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Figure 2. Computed tomographic scans of the thigh in a patient with septic shock at baseline (4) and

— 7 days later (B) showing the changes in muscle volume.
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Apeeringststrategi hos kritisk syge

Hci End. Hungcr VUSA 2

eening af alle.

enfor det 1. dogn efter ITA-indleeggelse, forudsat
/ N Start EN, opbyzg til fuld dosi

ringsrisiko:
ag 7 ved svigt af fuld EN.

ervejes ved EN<75 % af behov fra dag 3 hos:

darlig ernseringstilstand (BMI < 18,5)

> 5 kg indenfor 1 - 2 maneder for indleggelsen eller
ved minimalt kostindtag (0 - 25 %) i den seneste uge
pitalsindleeggelse > 7 degn for ITA

ventet langvarig indleeggelse pa intensivafdeling

fV A‘\‘ Ekstrem katabolisme, f. eks. brandsar eller sveere kranietraumer
eV 4
7 4

N

N7 |

yay |



Individualiseret strategi
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Days since ICU admission
ICU admission Indirect calorimetry Indirekte kafl\orimetri
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Proposal for targeted nutrition delivery in critical illness

Kcal/kg/day

it
40
35
30
25

20

15

Protein (g/kg/d

Protein delivery

Sepsis

Severely
trauma

malnourished?

Total kcal Activity/
delivery in well rehab
nourished Pt increases

Acute phase Chronic phase Recovery phase
0-5 d post ICU -admit) (5+ days post ICU -admit) (post-ICU discharg

Wischmeyer
Curr Opin Crit Care 2016, 22:279-284



nerel deficits ved ITA ernaering

Daily Delivery of Energy

Patients received for 12 days
only 55-60% of their needs

V. Daily Delivery of Protein

Patients received for 12 days
only 44-64% of their needs

) o}
x0 4 1:’) x0O & %0 x0 o '5‘) x0

Body Mass Index M Prescribed

M Received

Alberda C, et al. Intensi

> a0
A0 & 5 :

Body Mass Index

{':f;t*(-;‘rmm The relationship between nutritional intake

Nnomi Jones, and clinical outcomes in critically ill patients: Alberda C, et al. Intensive Care Medicine 2009
Khursheed Jeejeebhoy . . . ! ’

Andrew G. Day results of an international multicenter

Rupinder Dhaliwal .

Deren K. Herled observational study



ITA Protein-energi

TABLE 1. Characteristics of Patients in ICU Four or More Days and in ICU Twelve or More Days

Characteristic SampleinlCU=4d Subsample in ICU= 12 d

Mao. of subjects
Age (y7)
Gender, n (%)
Male
Female
Days in hospital prior to ICU admission
No. of comorbidities
Admission category, n (%)
Medical
Surgical elective
Surgical emergency
Acute Physiology and Chronic Health Evaluation 1
Sepsis-Related Organ Failure Assessment
MUTrition Risk in the Critically lll score
Body mass index (kg/m?)
60-d mortality, n (%)
Goal protein intake (g/kg/d)
Actual protein intake (g/d)
Actual protein intake (% goal/d)
Goal energy intake (kcal/kg/d)
Actual energy intake (kcal/d)
Actual energy intake (% goal/d)
Mutrition evaluable days (d)

2,853
61.2(17.3)

1,739 (80.8)

1,114(39.1)
4.3(14.3)
20(1.8)

1,845 (B4.7)
241 (85)
767 (26.9)

29.5(8.5)
89(37
48(20)
270 (75)
879 (30.8)
1.2(0.3)
51.2 (25.8)
5B8.9 (25.9)
24.1 (5.5)
1,100.0 (409.0)
62.4 (26.8)
983 (276)

1,636
597 (17.4)

1,003 (62.5)

602 (37.5)

45 (16.0)
20(1.8)

1,058 (66.0)
121 (75)
495 (26.5)
222 (79)

9037

48 (20)
275 (78)
402 (24.6)

12 (0.3)
570 (24.0)
B4.5 (23.7)
240 (5.6)

1,200.0 (500.0)
685 (23.1)
120




Hvorfor kun 60% ?

Reasons and frequencies for enteral feeding cessations®

Reason No. of occurrences
(Yototal)

Procedures (bedside and operating room) T3 (41%)
No reason documented 38(21%)
In anticipation of extubation 27 (15%)
Hemodynamic instability or shock 11 (6%)

- Gastrointestinal intolerances 17 (9%)
Vomiting 6 (3%)
Aspiration 4 (2%)

- Larger gastric residual volume T (4%)
“Tube problems™ (clogged, malpositioned, etc.) 5(3%)
Bath 3(2%)
Transfer to another floor or hospital 3(2%)
High blood sugar 1 (0.6%)
Absence of bowel sounds 1 (0.6%)
Total 179

* Listed are individual reasons and relative frequencies of each reason in
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Nutrition Day 4131

Prot/G

Kcal/

Kcal/G

Prot/

Prot/

1460 kc

58 g

2057

63

1391

133

1608

87

2200

80

2157

1976

43

280

11

2268

1515

76

1028

79

398

20

1500

75

1613

85

1498

75

2520

94

95,9%

2565
99,1%

80,7 %

107

84,4 %
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1gen studier om erneeringsterapi
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deficits efter ora
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NN lingen af energi og protein til
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GOOD NUTRITIONAL PRACTICE FAILS
\VHEN PATIENTS ARE TRANSFERRED

Systematisk
lIitteratursegning

o 4 400 abstracts

A N
/L/A . Segeord: feeding behavior, nutritional status, nutritional
; 3 assessment, body weight, malnutrition, weight, chronic
Y 4 PubMed 60, Embase 240, Cinahl 100 obstructive lung disease, COPD, clinical handover, patient
B /“’ care, transfer, transition
4 A
R 9
A , i

gﬁ ; " - 1artikel

;'v‘» \ e et O o The article focuses on the pivotal role of the
¥ N ransition of patients wit across ciferent care | 1, s pitalist in promoting and facilitating the
' settings: Challenges and opportunities for hospitalists - . .
g Kilde: Chuang C.Hospy2ract (1995). 2012 Feb;40(1):176-85 steps toward improving quality outcomes and
& ; transitions of care for patients with COPD
&y 2
v A



Alle patienter med diagnosekoden GOOD NUTRITIONAL PRACTICE FAILS
kronisk obstruktiv lungesygdom - KOL. v \WHEN PATIENTS ARE TRANSFERRED

Alle patientjournaler, hvor patienten har
mindst en indleeggelse pa et intensivt
afsnit, alternativt intermedicert afsnit i
lgbet af sit indleeggelsesforlab i 2013.

Alle patienter med > 3 dages samlet
indleeggelse.

Foreliggende information om GNP
Blev dokumenteret.

Information om hvorvidt erneeringsstatus
og terapi blev vidergivet, nar
patienterne blev flyttet til anden afdeling

Table 1. Demographics, anthropometrics and Length of Stay (LOS), N=21.

Age,Years Men/Women BMI admittance LOS Hospital, LOS ICU,- Number of
(N=11%) LEVES GEVE transfers

13 M/8 W 22.8 23.1
(14.5 - 30.3) (3 - 115)

*Only in 11 cases it was possible to estimate BMI, since there were no data of both weight and
height for the other cases.




GOOD NUTRITIONAL PRACTICE FAILS
WHEN PATIENTS ARE TRANSFERRED

BETWEEN WARDS =l

Z,

(A

Tma Beermzmnl Kann Kaasl:»yz
ic Anesthesia, AALBORG UNIVERSITY HOSPITAL, Aalborg, Denmark

Dietitian involved
Nutritional information at discharge
Nutritional information at transfer
Monitoring of weight
Monitoring of nutritional intake

Nutritional requirement fulfilled

4_; HOS 8 Pt er der Assesment of nutritional requirement
" 4 information om erneering
g “ 1 Overgangene mellem Assesment of type of diet
). afdelinger - ikke i hele forlgbet
47 " Hos 3 pt. er der info. om erneering
v -~ ved udskrivelsen
- hos 1 pt. er der fulgt op

Nutritional screening during hospitalization 2 pt er blevet Vejledt
af dieetist i forlgbet
Nutritioan! screening at admittance —e ft er th 1 0 g 2 m dr.

indleeggelse




GOOD NUTRITIONAL PRACTICE FAILS
ppuVHEN PATIENTS ARE TRANSFERRED

Manglende plan for ernzering
Diskontinuitet i erneeringstilbuddet
En lav prioritering af erneering
Manglende screeninger

Manglende fokus pa spisesituationen
Patienterne taber sig og erneeres ikke

tilstraekkeliot ,
, 5 Et skridt frem
/AN 0g to tilbage..

ing med i overgangen mell



INTACT

,/ A & 200 ALI on EN Kaplan-Meier Estimates
aPm 13%PN

o @ IMNT: 1798kc/82gP

V A \hEI SINSC: 1221kc/60gP

o o
w [=)]

o
=
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Cumulative Proportion
o o
N w

1 . 0.1
ED1 -> Hjem -
0
|
Days in ICU
: Variable IMNT (n= 40) SNSC (n = 38) P Value
i Hospital LOS, d 27.2(18.2) 22.8 (14.3) 33
ICU LOS, d 15.5(12.8) 16.1(11.5) .83
Number of days between hospital admission and enrollment 8.8(8.7) 6.4 (6.6) A7
Days on ventilator (median, IQR) 6 (4-10) 7 (3-14) 85
Number of infections, n (%) 5(12) 8(21) 2
¥ | Any hyperglycemic event, n (%) 30(73) 26 (68)
P @ Number of days with hyperglycemia 2.2(3.0) 2.44.0)
. N Any hypoglycemic event, n (%)" 12 (29.3) 11(28.9)
: | Number of days with hypoglycemia 0.3 (0.6) 0.9(0.7)
Y N Insulin received per day, U 23.6(47.6) 14 (23.6)
‘; 4 Insulin received per day on days insulin was received in 77.7(70.4) 35.9(27.9)

participants who were given insulin, U

W Dicd 16(40.0'_ 6(15.8)



Percent of Kcals Needs

© 0 6 0o 0 O
N W os oD

Cumulative Proportion

=]

INTACT

Mean Percent of Needs Riceived

Died in ICU or Discl arged t>» Hospice
Kaplan-Meiel' Estimat s

Da rs in ICU




*ITA- studierne om
dlig ernaering, SPN, underfodring

t

SPN Early PN

oo

eS
o

C\
°

Alberda Weijs

2000 2010 20110y 2012 2013 2014 - 205,00 90i6 2017
A L
((,3\\/ INTACT EAT-ICU

I Kutsogiannis I

Arabi’ | EDEN

Epanic
# Underfodring
PRandomiseret [ Observationel ]



EIdens

1dier med hospitalspatienter som
aelsdeeliaiieicie ved at bruge metoder, som
- y ens evne til at reportere
N et, estimerer aget og beregner de
L duelle fade emners indhold af forskellige
ingskomponenter.
: 1 af med

5 0g detaljeret data om ener%i og protein
regnes for guld-standard blandt frit livende

er.
i litteraturen

A1V

1 Men
*  for hospitaliserede patienter.
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ENergyandprotein deficits
inpatientsadmitted with a traumatic brain injury

vt indlagte voksne patienter med moderat til sveer
I Glasgow Coma Scale 3-12 gennem 12 maneder.

y A

84 N
, L: :Ebservationelle datapaenergi og protein tildelt OR/EN/PN
* -esamlet

105 patients with a TBl assessed for

eligibility

JlRdae 90 sammenlignet

55 patients were excluded
] GCS =12
15 Anficipated to die imminently
2
1
1

el clicetist ordinationer. )15 fuicoatedio do

In 1CJ =48 hrs
DIC prior to consent

—— 5

4T patients were approached for
consent

Orale indtag blev kvantificeret o

& ved at Veje maden er/ efter

’\/3 maltiderne tre dage per uge. .

39 patients provided consent for ward
data

Al N
& " 2 excluded at a later stage (1 no
] 3 TBIl on MR, 1 discharged prior to
Vv . data collection)

37 patients in cohort



ENergy andprotein deficits

Mean tid til start af oralt indtag var
17.5 dage efter ITA indleeggelse.

Til oralt erneeret patienter en lang
reekke dieeter var tilradighed.

m Other source
« Propofol
= Oral

63% fik pureret, blendet eller most
dicet pa et eller andet tidspunkt, 22%
Wesk1 Week? Waskd Week 1 Wesk? Week3 havde behov for en bled dieet.

B: Protein

Under hele hospitaliseringen
avancerede 32 % til standard, fuld
dieet.

Energi deficit var sterre hos de alene
oralt erneeret end hos alene EN

erneeret. Mean protein deficit var dog
ICU- ICU- ICU- Ward- Ward- Ward-

Week1 Week2 Week3 Week1 Week2 Week3 €ns.

Chapple et al. Clinical Nutrition 35; 2016: 1315-1322



Nergy and protein deficits
ypatients admitted with a traumatic brain injury

Afbrydelser af EN:
A\ Faste til kirurgi eller

Week 1 Week 2 Week3 Week1 Week2 Week2

o 38% af tiden pa ITA
| | o  24% af tiden pa

P

.Z y. & . °
Vi stationeer afdelmg
B4

4 m ICU- ICU- ICU- Ward- Ward-  Warnd-
Ay N Week1 Week2 Wesk 3 Week1 Weesk2 Week 3



/]

Az Enargy (koal)

B: Protein (grams)

A1ergy and protein deficits
mpatients admitted with a traumatic brain injury

Patienterne havde mean
kumulativt deficit af 18,242 kcal og
1315 g protein.

Patienterne fik 39% af energi og
40% af protein behov pa ITA.

Patienterne fik 35% af energi og
35% af protein behov pa stationeer
afdeling.

Patienterne havde signifikant

(407 vs 652)
kcal.

Protein deficit var ens (37 vs 30) g.



IErgy dand protein deficits
patients admitted with a traumatic brain injury

oste fund:

ergi og protein deficit forekom
dleeggelsen.

cit vedblev efte
INg.

edforte saledes betdeligt ernzeringstab
hele hospitalsopholdet.

tning til stationeer

Ora rneeret patienter havde storre energi og
protein end deficit fuldt sondeernzerede

U NG S
NS

Chapple et al. Clinical Nutrition 35; 2016: 1315-1322 Help End Hunger UsA22.



H1Ergy dand protein deficits
patients adntitted with a traumatic brain injury

indtag overstiger ikke 55% af estimeret

ubation og afsluttet respirator behandling
Peterson SJ. JADA 2010;110:427-33

AdPS
ion mellem re

Y 4
AN

0 Day? af hospitalspatienter fandt
t oralt indtag og oget mortalitet.

Hiesmayr M. Clin Nutr 2009;28:484-91

Kliniker
indtag e

- “8@0 0 i overgangsfasen til oral erneering.

sasom
rv ordination af energi- og proteinberiget erneering og ONS
r"\w - supplement og sondeerneering.

QW 4

%*‘/ | Chapple et al. Clinical Nutrition 35; 2016: 1315-1322
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Figure 1. Trend of percentage of patients who reach the protein indicator in time
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2006- 2006- 2006- 2006-  2007- 2007- 2007-  2007- 2008 2008- 2008 2008- 2009- 2009 2009 2005
1 2 3 + 4 * 1 2 3 * 4 1 2 3 4 1 2 3 4

Quarters 2006-2009
M Day4

Day 7
= |CU length of stay

Arrows show at which point in time interventions were implemented: in yrd quarter of 2006: daily report by e-mail; 1st quarter 2007: advice button;
4th quarter 2007: implementation of advice in medical notes.

“" Strack van Schijndel et al. NJM 2009
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Intensive care unit (ICU) feeding algorithm

=, o=
Conditions that exclude
At ICU admission, is patient
Yes a candidate for enteral nutrition No "e(::nftz:;"r}ﬁt'::ig;
or total parenteral nutrition? @ e
Tolerating adequate oral
. intake
Yes Can enteral nutrition No Oral intake 5
be started within 24 h?
Will receive oral intake
within 24 h
Perform gastric challenge Begin total parenteral nutrition or
(Goal: 280% of nutritional requirements by 72 h) Conside_r total parenteral with Receiving palliative care
Use full-strength concentration glutamine L )
Consider using prokinetic with challenge Rejtsni'ess for 9"2'3':‘“3’ for enteral @
nutrition every
Assess every 12 h </ Conditions that warrant
‘ starting parenteral nutrition

Acute pancreatitis®
Is patient tolerating gastric challenge

1 ica
Yes/  and will be able to receive >80% of No Enteric Snastbmoss
nutritional requirements by 72 h? Ischemic bowel
v Enteric fistula
At 72 h, is patient receiving Imminent bowel resection

Yes 8 0 5% of nutritional No Use prokmgtuc and/or Imminent endoscopy

= postpyloric tube )
requirements? Bowel obstruction

High nasogastric losses on

admission
Yes At 72 h, is patient receiving No Severe exacerbation of
280% of nutritional inflammatory bowel disease
\ requirements? 3 )

i ) Continue enteral nutrition to maximum tolerated®
Increase enteral feeding rate to achieve Supplement with parenteral nutrition

100% of nutritional requirements
E °q Continue enteral nutrition challenges every 12 h

Effect of Evidence-Based Feeding Guidelines on
Mortality of Critically Ill Adults: A Cluster Randomized
Controlled Trial

@
Cnline article and related content
current as of January 19, 2009,

Gordon S. Doig; Fiona Simpson; Simen Finfer; et al.

JAMA. 2008;300(23):2731-2741 (doi:10.1001/jama.2008.826)
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Diskretion: Ej udfyldt Patient-F| PAL: Ingen Indl. dage ITA: 23
Modt.: 30-10-2017 14:06 . - Fuld b diing Forholdsregler: Ingen best.ford. ; det (se AL: Ingen Vagt 73 kg
eng: RH 4131AN1TM 3, 14/ 141 ftolk: sk, Nej Forskning: Ingen 2
holdssied: 14.1

s UNS
Indgift/udskillelse
P Tabel | Iga Graf affl Akkumuleret | [72| Opdater

4 30-11-2017 | 24 time | Udvid alle  Skjul alle |+ AL Emaering
Resume

Stuegang 2!{ “r?n\r - 25‘;: nov 2 ,:'OV -25 nov 2€{,“rj|0v -2?‘. nov 27;:'0” '? nov 281':'0" - 23 nov 29w.0v - q nov 3l?hrlnv - I‘.dec

06:01 - 06:00 06:01 - 06:00 06:01 - 06:00 06:01 - 06:00 06:01 - 06:00 06:01 - 06:00 06:01 - 06:00

Indgiftiudskillel.. +~ Energi (kcal)
> . TPN, Smofkabiven 1600 Kcal 1 203 keal 1.305 kecal 305 keal

MNutrison Protein Plus 1000 ml:... 1.587 5 keal 1.391,3 keal 1.498.8 kecal 1.152 .5 keal 358,8 kecal 16325 keal 5413 keal

= Glucose (g)
TPN, Smofkabiven 1600 Kcal 1... 24 gr’ 152 gr 35ar

Nutrison Protein Plus 1000 ml:... 1803 g 1581¢g 1703 g 13059¢g 40849 1855¢g 61549

Vis journal +~ Fedt (g)
Vis ekstern kor.. TPN, Smofkabiven 1600 Kcal 1... Tgr 46 gr 11gr

Nutrison Protein Plus 1000 ml:... 62249 bdbg 588 4g 452 g 141g 64g 21249

= Protein (g)
TPN, Smofkabiven 1600 Kcal 1... 9gr 60 gr 14 gr

Resultatg Nutrison Protein Plus 1000 ml:... 80g 701g 755¢g h8.1g 181g 823g 27.3g

T [ Energi (kJ)
Diagnoseliste [» Totalt en®ringsindtag

Mavigatorer

Motater > Medicin- eller veeskeinfusion volumen (ml)
N (mbkg)

. [» Blodprodukter (ml)
=~ Sonde volumen (ml)

Indgift: Medicinindgift pr. sonde. ..
Nutrison Protein Plus 1000 ml-_.
[ Medicininfusion bolus volumen (ml)
[ TPN (ml)
[ Andet volumen (ml})

Samlet indgift
(mifkg)

[» Urin (ml)
(mikgit)

[» Dialyse (ml) 2309
[» Affering 200 150
[» Bladning (ml)
[> Pleuradraen (ml) 50 10 15

[» Perspiratio (ml) 500 600 600 600
Samlet udskillelse 3 3.452 3.074 3.810

Netto ind/ud 957.9 768 39.8 463
Fresrs Netto siden indlzeggelse (31-10-2017) -368,5 22085 22483 27113

Mere 3

JORGEN W. ' m1 Feaerdiggerelse af jounal  Future/Standing Orders
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M-Nulihion | Labo Moke- | Glycfwe | Equipsment-
20804 2% 26304 273 20504

BAM
aaiiene: | |4 | 44| 4 R EOREEONE L 1200 u

Surveillance Metaboliqi | | v‘ [ Valeuracwelle ~ I~ |
CibleEnergie | (1'800  1'800  1'800  1'B00 1'800 | |1'800 Energy Target
Energie_24H 7 1 [1'46D  |2'410  |2'425 |3'139  [1'942 | 2 12109 | Energy delivery
Energietv_24 7 527 |32 [360 310 | (371 |80 | [436 | IV energy
EnergieEN_24H 0 ; (1'080 200 12'078  |2'768  |1'762 1'780 588 [1'672 | Enteral energy
BitanEnergieCUM -1'3 2'132 |-2'472 |-1'8B1 [-1'238 [101 245 607 1147 |1'856 | Cumulated E balance —
BesoinEnerg-30 R 1 |1'800 1'800 |1'800  |1'600 |1'800  |1'6O0 | | Ta,ge[ 30 keallday 2
Poids-Gilan ¥

DekaPol a 78 |75 3 G 67 1 4 a4 E 23 Waeight change
BilanHydngue24H 2: -4 885 1202 2162 '1'707 "3'37'? 3'239 2'403 2'32 | Fluid balance
RouteAliment Post-py Post-py Post-py Post-py Post-py Post-py Post-py |Post-py Nutrition route
Survaillance Metaboliq
e524H 0 0 0 |27 |4 |76 |75 e |54 [ [53 |70

2524H . : 202 |34 |582 |B4d4  |796 769  |792 (748 |94
Glucides24H - - 137|187 32 | 255 ) (304 |38
Inswine24H . 20 : 84 |83 25 g . 13 o
‘ 343 (039 [e27 | 52 |13 571 | 319 o

Il Bilon Caloriqu...
-o- fMbamine

- Poidsfictuel
-8 Prealbumine

231220041528

Berger. Nutrition 2006



/

Patient and unit characteristics Period 1 (before CIS
’“‘// Patients (n) 3
= . 4 Study days (n) 54
h “ Age (y) 49 = 18
W Weight (kg) 77+ 15
" N SAPS 11 27 + 11
@\  BSA (%) 29+ 13
PAEN < =30% BSA 19/11
L ¥ | [ength of ICU stay (d) 2518
Lt Mutritional and quality indicators
Missing data’
Energy delivery 31(5.7%)
Route of feeding 23 (4.2%)
— Weight 0
b Enteral access
Gastric 18
/f Postpyloric’ 12
N Energy delivery
y Mutritional energy delivery (kcal/d) 1830 = 850
? Energy by gastric route (d) 1390 + 760 (220)
= Energy by postpyloric route (d) 2085 = 50 (271)
‘ Energy by PN (d) 2625 + 415 (29)
7 A Non-nutritional energy (kcal/d) NA
oy Total energy delivery (kcal/d) NA
\oe “ Daily energy delivery (kcal/kg/d) 24+ 12
2 g Days with enteral energy delivery
> Ll\ =25 kcalkg 223 (20%)

y \ =30 kcalkg 160 (14%)
V 4 Days with total energy delivery
" =30 kecal/kg

Weight loss (kg)

LNOYGap Strategi

Period 2 (after CIS)

23

610
33 =21
71 £ 14
34*12
30 = 21

15/8
29+33

0
14 (2.3%)
0

4
19

2095 = 990
605 = 555 (66)
2280 * 35 (495)
2445 = 710 (35)
140 *= 200
2245 + 1005
3115

425 (38%)
358 (32%)

396 (35%)
—0.7 * 64

P

0.034

Computer information
system fremmede
standardisering af
erneeringsterapi og
monitoring

Nedsatte tidsbehov til
journalfering og
dataregistrering

Erneering tildelt var
neermere mal, sa terapien
blev forbedret.

Hos brandsarspatienter var
bedre data synlighed
associeret med forbedring i
erneeringserapien og gav
mindre veegttab

Berger. Nutrition 2006
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Continuous Data Collection

Ventdator

Med-Surg Patient Room
Perlodic Data Collection (mabile)

HL? Data sl

Vendor Proprietary
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Authentication s

Capsule Secure Data




Wed udskrivelse fra
mtensiv ERNARINGSTERAPI

v'\ /"
Y %-‘\ ’r \

N
PN ;

ersonligt og straks en preecis og opnadelig
eringsplan til neeste behandler: atdeling, egen
leege, genoptreeningsfacilitet, hjem

~Jo Screen ikke igen, FORTSAT erneeringsterapien

ls Fuldt integreret computer system, fra ITA til hjemA

‘4 o ITA post udskrivelsesteam, MITA
o Vier alle del af Erneeringsteamet !!




Erneering fra intensiv afdeling til
stamafdeling
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