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“a state resulting from a lack of uptake or intake
of nutrition leading to altered body composition
(decreased fat free mass and body cell mass)
leading to diminished physical and mental
function and impaired outcome from disease *

Cederholm et al. 2015 ESPEN Consensus Statement

Here we will focus on undernutrition.



Why is it important to identify & prevent malnutrition in
older people?

Delayed onset of frailty (4 times more likely
if undernourished)
Improved recovery & body function
Hospital, 2% Fewer nurse, GP visits
/ / Care home, 5% Fewer hospital admissions & decreased
length of stay
Increased independence
Huge cost savings: undernutrition estimated
to cost: £30.7b in the UK / £1.4b in Wessex
(2018*) and by 2043*: £70b in the UK £2.5b
in Wessex

Through early
identification of people at

The majority of malnutrition ) i
risk/malnourished

(93%) exists within the
community:
1in 10 people
61,000 in Wessex

Social care,
22%

Majority is
spentin
secondary care
but many are
already
under-detected, under-treated, under- malnourished

Despite national guidelines, malnutrition is still

Primary
care, 10%
on admission

from the Secondary care,
community 68%

resourced.... and often overlooked

*Elia, 2015, plus estimation for inflation & population growth. Wessex data from
2016 Local Authority District population data and extrapolating from 2015 estimates
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The Malnutrition Carousel
25-34% of hospital
admissions are at
risk of malnutrition
— onger stay, more
More GP visits complications
More prescriptions More support needed after
More hospital discharge from hospital
admissions More likely to need care

70% of patients weigh less on
Hospital discharge
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https://www.bapen.org.uk
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Physical Factors

*  Memory

Factors * Poor appetite, e.g. caused by
pain

*  Feeling full quickly

* Trouble opening food packaging

* Difficulty reading food labels and
instructions

* Inability or difficulty holding
cutlery, cutting food or physically

Bournemouth

University malnourished?

Medical (disease-related)

* Nausea, vomiting or poor appetite
caused by ill health / medication

* Conditions affecting the digestive
system

* Dementia,

*  Chronic obstructive puImonaryQ

Malnutrition
results from
medical, physical
and social factors

disease (COPD) O feeding oneself
* Cancer * Taste changes
*  Chronic liver disease *  Dry mouth
* Swallowing difficulties . Lgose teeth / de_n_tures o
* Sight loss / mobility making it
* Eating times difficult to get to the shops, cook
* Poor positioning and eat independently

* Loneliness and social isolation

* Lack of transport to get to shops
* Bereavement

* Ability to cook nutritious meals
* Reliance on carers to source and prepare food
* Financial issues / poverty

e  Culture and beliefs around food




Execurive Summary

Click here for the full Nurrition In Ofder People reporr b

W @WessexAHSN
wessexahsn.org.uk

OO

Wessex
Academic Health
Science Network

Nutrition in Older People
Programme: 2014 - 2018

Implementation of integrated
nutritional care in the community
care setting for the identifying,
screening, prevention and
treatment of malnutrition in older
people

https://wessexahsn.org.uk/img/programme
s/NutritionReportExecutiveSummary.pdf
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Association Nutrition Checklist

*  Simple, well tested - designed to identify malnutrition risk
L Section A - 4 questions to focus discussions on unplanned weight loss
and nutrition, and identify potential risk of undernutrition
L Section B - for those at increased risk from section A. It provides
guidance around basic advice and signposting

* Validated research - 312 older people from 21 lunch/activity clubs
moderate agreement when compared to ‘MUST’; identified more people at
risk than * MUST’ (21.8% vs 9.9%)

(Murphy et al 2019, accepted for publication) m—

1. Areyouor ily concerned that you may be underweight or need nutritional advice?
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Q
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Q Yes — do you know why?
S| e U
i O oonten
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Variable prevalence in community 4-59% (Clegg et al 2013)

Phenotype model

Cumulative Deficit
Shrinking, weakness, Model
oor endurance and . ..
e[:‘.ergv slowness. and Accumulation of deficits
low physical activity level oueE t"_"E_ tr.',?t tredu-;:_e.:
(1-2 conditions indicate One's capacily toresis

N\ pre-frailty) stressors

Fried et al. 2001 /

“A medical syndrome with multiple Rockwood and Mitnitski
causes and contributors that is

characterized by diminished '_ 2007; Morley et al. 2013

strength, endurance, and reduced
physiologic function that increases

an individual’s vulnerability for
developing increased dependency
and death”

RESEARCH
INSTITUTE
Jor AGING

Schiege| = U'Waterloo = Conestoga

Taken from Laur & Keller 2017
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What'’s the overlap between malnutrition and frailty?

* Weight loss/decrease body mass, functional capacity (Fried et. 2001)
* Sociodemographic, physical and cognitive factors ( Boulos et al. 2016)
* Prevalence in community - related but not interchangeable syndromes
Verlaan et al 2017 — systematic review/meta-analysis

2 out of 3 malnourished adult adults physically frail
10% of frail older adults identified as malnourished

Bollwein et al 2013
~ 98% non-frail = well nourished
~ 50% frail = malnourished
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100% -
80% - 36,1
60% -
40% - 461
20% -

0%

frail (n=399)

C. Boulos et al. / Qinical Nutrition 35 (2016) 138—143

72,8

prefrail (n=335)

864

robust(n=368)

ADRC

Ageing & Dementia
Research Centre
Bournemouth University

“normal
Irisk of Malnutrition
# Malnutrition

Fig 1. Distribution of the participants (N = 1102) according to their nutritional status in the three frailty groups. The AMEL study, Lebanon, 2011-2012.

Malnutrition/risk of malnutrition = 4x increased in risk of frailty



ADRC

Ageing & Dementia
Research Centre
Bournemouth University

Bogmer_tiouth
university — Qverlap in screening/assessment tools?

Table 1. Key frailty and malnutrition assessment tools and their overlapping characteristics. e ——

Identifying frailty Identifying malnutrition /Qvﬁapping characteristics
FRAIL: Fatigue, Resistance, Aerobic, ESPEN: BMI, weight loss, FFMI (Cederholm et al. 2015). + Weight loss/decreased body mass

[llness, Loss of body weight
(Abellan Van Kan et al. 2008).

+ Functional capacity
+ Weakness (grip strength)

Cardiovascular Health Study Frailty ANDJA.S.P.EN.: Insufficient energy intake, weight loss, * Cognitive status
Screening Measure: Weight loss, loss of muscle mass, loss of subcutaneous fat/fluid
exhaustion, low activity, gait speed, accumulation, diminished functional status (need 2 of 6)
grip strength (Fried et al. 2001). (White et al. 2012).

Clinical Frailty Scale: Activity, fatigue, CMTF: SGA - dietary intake, weight, symptoms, functional
illness, functional status, cognitive capacity, and metabolic requirements; physical exam for
status (Rockwood et al. 2005). fat, muscle, edema (Detsky et al. 1987).

Gérontopdle Frailty Screening Tool: MNA: anorexia, weight loss, impaired mobility, disease,
Functional status, living situation, cognitive status, BMI, living status, drug intake, meal
gait speed, fatigue, cognitive status intake, protein intake, fluid intake, fruit intake, eating
(Subra et al. 2012). dependency, perceived nutritional health status, perceived

health status, arm circumference (Vellas et al. 1999).

Note: Similar characteristics are bolded. AND, Academy of Nutrition and Dietetics; A.S.P.E.N., American Society of Parenteral and Enteral Nutrition; BMI, body mass
index; CMTF, Canadian Malnutrition Task Force; ESPEN, European Society of Parenteral and Enteral Nutrition: FFMI, fat free mass index; MNA, Mini Nutritional
Assessment; SGA, Subjective Global Assessment

Laur et al 2017 Appl Physiol Nutr Metabol
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Gingsich o al. BMC Geriairics (2015} 15120 i .
httpedolom 0118461 287 701911154 BMC GEHatrICS
Prevalence and overlap of sarcopenia, Q_@w

frailty, cachexia and malnutrition in older
medical inpatients

Anne Gingrich"™, Dorothes Valkert'™, Eva Kesswetter, Marta Thomanek™ Swenja Bach® Comel O Sieber and
Yurdagil Zopf®

Of 100 older medical inpatients, almost two-thirds had at least one of the tissue loss
syndromes sarcopenia, frailty, cachexia and malnutrition
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Table 1. Key frailty and malnutrition assessment tools and their overlapping characteristics.
Identifying frailty Identifying malnutrition
FRAIL: Fatigue, Resistance, Aerobic, ESPEN: BMI, weight loss, FFMI (Cederholm g

[llness, Loss of body weight
(Abellan Van Kan et al. 2008).

Cardiovascular Health Study Frailty AND/AS.P.E.
Screening Measure: Weight loss,
exhaustion, low activity, gait speed
grip strength (Fried et al._2i4d

Clinical Frailty Scale: Acia _.u:
illness, I etabolic requirements; physical exam for

[NA: anorexia, weight loss, impaired mobility, disease,

cognitive status, BMI, living status, drug intake, meal

intake, protein intake, fluid intake, fruit intake, eating

dependency, perceived nutritional health status, perceived

health status, arm circumference (Vellas et al. 1999).

Note: Similar characteristics are bolded. AND, Academy of Nutrition and Dietetics; A.S.P.E.N., American Society of Parenteral and Enteral Nutrition; BMI, body mass

index; CMTF, Canadian Malnutrition Task Force; ESPEN, European Society of Parenteral and Enteral Nutrition: FFMI, fat free mass index; MNA, Mini Nutritional
Assessment; SGA, Subjective Global Assessment

Laur et al 2017 Appl Physiol Nutr Metabol
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Is there a common basis to treating malnutrition and
frailty?

Malnutrition
(according to NICE - local pathways/managing malnutrition in community
guidelines)

- Food First/food fortification

- Second line — ONS prescribing

* ESPEN consensus for people aged >65 years (Cederholm et al. 2015)
30 kcal/kg body weight/day ( adjusted for gender, disease, activity,
nutritional status)

Protein at least 1.0 g/kg/d, increasing to 1.2-1.5 g/kg/d (illness, wound
healing, recovery)

Micronutrients important
Vitamin D supplement (10ug/d) (DoH 2016)
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* Malnutrition and frailty are related syndromes. Whilst many frailty
measures include weight loss, malnutrition is also the cause of other
components.

* More research needed to understand their overlap for prevalence, diagnosis
and treatment in diverse populations

* Consensus needed for definitions and diagnosis, set of indicators and
validated tools that capture both conditions

* Develop ( complex) interventions that address both malnutrition and frailty
for hospital and community sectors.

Should frailty be used as a trigger for identifying malnutrition/
nutrition screening in the community?
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Thank you for listening

Any Questions?

imurphy@bournemouth.ac.uk

g @JaneLMurphy
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