition, perhaps explaining 
the higher than average figure.  90% of patients were admitted from their own homes, indicating that the risk of malnutrition 
largely originated in the community. The recommendations are to highlight awareness of the risk of malnutrition in the 
patients of SVHG, and the importance of screening to identify and treat them. Further training is required in calculating % 
weight loss and implementing appropriate care plan. We aim to review the audit tool and re-audit.

1. Rice N, Normand C. Public Health Nutr. 2012;15(10):1966-72.
2.  Food and Nutritional Care in Hospitals Guidelines for preventing under-nutrition in acute hospitals (2009). 
 www.dohc.ie/publications/food_nutritional_care_hospitals.html
3.  Russell, C. Elia, M. (ed). (2011). BAPEN Nutrition Screening Survey in the UK and Ireland in 2010.

 

15. An audit of the dietetic management of refeeding syndrome in a Dublin teaching hospital. 

G. Corrigan, C. O’Neill, N. Connolly, O. Deeney, E. Fanning, H. Guiden,  R. Hannon A. Lyons, K. McElligott,  S. McMahon, C. 
Moreau and A. Shaw. Dept Nutrition and Dietetics, Beaumont Hospital, Dublin.

Refeeding syndrome refers to a potentially lethal condition characterised by severe fluid and electrolyte shifts associated 
with initiating nutrition support in malnourished patients and the metabolic complications which occur as a result(1).  As a 
dietetic department we have long been aware of the risks and complications of refeeding syndrome. This gained further 
attention following an enteral feeding audit (2011) which highlighted variation in the dietetic management of patients at 
risk of refeeding syndrome. An in-house audit by the Gastroenterology department highlighted a poor awareness and 
management of refeeding syndrome among the medics(2).

A questionnaire was devised, based on a similar study in the UK(3) and completed anonymously by members of the dietetic 
department in early 2012 (n=17). This included case scenarios to elicit risk identification and subsequent recommendations 
for calorie, micronutrient and electrolyte provision. Participants were also asked to cite the guidelines on which their 
practice was based and give an estimation of the incidence of refeeding syndrome in their clinical area.

Forty seven percent (n=8) of respondents considered their individual incidence of patients at risk of refeeding syndrome to 
be 2-3 patients per month, of which an estimated 50% were enterally fed. Using case-based scenarios of varying degrees 
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of risk, 100 % (n=17) of respondents correctly identified those at extreme/high risk, 53% (n=9) those at high risk, while 18 
% (n=3) overestimated the risk of refeeding syndrome as per NICE guidelines (4). Forty-seven percent (n=8) of respondents 
followed the NICE guidelines for caloric provision for high risk patients (i.e. 10kcal/kg), 82% (n=14) for extreme risk patients 
(i.e. < 10kcal/kg) while 24% (n=4) of respondents increased feeding at a more cautious rate than deemed necessary in low 
risk. There was considerable variation in the respondents’ (n=16) recommendations for micronutrient supplementation 
with only 25% (n=4) recommending thiamine and a multivitamin and mineral supplement in high risk as recommended by 
NICE. This highlighted the need for standardisation of micronutrient supplementation recommendations by the dietetic 
department. Despite the NICE guidelines to supplement electrolytes to meet full requirements prior to feeding, 76% 
(n=13) of respondents (n=16) requested supplementation only in the event of deficit. Consensus was that provision of such 
electrolyte supplementation, in the prediction but not occurrence of deficit was somewhat unsafe. Fifty three percent 
(n=9) of respondents based their practice on the NICE and Irish Nutrition & Dietetic Institute (INDI) guidelines with clinical 

judgement.

This audit of practice highlighted a substantial variation in the dietetic management of refeeding syndrome. While, for 
the most part, the dietetic practice on calorie provision mirrored the NICE guidelines, there was some over estimation of 
refeeding risk seen and a lack of uniformity in micronutrient supplementation. The need for a hospital policy on this clinical 
condition was obvious and a working group was formed with representation from the dietetic, nursing, pharmacy and 
gastroenterology departments. A policy document is now available on all wards and on the intranet and education sessions 
are in progress. It is planned to re-audit the dietetic management of refeeding syndrome in the near future to assess the 
implementation benefits of the hospital policy.

1. Crook A, Hally V, Panteli V. The importance of the refeeding syndrome. Nutr 2001;17:632-637. 
2. Boland K.,Murray F.E. An audit on the identification of patients at high risk of refeeding syndrome among the acutely 
 admitted patient population at a large teaching hospital. Gastroenterology, 2011; 140/5 Supp 1:S862-S863.
3. G. Wagstaff (2011). Dietetic practice in refeeding syndrome. J Hum Nutr Diet, 24, pp. 505-515.
4. NICE National Institute for Health and Clinical Excellence. Nutr Support in Adults. Clin guideline 32, 2006

16. A survey of dietary practices among Irish patients with irritable bowel syndrome

P. Hayes1, C. Corish1, E. O’Mahony2 and E.M.M. Quigley3. School of Biological Sciences1, Dublin Institute of Technology, Kevin 
Street, Dublin, Department of Nutrition and Dietetics2, Cork University Hospital, Wilton, Cork, and 3Department of Medicine, 
Cork University Hospital, Wilton, Cork.

Food is one of the most commonly reported triggers of irritable bowel syndrome (IBS) symptoms(1), although the role 
of diet in the aetiology and management of IBS has not yet been clearly established(2). Dietary restrictions, including 
restriction of poorly absorbed carbohydrates, should be supervised professionally to ensure sufficient replacement of 
nutrients(3).  This study aimed to examine the dietary practices of Irish patients with IBS, and whether these practices 
increased their vulnerability to nutritional inadequacies.

A questionnaire was completed by 135 IBS patients under the care of a consultant gastroenterologist at Cork University 
Hospital (CUH) on their perceptions of the role of diet in their symptoms.  A similar questionnaire was used to investigate the 
perceptions of 111 healthy subjects to gastrointestinal symptoms they may experience on consumption of food.  Information 
was sought on the foods believed to cause or worsen gastrointestinal symptoms, symptoms experienced, dietary changes 
made, those that resulted in symptom improvement and whether and from whom dietary advice was received.

                  
Figure 1 Perceived food intolerance of IBS patients                  Figure 2 Dietary restrictions of IBS patients

Poster presentations Poster presentations

Food was thought to cause or worsen their gastrointestinal symptoms in 89.6% of IBS patients compared with 55% of 
healthy subjects (p<0.001).  Cereal-based foods, mostly bread or its components, were the most frequently cited.  Spicy 
foods, vegetables and fatty foods also featured prominently.  A significantly greater number of patients with IBS reported 
changing their diet to minimise symptoms compared to healthy controls (92% vs. 45.5%, p<0.001).  Milk products, fruit 
and vegetables were most commonly restricted, with only a small number of IBS patients seeking professional healthcare 
advice, possibly exposing them to increased risk of nutritional deficiency.

In clinical practice, the dietary assessment of patients with IBS should focus on cereal-based foods, milk products, fruits 
and vegetables to uncover any potential dietary inadequacies, and patients should be encouraged to eat a wide variety 
of foods. More detailed dietary and nutritional studies are required to ascertain whether self-imposed dietary restrictions 
impact meaningfully on the dietary intakes and nutritional status of IBS patients. 

1. Monsbakken et al. (2006) Eur J Clin Nutr 60, 667-672.  
2. Morcos A, Dinan T, Quigley EM (2009) J Dig Dis 10, 237-246.
3. Staudacher HM, Whelan K, Irving PM et al. (2011) J Hum Nutr Diet 24, 487-495.

17. Evaluation of over- and underfeeding following the introduction of a protocol for weaning from 
parenteral to enteral nutrition in the intensive care unit 

N. Dervan1, J. Dowsett2, E. Gleeson3, S. Carr4 and C. Corish5, 1Department of Nutrition & Dietetics, St Vincent’s University 
Hospital, Dublin, 2Institute for Food and Health, University College Dublin, 3Department of Haematology, Institute of 
Molecular Medicine, University of Dublin, Trinity College Dublin, St James’s Hospital, Dublin, 4Department of Clinical 
Nutrition, St James’s Hospital, and 5School of Biological Sciences, Dublin Institute of Technology, Kevin Street, Dublin.

Over- and underfeeding critically ill patients have significant clinical consequences(1). Such patients are often given a 
combination of enteral and parenteral nutrition potentially increasing their risk of overfeeding (2).  No published protocol 
describing the process for weaning from parenteral to enteral feeding and its effects on over- and underfeeding exists.  This 
study aimed to evaluate the introduction of such a protocol.

A prospective, two-phase, observational study was performed in a 10 bed medical/surgical ICU on patients ventilated for 
> 72 hours and receiving enteral and/or parenteral nutrition.  Data were collected six months before (PHASE 1), and two 
years after (PHASE 2), the implementation of a weaning protocol.  Underfeeding was defined as energy intake < 80% and 
overfeeding as > 110% of estimated requirements.

Twenty-two patients were fed for a total of 118 days in Phase 1 and 29 patients were fed for a total of 272 days in Phase 
2. Overfeeding occurred more frequently than underfeeding prior to the protocol (24.6% vs. 19.5% of feeding days) and 
significantly more often on days when patients were fed by a combination of routes (p < 0.05).  After implementing the 
protocol, the incidence of overfeeding reduced almost 3-fold to 9.1% (p < 0.001) and feeding via a combination of routes 

was no longer a significant cause.  Underfeeding did not change and patients being adequately fed increased from 
55.9% to 71% (p < 0.001).

A structured protocol for weaning from parenteral to enteral nutrition can reduce overfeeding in critically ill patients given 
nutritional support via a combination of routes(3).

1. Heyland D, Schroter-Noppe D, Drover J et al. (2003) J Parenter Enteral Nutr 27, 74-83.
2. Reid C (2006) J Hum Nutr Diet 19, 13-22.
3. Dervan N, Dowsett J, Gleeson E et al. (2012) Nutr Clin Pract 27(6), 781-787.
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18. An investigation of postoperative dietary practices in patients undergoing gastrointestinal surgery 
in St. Vincent’s University Hospital  
 
C. Rea1, G. Guiry2 and C. Corish1, 1School of Biological Sciences, Dublin Institute of Technology, Kevin Street, Dublin and 
2Department of Nutrition and Dietetics, St Vincent’s University Hospital, Dublin.

Traditionally, patients undergoing gastrointestinal (GI) surgery are offered a ‘light diet’ on commencement of solid 
food despite poor evidence for this practice which can potentially result in inadequate intakes of energy, protein and 
micronutrients, lean body mass catabolism, impaired wound healing and insulin resistance(1).

This prospective study determined the nutritional adequacy of the ‘light diet’ consumed by all postoperative GI patients 
over a 3-week period and, using an interview-assisted questionnaire, examined understanding of the term ‘light diet’ among 
medical, nursing and catering staff in St Vincent’s University Hospital, Dublin (SVUH).  

Twenty-seven gastrointestinal surgical patients were included in the study.  Patient demographics, clinical details, 
anthropometric measurements and Malnutrition Universal Screening Tool [MUST]) score were recorded.  The number 
of days fasting and/or on fluids only was noted and the postoperative day when patients progressed to ‘light diet’ was 
recorded.  Nutritional analysis of the ‘light diet’ consumed was completed and compared to patient requirements.  The 
questionnaire was completed by 23 members of the surgical team, including medical/surgical doctors, nursing staff and 
ward catering personnel.  

Patients did not meet their estimated average nutritional requirements for energy, protein, vitamin C or iron on postoperative 
days 1-4.  Foods inappropriate for use on a ‘light diet’ (e.g. cabbage, sprouts, wholegrain bread, oatmeal biscuits and 
pineapple gateau) were offered to patients.  Staff understanding of the term ‘light diet’ was broadly interpreted; soup and 
dessert, small frequent meals, low fibre and/or light coloured foods were among the responses given.  No staff member 
was able to provide clinical evidence for the use of a ‘light diet’.  

Education for healthcare professional and catering staff on the nutritional and dietary requirements of postoperative GI 
patients is warranted. The rationale for a prescription of ‘light diet’ should be clear and a care pathway for nutritional 
management which includes specifications for appropriate foods, oral nutritional supplements and a multivitamin if 
required should be defined.  

This work was supported by a Health Research Board Summer Student Scholarship.

1. Krishna KK, Lobo DN, Ljungqvist O (2010) Crit Care Clin, 26, 527-547.
2. Food Safety Authority of Ireland (1999) Recommended Dietary Allowances for Ireland.
3. ASPEN (1998) Board of Directors:  Pathways and Algorithms for Delivery of Parenteral and Enteral Nutrition Support in Adults. Silver Spring, MD.: ASPEN. 
4. Elia M (1990) Med Int, 82, 3392-3396.
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Day 1
Day 2
Day 3
Day 4

Energy*
%

40-54
50-55
20-30
60-74

Protein**
%

21-30
39-60
16-20
56-80

Vitamin C(2) 
%

8.5
10
7
26

Iron(2)

%

24-33
20-28
9-12
32-45

Zinc(2)

%

25-34
28-39
9-13
80-100

* Using median weight of 72 kg and 25-30 kcal/kg/day (3) **Using median weight of 72 kg and stress factor of 5-25%(4)

Measure

Sensitivity
Specificity
Accuracy
Kappa score of agreement

MST

100
95.8
97.4
0.947

MUST

86.7
83.3
84.6
0.683

 P value

<0.0001
0.022
0.018

19. Screening for malnutrition among oncology inpatients

S Knox and U Gilligan, St Vincent’s Private Hospital, Dublin.

Malnutrition is common in people with cancer and is associated with considerable morbidity and mortality.  The malnutrition 
screening tool (MST) and the malnutrition universal screening tool (MUST) are commonly used tools to identify hospital 
in-patients at risk of malnutrition. The aim of this study was to determine which of these two tools (MST or MUST) is 
more appropriate for use in oncology in-patients and to audit the use of the MUST, which is the screening tool used in our 
institution.  

The MST, the MUST and the patient generated subjective global assessment (PG-SGA) were administered to 39 in-patients 
admitted under the oncology service.  Using the PG-SGA results as the gold-standard, the sensitivity, specificity and 
accuracy of the MST and the MUST were compared using chi-square analyses.  In addition current screening practices were 
audited. 

The MUST detected that 43.6% of patients were at risk of malnutrition whilst the MST screening tool found that 41% were 
at risk. According to the PG-SGA assessment tool 38.5% of patients were moderately to severely malnourished. 70.7% of 
patients had a MUST score documented on admission: 51.7% of these were in agreement with the score obtained by the 
oncology dietitian. 17.1% of patients at risk of malnutrition were not identified (by MUST) and 5% of patients requiring 
nutritional intervention were not referred to the dietetic service. 

  

Malnutrition is prevalent in our cohort of oncology in-patients of a private hospital.  The MST has better sensitivity and 
specificity than the MUST.  In this “real world” setting, the MUST is commonly incorrectly scored leading to failure to 
identify those requiring dietetic intervention.  Whether the MST improves detection of malnutrition in practice has yet to 
be determined. 

20. The impact of nutrition screening on timing of dietetic referral and assessment 

F Roulston1, R McDermot2, 1Department of Nutrition & Dietetics, Tallaght Hospital, Dublin, 2Department of Medical Oncology, 
Tallaght Hospital, Dublin.

Malnutrition is common among cancer patients for many reasons. International guidelines recommend that all cancer 
patients should receive nutrition screening at presentation and at subsequent time points determined by type of cancer and 
planned cancer treatments(1). In a Dublin teaching hospital in 2009, 70% of patients at risk of malnutrition (as determined 
by MUST) who were undergoing intravenous chemotherapy received dietetic assessment and intervention by their second 
chemotherapy cycle(2). Nutrition screening using the Malnutrition Screening Tool (MST) was subsequently implemented at 
pre-chemotherapy assessment and education. The aims of this study were to assess the impact of nutrition screening on 
the timing of dietetic referral, and to establish if it enhances the early nutritional assessment and intervention of patients 
who are at risk of malnutrition.

Electronic records on the nutritional assessment and status of 95 patients attending the oncology day unit from were 
reviewed. Information regarding nutritional status and the chemotherapy cycle at time of dietetic referral and dietetic 
consult were obtained. Data was analysed using Microsoft Excel (2003).

71 patients (75%) were classified as at risk of malnutrition (Table 1.). 82% of patients undergoing intravenous chemotherapy 
received dietetic assessment and intervention by their second cycle of chemotherapy which was a 12% increase since the 
introduction of nutrition screening.
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Nutrition screening during pre-chemotherapy assessment and education enhances the timing of dietetic referral which 
results in the early nutritional assessment and intervention of those patients who are at risk of malnutrition. Ongoing 
education and training is recommended. 

1. Bozzetti et al. ESPEN guidelines on Parenteral Nutrition: Non-surgical Oncology. Clinical Nutrition 2009; 28, 445-457
2. Roulston F & McDermott R. The nutritional status of oncology patients undergoing chemotherapy at time of dietetic referral. 2010. 
 ESPEN poster presentation 2011.

21. An audit of the Enhanced Recovery After Surgery (ERAS) clinical care plans for elective colorectal 
surgical patients 

K. Bermingham1, S.McMahon2 and C. Corish1 1School of Biological Sciences, Dublin Institute of Technology, 
Kevin Street, Dublin and 2Department of Nutrition and Dietetics, Beaumont Hospital, Dublin.

The Enhanced Recovery After Surgery (ERAS) programme is a multi-modal evidence-based approach to optimising peri-
operative care(1,2). In colorectal surgery, ERAS is now recognised as the standard of care.  Strong evidence demonstrates that 
its use reduces post-operative complications, improves clinical outcomes and shortens length of hospital stay (LOS)(3,4,5).

The colorectal surgery department in Beaumont Hospital in Dublin is the first centre in Ireland to introduce an official ERAS 
care pathway for elective colorectal surgical patients. This study was a retrospective audit of the clinical care plans of these 
patients and compared peri-operative nutrition practices used in colorectal patients in Beaumont Hospital to the ERAS 
consensus guidelines(5).  

Fifty-nine patients were included in this audit; 40 males and 19 females.  Each patient’s medical notes and ERAS care plans 
were reviewed.  The clinical history and any nutritional screening, assessment or interventions were extracted from these 
documents.  Evidence of nutrition screening (Malnutrition Universal Screening Tool; MUST) pre-operatively, at discharge 
and at out-patient appointment two weeks post-discharge was assessed. Compliance with ERAS guidelines on mechanical 
bowel preparation, pre-operative carbohydrate loading, post-operative feeding, including post-operative oral nutritional 
supplementation, early mobilisation and peri-operative analgesia was determined.
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BMI<18.5
BMI 18.5 – 24.9
BMI > 25.0
% weight loss >10%
At risk of malnutrition

No. of patients 
2009
8
53
34
28
66 (MUST)

No. of patients
2011
6
62
27
30
71 (MST)

Table 1. Nutritional characteristics of patients

Guideline(5)

 
No mechanical bowel preparation

Early oral fluid intake 

Early feeding         

Provision of oral nutrition supplement 
within 24 h post-operatively 

Early mobilisation 

Expected LOS of 7 d 

LOS, length of hospital stay

Compliance with guideline

54.3%

Day 0: 54%;  Day 1: 95%

Day 0: 15%;  Day 1: 71%

1.7%

Day 0: 34%;  Day 1: 64%

Median (IQR) LOS: 7 (6-10) d

Visit 1

Visit 3

Mean(SD)

1420.3(506.73)

1699.3(410.8)

p = 0.01

Mean(SD)

44.2(12.30)

61.5(16.96)

p = 0.000

Mean(SD)

32.29(6.62)

35.95(4.87)

p = 0.020

n

22

22

n

22

22

n

21

21

Calorie Intake
(kcal/24h)

Protein Intake
(g/24h)

Albumin 
(g/L)

SPSS version 12.0 for Windows

Table 1. 

Evidence of MUST screening was good at the pre-operative stage (98.3%).  All patients identified as ‘at risk’ of malnutrition 
received dietetic intervention.  MUST screening was not completed for any patient post-operatively.  The median weight 
loss was 6.5% at discharge and 5.3% at the first out-patient assessment, suggesting that malnourished patients were not 
identified.  Accurate assessment of pre-operative carbohydrate loading was not possible as patients were at home during 
this time and their intake of pre-operative carbohydrate drinks was not recorded.

Some elements of the ERAS programme were implemented reasonably well; however, the programme is not reaching its 
maximum potential.  The ERAS programme is new and change in clinical practice takes time.  It is likely that to achieve full 
compliance, education of clinical staff and patients on the key requirements of ERAS will be required.  

1. Kehlet H & Wilmore DW (2002) Am J Surg 183, 630-641.
2. Slater R (2010) Br J Nurs 19, 1091-1099.
3. Fearon KC, Ljungqvist O, Von Meyenfeldt M et al. (2005) Clin Nutr 24, 466-477.
4. Lassen K, Soop M, Nygren J et al. (2009) Arch Surg 144, 961-969.
5. Gustafsson UO, Scott MJ, Schwenk W et al. (2012) Clin Nutr 31, 783-800.

22. Examining the benefits of an Oral Nutritional Supplement with regard to its safety, tolerance and clinical 
efficacy in improving the nutritional status of undernourished, hospitalized patients 

C Caulfield1, S Brady1, A Hearty2 and B Silke3, Department of Clinical Nutrition1, Department of Clinical 
Medicine3, St. James’s Hospital, Dublin, UCD Institute of Food & Health, University College Dublin, Dublin2.

Recent data tells us that disease-related malnutrition in hospital in-patients has a prevalence of 30-33%, and these patients 
have a 30% longer length of stay(1). The negative effects of malnutrition are well documented. Research has shown that 
consumption of oral nutritional supplements (ONS) increases energy and nutrient intake(2).

This prospective, randomised, open label trial of a 2 kcal/ml ONS observed patients over 28 days. Forty-one patients who 
completed the study were randomised to one of three groups: Group 1 (200mls ONS), Group 2 (4 x 50ml volumes of ONS), 
or Group 3 (control group, i.e. no ONS). All patients were advised on a High Protein, High Calorie Diet. Data collection 
included nutritional assessment, biochemical measurements, presence of pressure ulcers, product tolerance and patient 
compliance. Between visits 1 and 3, Group 2 significantly increased body weight (50.7kg to 52kg, p = 0.001), calorie intake 
(1364.1 kcal to 1666 kcal, p = 0.036) and protein intake (41.5g to 62.1g, p = 0.001). Data for group 1 and 2 were put together 
as one group (‘’treatment’’ group). Table 1 shows significant increases from visit 1 to visit 3 for calorie intake, protein intake 
and albumin for the ‘’treatment‘’ group. In the control group, only protein intake significantly increased from 58.1g to 62.7g, 
p=0.019. 

No significant associations were observed with respect to adverse symptoms. It was shown that the majority of patients 
were either fully compliant or had ‘’good ‘’compliance (i.e. 75% of ONS consumed).
This ONS was shown to increase calorie and protein intake in malnourished patients, and may increase patient’s weight and 
albumin. It proved safe for consumption and was tolerated well by patients.

Disclosure of Interest: C. Caulfield Grant/Research Support from: Abbott Nutrition

1. Rice N & Normand C. The cost associated with disease-related malnutrition in Ireland. Public Health Nutrition. 2012
2. Stratton RJ & Elia M, A review of reviews: A new look at the evidence for oral nutrition supplements in clinical practice. Clin Nutr Suppl 2007 2:5-23
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23. Prevalence of small intestinal bacterial overgrowth post oesophagectomy 

M. Brennan1, P. Lawlor1, T. Moran1, M. Fanning2, L. Healy2, A. McHugh2, N. Ravi3 and JV. Reynolds3, GI Function Unit1, Department 
of Clinical Nutrition2 and Department of Surgery3 St. James Hospital, Dublin.

Patients following Oesophagectomy may have profound weight loss and suffer a variety of gastrointestinal problems, but 
precise mechanisms are rarely studied. Hydrogen Breath Tests (HBT) are simple measurements of small intestinal bacterial 
overgrowth (SIBO), and this was prospectively assessed in 32 patients Post Oesophagectomy with difficulty gaining weight.

Following a preliminary mouth rinse with a Chlorhexidine agent, a test solution of 25g of fructose or 50g of glucose substrate 
dissolved in 250ml of water, as per the manufacturers’ guidelines, was given to the patient. The Gastro+ Gastrolyzer breath 
test device was used to obtain a baseline value.  If it was below 10ppm, the solution was ingested and samples taken every 
15 minutes over a 2-3 hour period. Following the study, the data was downloaded to the Gastro+ Gastrolyzer software 
system and results were obtained.

In 32 patients, 27 had a positive response (84%). Fructose substrate proved the most sensitive substrate (75% positive 
response) when compared to the number of patients who tested positive for SIBO using glucose substrate (65% positive 
response). This patient group was divided into three time frames corresponding to how long the patient was tested post 
surgery; 1-6 months, 7-12 months, >1 year. Patients tested 1-6 months post surgery showed an 80% positive response for 
SIBO, 100% of patients tested after 7-12months were positive for SIBO while only 67% of patients  tested >1year showed a 
positive response for SIBO.

SIBO determined by HBT is common in patients following major gastrointestinal surgery. A prospective study on the 
prevalence of SIBO in all patients, weight preserving as well as weight losing, including the effect of antibiotic treatment 
and its outcome, is required.

24. Poor knowledge of risk factors for cancer amongst general public & health care professionals  

S. Cushen 1, L. Burns1, U. Kenny1, DG. Power2 and A. Ryan1, 1Dept of Food & Nutritional Sciences, University College Cork, 
Ireland, 2Department of Medical Oncology, Mercy University Hospital, Cork.

Knowledge of cancer risk factors has rarely been studied in Ireland. An understanding of this can help inform cancer 
prevention programs. A 48 question online survey was used to assess knowledge. 748 people took part, 126(17%) were 
Health Care Professionals (HCP). Mean age was 37yrs. 80% of public and 78% of HCP were concerned about developing 
cancer, however 15% of public believed if cancer was in their family there was nothing they could do about personal risk. 
20% of public and 10% of HCP did not know risk increases with age. 90% of both groups believe that genetics ‘strongly’ 
increases risk, 79% of public and 73% of HCP reporting that >10% of cancers are inherited. 

The top 5 risk factors listed were: smoking 87%, diet 76%, alcohol 42%, genetics 47%, and environment 31%. Only 32% of 
public and 41% of HCP were aware that obesity is a risk factor. 33% of public and 24% of HCP did not think the location of 
fat was important. 78% of HCP were unaware abdominal fat can cause inflammation and secrete substances implicated 
in cancer development. 94% of respondents believe stress is a risk factor and 68% believed cell phones increase risk. 35% 
thought ‘detox’ diets and 61% believed organic food reduced risk. The following were thought to increase risk: Aerosols 
(71%), cleaning agents (73%), cooking methods (68%), processed meat (86%), food irradiation (77%), and genetically 
modified food (81%). The majority were aware that berries, green tea, vegetables and physical activity (30 mins/d) can 
reduce risk. Only 33% of public and 35% of HCP knew that frozen vegetables/fruit are as good as fresh, 40% of public and 
28% of HCP were unaware that red meat is a risk factor, and 46% did not know salt can increase risk. 51% of public and 54% 
of HCP believe that a daily multivitamin is protective, and 24% of public and 20% of HCP thought they should be consumed 
daily. 29% of public and 24% of HCP believed wearing a tight bra increases risk of breast cancer, and 48% of public and 41% 
of HCP believed a blow to the breast can increase risk. 

A sizable portion of public and HCP are misinformed about cancer risk. Most are aware of classic risk factors but many 
overestimate risk attributable to genetics, environment, stress, and underestimate age, obesity and sunlight. One in 6 
members of public believes lifetime risk of cancer is non-modifiable. 
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25. Need for nutrition education programme: Laying the foundations of nutrition knowledge relevant to 
clinical and public health practice

S. Ray, C. Laur, P. Douglas, J. Redmond on behalf of the NNEDPRO Group, 1Need for Nutrition Education Programme c/o 
Medical Research Council, Human Nutrition Research unit, Cambridge, UK.

The Need for Nutrition Education Programme is an independent educational innovation and evaluation programme with 2 
phases. The objective of Phase 1 (2007) was to measure the effectiveness of a nutrition education intervention for medical 
students undertaking clinical training. It involved training weekends on clinical nutrition for 4th year medical students. The 
objective of Phase 2 (2010), Nutrition Education and Leadership for Improved Clinical Outcomes, was to assess if a training 
intervention incorporating clinical/public health nutrition and change management/leadership strategies, could equip junior 
doctors to improve nutrition awareness in UK hospitals. Two and a half years after the Phase 1 training, 3 participants from 
these cohorts joined NELICO and recruited up to 3 additional junior doctors from their hospitals. The 3 teams attended 
a training weekend based on the objectives, equipping them to run a hospital Nutrition Awareness Week. Knowledge, 
attitudes and practices evaluated at baseline and post training improved significantly from baseline to 4 months for Phase 
1 (p≤0.0001) and Phase 2 (p=0.03). Qualitative feedback was collected in both phases. Junior doctor led training sessions 
during the weeks were found to be particularly effective when combined with input from the hospital dietetics team. The 
weeks were considered useful by those involved and led to a wealth of lessons learned on how to improve hospital nutrition. 
These lessons are being used to develop the next phase of NNEdPro work. (www.nnedpro.org.uk)

This programme is supported by an unrestricted educational grant from Abbott Nutrition. 
NNEdPro is hosted by the British Dietetic Association and works in partnership 
with the Medical Research Council.
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