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Abstract

Background: Malnutrition is common and is a major chial health problem. The frequency of malnutri
and of the risk of developing malnutrition is tyalig high amongst older acute care inpatients.dselrelatio
between malnutrition of the hospitalised patierd @oor outcome (e.g. complications swshinfections ar
pressure ulcers) is well documented. Malnutritibowdd be timely recognized by a validated screenaa
and appropriate nutritional care should be provigechalnourished and at risk of malnutrition patsen

Aim: The present resear aims to provide an estimation of the prevalesfcmalnutrition in older inpatien
admitted to the internal medicine department of rae® public hospital. Another objective of the e
research is to estimate the percentage of patigatsified & malnourished that were offered Oral Nutritic
Supplements (ONS).

M ethodology: During the first trimester of 2018, 147 older pat&>65yrs (mean age 78.2 + 7.2 yrs464.
women) were screened for malnutrition with the dtadized screening tool Mini Nutritional Assessment
Short Form (MNASF). Patient’s medical records were reviewed ireptd assess the use of Oral Nutritic
Supplements (ONS).

Results: According to MNA-SF, 20% of patients were malnshed (MNA-SF score @) and 52% were
risk of malnutrition (MNA-SF score 8-11). Among$s 20%) malnourished patients only 8 received ONS.
Conclusion: Our research findings confirm the relevant reseditdrature m the high prevalence
malnourished or at risk of malnutrition amongsteslthternal medicine inpatients. Moreover, our fimgs als
demonstrate the increased likelihood of inadeqnatgtional intervention as exhibited by the lindtaumbe
of malnourished patients provided with ONS for emdement of energy and protein intake.

Keywords: Malnutrition, Screening, Older Inpatients, Oral Nlidnal Supplements

related factors that reduce intake despite
availability, increased nutritional requirements
Malnutrition is common and is a major clinicalrelated to disease and other factors such as poor
health problem, nevertheless it often remainguality or/and presentation of foods in the
unrecognized. The frequency of malnutrition antiospital setting, reduce dietary intake and thus
the risk of developing malnutrition are typicallylead or worsen malnutrition of hospitalized
high in the elderly and the polymorbid internapatients (Agarwai et al., 2013). After hospital
medicine patient (Agarwai E., 2013). Diseasadmission, deterioration in nutritional status
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often occurs unless action is taken to preventtittatments), due to increased nutritional
(Cederholm et al.,, 2017). Nutritional supportequirements, malabsorption, reduced intake due
(ONS, enteral and/ or parenteral nutrition) i$o inadequate availability, quality or
often not used early enough or frequently enougiresentation of food in the hospital setting, lack
to prevent or treat malnutrition, despite a largef recognition of malnutrition and treatment
and growing evidence base that suggests benefitggarwai et al., 2013, National Institute of
when nutritional support is usedClinical Excellence, 2006).

appropriately(National Institute if Clinical By identifying older persons who are
Excellence., 2006). A close relation bet\'vee'r"nalnourished or at risk of malnutrition at

malnutrltl_on af‘d poor outcome, e.g. mcreaselq spital admission the nutritional support team
rates of infections and pressure ulcers, delay%gn intervene earlier to provide adequate
wound healing, increased length of hospital Sta}‘mritional support, prevent further deterioration

increased duration of convalescence after acu o ) .
illness as well as increased mortality is wel malnutrition , and improve patient outcomes
y Lamb et al., 2009).

documented in older persons (Starke et al,
2011, Vanderwee et al., 2011). Independent of specific diagnosis and also in
overweight and obese persons, malnutrition and
its risk should be systematically and routinely
The present research aims to describe tisereened at admission to acute care hospital
identification of malnutrition and the provisionusing validated tools and thereafter in regular
of nutritional support in older adults in a Greekntervals depending on the patient's condition
Public Internal Medicine ward. Researci{Kodrup et al., 2002).
objectives are to estimate the prevalence %
malnutrition in older inpatients admitted to the
internal medicine department and to estimate tHel7 elderly patients >65yrs (mean age 78.2 + 7.2
percentage of patients identified as malnourishetds, 61.4% women) were screened for
who were offered ONS. malnutrition with the standardized screening tool
Mini Nutritional Assessment- short form (MNA-
SF). MNA-SF is a validated screening tool
Nutrition is an important modulator of healthdeveloped for older adults (Vellas et al., 1999,
and well-being in older persons. Due to manifaiser, et al., 2011, van Bokhorst-de van der
factors, nutritional intake is often compromised&chueren, et al.,, 2014). In addition to standard
in older persons and the risk of malnutrition iscreening parameters (low body mass index,
increased. Reported prevalence rates greatipn-volitional weight loss, reduced food intake,
depend on the definition used, but are generaltisease burden, (Kodrup, et al., 2002) it includes
below 10% in independently living older personswo important parameters often afflicting older
and increase up to two thirds of older patients iadults that may lead to the development of
acute care and rehabilitation hospitals (Ceredamalnutrition, namely immobility and dementia/
al., 2016). depression- and thus, besides malnutrition also
Particularly in case of acute and chronic i"nes%onsiders an existing rigk of malnutrition. If BMI
IS not obtainable, calf circumference can be used.

nutritional problems are widespread and .
reduced dietary intake in combination withz?‘he MNA short form can be completed in a few

effects of catabolic disease rapidly leads ?gg?ézz ag;j at;e gg%%joc'jn al\l/llaiin?r:g(éxsiflgggs
malnutrition. Older internal medicine patient: alculatéd accardin to tri/e formula. weiaht in
have inadequate nutritional intake to mee% 9 9

Resear ch questions and Hypothesis

ethodol ogy

Background

. . . .
nutritional requirements due to either reduce |Io_grams/ helg_ht in meters* height in met_ers).
eight and weight were measured according to

intake when food is available (anorexia due t andard techniques when possible. If the patient
disease, gastrointestinal symptoms related ?(S 9 N P ' patie
as unable to stand, height was measured using

drug use eg. nausea, anxiety or depressm[ e indirect method of knee height with a sliding

wz:;lr:gssgettéggor;?r?;iotr? %?Utgr;'g'prrgglzcrlneslgnehe height CIcallri]loer accc;rding Ito standa;d
e ) . echniques and the use of population-specific
difficulties chewing e.g. no den_tures,_tastlng_,lor%rmulg o calculate heightp fﬁom star?dard
intake contraindicated e.g. intestinal failure ormula (Elderly Italian men13 [SEE = 4.3

enforced fasting for diagnostic tests Och]=94.87 + (158 x knee height)— (0.23 x age) +
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4.8 Elderly Iltalian womenl3 [SEE = 4.3findings 11% of research participants have BMI
cm]=94.87 + (1.58 x knee height) — (0.23 x age¥x21 kg/nf. There is substantial regional variation
(Donini, et al., 2000, Rubenstein, et al., 2001) in the use of the BMI as a phenotypic criterion
for malnutrition diagnosis (Cederholm, et al.,
2018). Nevertheless most existing approaches
According to MNA-SF, 20% of patients wereused in screening and assessment of malnutrition
malnourished (MNA-SF score 0-7) and 52%nd cachexia ( MNA-SF, Nutritional Risk
were at risk of malnutrition (MNA-SF score 8-Screening-2002, MUST, European Society of
11). As far as food intake is concerned, 8.7% dfarenteral Enteral Nutrition 2015, Subjective
patients experienced severe decrease of fo@lobal Assessement etc) include BMIL.
intake and 2% moderate decrease in food intak€ederholm, et al., 2018) According to GLIM
As far as non volitional weight loss is concernedriteria for the diagnosis of malnutrition the cut
19.7% of patients experienced involuntaryff point of the phenotypic criterion of low body
weight loss during the last 3 months greater thanass index is <22kgfm for older adults

3 kg, 7.9% did not know and 21.3% experience@70years). Taken the above into consideration
weight loss between 1 and 3 kg, while 51.2% djur findings exhibiting only 11% of the research
patients did not experience any weight losgarticipants with BMI<21 are in accordance with
10.2% of patients were bed or chair boundyrevious existing literature (Kaiser, et al., 2010)

18.9% were able to get out of bed/chair, but difj individuals who are identified as malnourished
not go out, and the rest 70.9% were able to Ieane

their home and go out. 90.6% of patients suffered at risk .Of maln_u_trltlon by screening, a
prehensive nutritional assessment should

psychological stress or acute disease in the p o ) . .
three months and only 9.4% did not. Accordin Ogﬁrgw.' providing '|'nformat|.on on k!nd and
everity of malnutrition and its underlying causes

to careful review of the patient’s medical recor well as on individual preferences (regardin

the use of professional judgment and after askirigod and beverages asp well as entegr]al ar?d

the patient, the nursing staff and/ or the caragiv erag .
Qarenteral nutrition) and resources (e.g. chewing

the researchers full filled question no 5 of thand swallowina  ability. eatina  dependence
MNA-SF. Among participants 12.6% did not 9 Y 9 b '

; - . strointestinal function, severity of disease,
experience severe dementia or depression, 52 8% y

experienced mild dementia and only 27.6% dﬁgligt er'[)g_)IgnZOOS:ILSS) VI)(I)liertnztggﬁ?:éertg%rfgy
not experience any psychological problems. ' N ' ' )

3.1% of patients had BMI <19kgfn7.9% of Dietary counselling, food fortification,
patients had 19 kgfaBMI<21 kg/nf, 5.5% of additional snacks and ONS are options to
patients had 21 kg/mBMI<23 kg/nf and 83.5% increase daily dietary intake by the oral route
had BMI>23 kg/nf. Amongst 25 malnourished (Baldwin, et al., 2016). According to evidenced
patients only 8 received ONS. based recommendations hospitalized older
persons with malnutrition or at risk of
malnutrition should be offered ONS, in order to
Large scale studies show that about 1 in 4 adultaprove dietary intake and body weight, and to
patients in hospital are at risk of malnutrition ofower the risk of complications and readmission
are already malnourished (Jensen & Cederholif\olkert, et al., 2018). Oral Nutritional
2018, Kaiser, et al., 2010). Malnutrition isSupplements are energy and nutrient dense
common across a variety of hospital wards and jgoducts designed to increase dietary intake
especially prevalent in geriatric wards (Meijerswhen diet alone is insufficient to meet daily
et al., 2009, Cereda, et al., 2016). Our researpltritional requirements. Compared to usual
findings relatively to prevalence of malnutritioncare, high protein ONS demonstrated a range of
(20% of patients classified as malnourishedffects across settings and patient groups
(MNA-SF score 0-7) and 52% classified as ahcluding reduction in mortality of up to 24% vs
risk of malnutrition (MNA-SF score 8-11) are instandard care (Cawood, et al., 2012), reduction
accordance with the existing literature. It isn complication rates vs routine care (Milne, et
important to underscore that “risk ofal., 2009, NICE, 2006) and weight g4Btratton,
malnutrition” as it is identified by the screeninget al., 2013, Cawood, et al., 2012).

tools is in itself a condition related to increasec}h its of th t stud , :
morbidity and mortality (Cederholm, et al., 2017_. € resufts otthe present study confirm previous

Jensen & Cederholm, 2018) According to oufrJndlngs that - pinpoint to the reality that

Results

Discussion
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nutritional support ( ONS, enteral an parenter&lederholm T, Barazzoni M, Austin P, Ballmer P,
nutrition) is often not used early enough or Biolo G, & Bischoff S (2017). ESPEN guidelines
frequently enough to prevent or treat ON definitions and terminology of clinical
malnutrition, despite a large and growin nutrition. Clinical Nutrition, 36(1), 49-64.

: ; derholm T, Jensen G, Correia M, Gonzalez M,
evidence base that suggests benefits wh ﬁFukushima R, Higashiguchi T, Gramlich L.

nu_tritional _support s used a_pp_ropriately. (2019). GLIM criteria for the diagnosis of
(Nieuwenhuizen, et_al" 2010) The limited use of malnutrition-A consensus report from the global
ONS may be attributed to frequent lack of clinical nutrition community. J Cachexia
interest in nutrition on behalf of health Sarcopenia Muscle. 10(1), 207-217
professionals, to inadequate referrals tGereda E, Pedrolli C, Klersy C, Bonardi C, Quarleri
dietitians, to inadequate training and knowledge L, & Capello S. (2016). Nutritional status in older
of doctors and nurses in nutrition, to lack of persons according to healthcare setting: a
resources or inadequate management of nutrition Systematic review and meta-analysis of prevalence
services in the hospital setting. (Vanderwee, et data using MNA. Clinical Nutrition, 35(6), 1282-
f""-’ 20.11) (Lamb' et al., 2009) This IsDonini L, de Felice M, & de Bernadini L. (2000).
IncreaSI'neg an Issue as current economic Prediction of stature in the Italian elderly. Jalrn
constraints mean budget holders may choose t0 ot Nytrition Healthy Aging, 4, 72-76.

withhold prescribed nutritional care, failing togjia M, Normand C, & Norman K. (2016). A
recognize that greater costs result when leaving systematic review of the cost and cost
malnutrition untreated (namely, increased costly effectiveness of using standard oral nutrtitional
hospital admissions and complications such as supplements in the hospital setting. Clinical
infections and pressure ulcers). (Elia, et al., Nutrition, 35, 370-80.

2016) Jensen G, & Cederholm T. (2018). Global leadership
_ initiative on malnutrition: progress report from
Conclusions ASPEN clinical nutrition week 2017. Journal of

Malnutrition is not seen as a priority in patients; Parenteral and Enteral Nutrition, 42(2), 266-7,
P ynp Kaiser M, Bauer J, Ramsch C, Uter W, Guigoz Y, &

their un'derlying pathOIOgie_S take priority. Hgglth Cederholm T. (2010). Frequency of malnutrition
professionals need to realise that poor nutritional i, older adults: a multinational perspective using
status is part of the underlying disease, not an the mini nutritonal assessment. Journal of
accidental finding, and that addressing nutritional American Geriatric Society, 58(9), 1734-8.

status is also important. In fact, without propeKaiser M, Bauer J, Uter W, Donini L, Stange |, &
nutritional care, malnutrition will lead to  Volkert D. (2011). Prospective validation of the
increased complications and longer recovery modified mini putritiongl assessment shor?-_for.ms
stays amongst patients. Our findings complement N the community, nursing home and rehabilitation
existing literature and pinpoint to the need health éc;ttllnlg. 2‘]102%%‘5" of American Geriatric Society,
professionals to understand that when patie dru(p J),’ AIIiso-n 'S, Elia M, Vellas B. & Plauth M.

are unable to drink or consume enough food an

. . : . (2002). ESPEN guidelines for nutrition screening
sufficient nutrients for health and healing, ibis 2002. Clinical Nutrition, 22(4), 415-21.

paramount importance to provide for all theiLamb C, Parr J, Lamb E, & Warren M. (2009). Adult
hydration and nutritional needs in order to malnutittion  screening, prevalence  and

sustain life or improve their health status. management in a United Kingdom hospital: a
cross-sectional study. Br J Nutr, 104(4), 571-75.
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