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Patients Eat and Recover (PEAR) 
A Nutrition Model of Care 



PHC requires a collaborative, system-based, approach to 
identify and address malnutrition  



• Poor nutrition status has been linked to many negative health outcomes. 

• Results from the Canadian Malnutrition Task Force (CMTF) Nutrition Care in Canadian Hospitals Study 
showed a malnutrition prevalence of 45% in Canadian hospitals

• Evidence that nutrition status often worsens during hospitalization

• Malnutrition and poor food intake have been associated with:

• increased risk of complications

• mortality 

• Increased rate of infections

• number of readmissions, 

• length of stay and 

• decreased functional recovery

Background



Patient Journey (9CD)



Challenges in Patient-Centred Nutrition Care

• No comprehensive approach to support patient-

centered nutrition care at PHC

• Nutrition screening on admission to identify those 

at risk is not consistently done

• Poor monitoring of critical nutrition parameters  

(e.g., food intake, body weight)

• Limited availability of food in between meals (ward 

stock)

Current Gaps

Knowledge and Workforce Related Challenges

• Variability in knowledge related to nutrition and 

malnutrition, exacerbated by a novice workforce, high 

staff turnover and provider bias

• Patients who need assistance at meal times often do 

not receive support (e.g., opening packages, sitting up, 

putting in dentures)



Data – KT Challenges and RD Audits
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On average, malnourished patients stay in the hospital three days longer than nourished 
patients (Agarwal, et al 2010)

Malnutrition has significant impact on patient outcomes and cost

Malnutrition can result in a cost at SPH of over 40 million dollars annually, based on increased 
LOS

• 2022 Census Data = 52,453 patients admitted to SPH

• 45% of patients are malnourished (from CMTF) = 23,604 patients

• 3 day longer LOS =  23,604 patients x 3 days = 70,812 days

• Cost = 70, 812 days x $528 (7AB) to $620 (7CD) = $40,220,960 to $43,903,161

If we optimize our model of care, we could reduce the LOS in specific patients with malnutrition, 
resulting in positive outcomes

Impact of Malnutrition



The PEAR Model of Care is a patient-centred, comprehensive, and evidence informed model that recognizes the crucial role of food in supporting 
patients' recovery during hospitalization. 

The approach emphasizes the prevention, identification and treatment of malnutrition, and outlines clear responsibilities for the interdisciplinary team

The model aims to ensure comprehensive nutritional care that addresses both the fundamental and specialized nutrition needs of patients

Key components of this model are:

1. Delivering care that matters to patients

2. Improving knowledge about nutrition and malnutrition

3. Adding a Clinical Diet Technician (CDT) to the staffing mix to address gaps in basic nutrition care

• Specific nutritional training allows the CDT to help with screening, monitors weight and intake, assist at mealtimes, offers snacks, ensure 
proper dental care for meals, encourage patients to sit up or go to the dining room for meals

• The CDT alleviates workload for Nursing and RDs, allowing these professionals to deliver specialized care

4. A team-approach with clearly defined roles for dietitians, nursing, CDT and interdisciplinary team

5. Implementation of best practices such as consistent, and timely nutritional screening and monitoring, strategies to increase food intake, as 
well as specialized assessments and interventions

Patients Eat and Recover (PEAR) Model of Care



Utilize surplus dollars from unfilled dietitian positions to hire a CDT; post and hire CDT

Trial PEAR model on 9 C/D: September to March, 2023

Goals:

• Increase team knowledge related to nutrition and malnutrition

• Improve identification of patients with malnutrition, and monitoring of patients at risk of malnutrition by 

measuring food intake and body weight

• Improve patient intake during hospital admission as a means to reduce risk of malnutrition

• Utilize CDT role to address current gaps in care and reduce workload for nursing and dietitians, allowing them 

to deliver specialized care

• Evaluate patient outcomes and staff satisfaction

• Develop a sustainment plan if evaluation indicates positive results

PEAR Pilot
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