
EDITORIAL

Malnutrition research: high time to
change the menu

Malnutrition is common in the elderly and may broadly
be divided in protein energy malnutrition (PEM) and
vitamin deficiency. In the literature, variable but generally
high prevalence rates are found for protein energy
malnutrition: 1–15% in community dwelling elderly, 25–
65% in institutionalised elderly without acute diseases
and in 35–65% of geriatric inpatients [1]. The definition
of malnutrition varies significantly, which is one of the
reasons for the heterogeneity in the epidemiological and
clinical data [2]. Aetiologically, malnutrition should be
regarded as a geriatric syndrome, because of the multiple
factors, diseases and age-related risk factors, that disturb
the balance between nutritional need and intake [3].
Malnutrition is often associated with mental disorders
(depression and cognitive decline) as well as somatic
disease. It is a major cause of functional decline and
increased morbidity and mortality in the elderly. There-
fore specific screening tools and more extensive assess-
ment methods should be part of the geriatric assessment
in order to diagnose and treat elderly patients at risk
for malnutrition. Well known clinical problems such
as dehydration and dysphagia are highly prevalent in
patients suffering from malnutrition, and initial screening
should address these problems as well [4, 5].

Recently, malnutrition related syndromes were
defined such as sarcopenia, i.e. loss of muscle mass,
and failure to thrive (FTT), i.e. involuntary loss of weight
combined with functional decline. Both are also highly
prevalent in geriatric patients and similarly caused by
multiple risk factors, overlapping with malnutrition [6–8].
The New Mexico Healthy Aging Project provides evi-
dence for a multifactorial etiology of sarcopenia in which
reduced hormone levels (testosterone, IGF-1), disuse
and loneliness are the risk factors [6]. In FTT endocrine
and metabolic deterioration are part of the aetiology,
[9, 10] while a number of diseases (e.g. cancer, infection,
depression) are also highly prevalent [7]. Moreover,
psychosocial circumstances and problems with coping
should always be clarified by a physician or a social
worker [8]. From these studies it becomes clear that
malnutrition and FTT are very serious syndromes
in older people, with high morbidity and mortality
(10–60%) [1, 7].

In this issue, Gazzotti et al. [11] describe a geriatric
inpatient population, half of whom were allocated to
receive dietary supplementation. The control group lost

)1 kg of weight, with a high spread around this average.
This phenomenon of geriatric inpatients losing weight
has been described by many authors, recently for
example by Potter [12]. It is necessary, therefore, to
assess whether we have made progress in this field,
compared to the data available from a decade ago, which
revealed an underdiagnosis of malnutrition of )60%
[13]. FTT, loss of muscle mass or muscle power, and
malnutrition are highly likely to result in frailty, which
also has deleterious effects on mood, autonomy and
quality of life [14]. These newly defined syndromes create
their own research agenda, but the main question is
whether the essential, simple nutritional questions have
been put on the menu sufficiently.

In a recent systematic review, Akner et al. [15] showed
that up to the year 2000, 26 nutritional intervention
studies in geriatric patients have been published, of
which almost all used oral liquid supplements, given
without sophisticated targeting and without addressing
the clinical reasons for malnutrition. Twenty of these
studies (11 randomised controlled trials) noted an
improvement in anthropometric or biochemical mea-
sures, and 10 (of which 6 were RCTs) also showed
improvement in functional status. One study even
reported a reduction in falls. Similar data are presented
in the recent Cochrane review on protein and energy
supplements [16]. This review’s conclusion is that large-
scale multi-centre trials are still required to provide final
evidence as to whether simple nutritional interventions
will really help patients, carers and also professionals.

In this issue, the study by Gazzotto et al. [11], though
unblinded, confirms the impressive weight of evidence
showing that weight loss in geriatric patients can be
treated and probably prevented with nutritional supple-
ments. Altogether, there is now reasonable evidence that
PEM can be treated and probably prevented with high
caloric liquids, and that this will have beneficial effects on
body composition, muscle strength, and immune func-
tion. It works. Important related questions should now
be urgently addressed. For example, does it also help
with regard to walking, prevention of falling and other
functional performance, and do elderly patients like these
supplements? Most studies neglect this, though it is
crucial for compliance. What happens and should be
done after discharge? What are cost-effective nutritional
interventions, and is the multiple aetiology of malnutrition
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(FTT and sarcopenia) sufficiently addressed by the rather
simple, single factor intervention of nutritional supple-
ments? Gazzotti et al. [11] have added a new element to
existing evidence, in that they have shown that nutri-
tional supplements can remain effective if continued
following discharge. Nutritional interventions probably
have to be continued outside hospital to prevent weight
loss and muscle wasting at home. Similarly, hard data on
weight changes should accompany the patient on
admission. Research on nutritional care at home could
be a starter. As the main dish, we probably should
search for efficient multifactorial interventions that can
diminish dysphagia, fatigue, functional loss and muscle
wasting, all closely intertwined with malnutrition.
Fiatarone et al. [17] used high-intensity resistance training
and nutritional supplementation in nursing home
residents, but failed to show additional effects of the
combination of the two measures. Nevertheless, because
efficient geriatric care in general is interdisciplinary
[18], nutritional supplementation should probably be
embedded in an interdisciplinary protocol of screening
and treatment for malnutrition. To tailor the interven-
tion to the individual patient’s needs, related issues also
should be addressed (e.g. time, consistency, taste and
type of meals, drink-rounds, positioning of the patient,
swallowing technique, mood, behaviour, cognition and
mobility). An interdisciplinary, and patient-based goal-
assessment should be the starting point of such a
programme [19]. Prevention of malnutrition should also
be an aim in the coming years and could include imple-
mentation and assessment of educational programmes
on nutrition for elderly people in the community. Data
on the cost-effectiveness of different forms of nutri-
tional interventions are still lacking in the literature. As
many geriatric inpatients will need nutritional interven-
tions, it is important to know the most efficient way to
implement it in practice. Some reviews present data on
expected costs, but most are highly speculative or based
on computerised models [20].

Good quality of care in geriatrics should take into
account what is known and what is needed in the field of
nutritional supplementation. The ACOVE group sup-
plied us with quality indicators in the field of malnutri-
tion [21]. These indicators may be used in clinical audit
to establish higher standards of care. It may be hard to
accept, but substantial improvement in quality of care
can still be gained by regularly measuring weight and
documenting weight loss. Evidence about the efficacy of
nutritional supplements is important, but only the
aperitif. This evidence should be extended by outcome
measures relevant to geriatric patients. As geriatric
patients probably cannot escape from the multifactorial
syndromes FTT, sarcopenia and malnutrition just with
some cartons of magic potion, these successful studies
should be an appetizer to address the next generation of
questions. It’s high time to change the menu.
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