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16.00Velkomst

Ines Raben, Klinisk Diaetist, CaswlentMedicinsk Afdeling, Sjeelland Universitets Hospital Kagge og
Rasmus Dahlin Bojesen, Laege, Ph.d., Kirurgisk afdeling, Sjeellands Universitets Hospital, Kage og
Center forSurgicabcience

16.10 Patienten | ernaeringsrisiko
Mette Holst, ProfessoRh.D, og Henrik Hgjgaard Rasmussen, Overlaege, Professor, Center for

Ernaering og Tarmsvigt, Aalborg Universitets Hospital

16.40Ernaering til den kritisk syge patiemt opdaterede guidelines
Jargen Wiis, Overlaege, EDIC, Afdeling for Intensiv behandling 4131, Center for kreeft og

organsygdomme, Rigshospitalet

17.10 Pause
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17.20 Erneering til den kirurgiske risiko patient
Rasmus Dahlin Bojesen, Leege, Ph.d., Kirurgisk afdeling, Sjeellands Universitets Hospital, Kage og
Center forSurgicabcience

17.40 Indsats i forhold til ernaeringsrisiko og dehydrering i akutmodtagelsen ANXWVA)

Martine K. Nielsen, Klinisk Digeti€tand.scientEmma D.M. Pedersen, Klinisk Digetist og Anne Marie
Beck, seniorforsker, klinisk digetisth.D, EATEN, Herlev Gentofte Universitetshospital

18.10 Afrunding og fremtidige DSKE arrangementer

18.15 Let traktement og networking
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Patienten | Ernaeringsrisiko
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APatienten i ernaeringsrisiko
ABaggrund og bidragende faktorer
AOpsporing af patienter i ernaeringsrisikdyordan?

AHvem er hyppigst i ernaeringsrisiko og hvilke
konsekvenser har det? Behandlingseffekt?
AHospital, indlagte
AHospital, ambulante
AAlmen praksis
AKommunale indsatser



HVAD ER DET?

AQ! y RS NFB Nafimpnddsgiriiftilstand, der
skyldesmanglendeeller utilstraekkeligtkostindtag
| forhold til behoveteller i forhold til optagelsen
af indtagetnaering

AMedfgrer vaegttab, herunder reduceret
muskelmasseder igen farer til nedsatfysiskog
mental funktion, ggetrisiko for komplikationertil

medicinskog kirurgiskbehandlingsamtreduceret
Kliniskeffekt af sygdomsbehandling




Sygdomsrelateret underernaering
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Risikofaktorer
(NIS, genetik)

Opsporing
Ernaeringsrisiko
(NRS, veegttab)

Udredning

Diagnose
(GLIM)

~

J




Modifiable predictive factors and all-cause mortality in the non-hospitalized

elderly population: An umbrella review of meta-analyses.
Yuan, Lin S, Lin W, Huang F, Zhu P.
Exp Gerontol. 2022

HR (95% CI)

0.97, 1.00
1.03, 1.0

Predictors

R | S | kO fa kto re r Greenspace exposure increase (per 0.1U of NDVI)
Frailty index (per 0.01 increase) )
Mediterranean diet score (Rer 1 score increase)
Daily sleep duration < 6-8

T BMIs range of 25-29.9 kg/m2

(N IS, genet”‘() Weightggin .

galt speed (per 0.1 m/s decrease)

M| > 30 kg/m2

Metabolic syndrome
Widowhoo o
Low dose MVPA vs. inactive
Daily sleep duration > 6-8 h
Visual impairment
Erectile dysfunction
Polypharmacy (> 5 drugs)
Depression .
Prefrailty vs. Robustness (Fried)
Medium dose MVPA vs. inactive
Former smokin o — -
High dose MVPA vs. inactive * |
Weight fluctuation
Weight loss
Fatigue
BMI'< 21 kg/m2
Low grip strength
Prefrailty vs. Robustness (FRAIL scale)
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Multimorbidity (22 diseases)
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Urir})e/lry incontinence '  —= | Top 10 list

(Eried)
Poor nutritional status (lowest GNRI

o=

Malnutrition

frailty index (frailest vs. less frail)
Fewer daily steps
SPPB score (0-3 vs. 10-12)

Frailty vs. Robust (FRAIL scale)I
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Veegt, kostindtag

IND

Monitorering

Opsporing

Metabolisme ‘ Absorption

Infektion
(akut/kronisk)
Anabol resistens
Endogen produktion
Deficits (AS, vit,
mineraler)

Autofagi

Re-feeding

Fysisk aktivitet
Alder

Hormonelle

Rygning

Alkohol

//////
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Malabsorption:
Resektion af tarm
Sygdom i tarm
CD, CU

Coeliaci
Laktoseinsuf
Diare-infektigs
Maldigestion:
Tarmoverflade
Enzymer i tarm
Enzymer fra panc
Galdesyremangel
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Udredning




Undernaering: mekanismer

Kostindtag og Inflammation og
ford3jelse stofskifte

ErnbP rings
status

Fysisk funktion og
muskelmasse

| |
e




Betydningen af faste

Procent af udgangsvp rdien
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Todd Tucker
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Ancel Keys d
the Men Who Starved
for Science

; s Todd Tucker

AFTER FIVE SONTWE OF ATAMAT N DIEY CONBIAMINTIOUS ORMECTOM SAMUTE ATGG (AEFT) AND COWAND OOWALES HAYE LOAY B AND M FOUNDSE MERSECT IVEL Y
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Betydningen af sygdom (f.eks. KOL, infektion)

[ Stressrespons: akut- og kronisk sygdom }
Immunsystem: ]
L Cytokiner )

~

Akutte fasereaktanter

| ‘ | I— Kor]tisol |
e \] e | [ veme )

Aminosyrer: Alanin, glutamin, arginin

{
Regeneration
af vaev

Glukose Nedsat appetit




Ernazringsrisiko

Klassifikation af Risko for

underernasring

underernaering )

Underernzering

v e +
S d om . Sygdomsrelateret Sygdomsrelateret Underernasring
yg g underernasring underernaering eller fejlernasring \
med inflammation uden imflammation uden sygdom S u |t
[ S [ S
k' k' k' k'
Akut sygdoms- eller Kronisk Sociookonomisk Sult/hunger-
traumerelateret sygdomsrelateret eller psykologisk relateret
underernaering underernaering relateret underernaering
med inflammation underernaering
Kraeft-kakeksi
eller anden
sygdomsspecifik
kakeksi

Cederholm T et al. GLIM Core Leadership Committee; GLIM Working Group. GLIM criteria for the diagnosis of
malnutrition - A consensus report from the global clinical nutrition community. Clin Nutr. 2019 Feb;38(1):1-9.



Diagnosen
underernaering
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Underernéering:
Opsporing, behandling
eg opfolghing af
borgere 6g patienter
i erneeringsrisiko

Vejledning til kommune, sygehus og almen praksis

.

Anvend et valideret redskab (NRS-2002 eller uplanlagt vaegttab/EVS)

Udredning af diagnosen underemzering
Faenotypiske kriterier Uplanlagt vaegttab > 5 % vaegttab over 6 maneder eller
> 10 % vaegttab laengere end 6 maneder tilbage
Lavt BMI < 20, hvis <70 ar eller
<22 hvis>70ar
Asiatisk etnicitet
<185, hvis < 70 ar eller
<20, hvis>70 ar
Reduceret muskelmasse Reduceret muskelmasse - malt med valideret
metode for maling af kropssammensastningen?
Atiologiske kriterier Nedsat kostindtag < 50 % af behovet < 1uge
e:ler ngdsatto#pgg Kronisk tilstand i mavetarmkanalen som
SR IEER NSO pavirker absorption og optag af mad
Inflammation? Akut sygdom eller traumes
Kronisk sygdom¢
Diagnosen stilles
Knterier for at stille Kraever mindst 1 faenotypisk og 1 setiologisk kniterie
diagnosen underernaering

Cederholm T et al. GLIM Core Leadership Committee; GLIM Working Group. GLIM criteria for the
diagnosis of malnutrition - A consensus report from the global clinical nutrition community. Clin Nutr. 2019
Feb'238(1)'1-O



Screening anéssessmentools

Table 1
Survey of existing approaches used in scCLgQRiRguii RaakadGibion and cachexia.

ESPEN 2015 ASPEN/AND SGA Evans 2008 PEW 2008 Fearon 2011
[7]° [41*  [5]° [23] ¢

Reduced food intake

Disease burden/inflammation X X X X X X

ymptoms
Anorexia

Weakness
Signs/Phenotype
Weight 10ssS X X X X X X X X X

J

ean/fat free/muscle mass X X X X X X X

Fat mass
Fluid retention/ascites
Muscle function; e.g. grip strength
Biochemistry X X

Hospital Kommune Cancer
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Farste skridt
far GLIM
diagnosen)....

Screening - opsporing



Definition af et opsporings vaerktgj? @
Q@

ASPEN-definition:

Ernaeringsscreening defineres som "en proces til at identificere en
person, der er underernaeret, eller som er i fare for underernaering
for at afggre, om en detaljeret ernaeringsvurdering er indiceret"

ESPEN definition:

Formalet med ernaeringsscreening er at forudsige sandsynligheden
for et bedre eller darligere resultat pa grund af ernaeringsmeaessige
faktorer, og om ernaeringsbehandling sandsynligvis vil pavirke dette
(pa et tidligt stadium).

GLIM definition:
At diagnosticere underernaering og klassificere dette for sveerheds-
grad. Ikke inkluderet effekt af ernaeringsterapi!




Underernaering: En kombination mellem ernaeringsstatus
0g sygdom som | NRS 2002

Ernaeringsstatus
Kostindtag
Veegttab
BMI

Sygdom (metabolsk aktivitet)
Sveerhedsgraden af sygdom




NRS 2002: hvem har effekt af ernaeringsterapi?

1 Positive effect =3 No effect P=0.0006

A better negative
predictive value

Age
Frailty
Sarcopenia
Pre-cachexia

Overlap

A better positive
predictive value

Energy- and protein
intake (balance,
timing, feeding

mode, requirement,
control-group)
Physical activity
Disease severity

including
inflammation
markers (alb, CRP)
Absorption
Disease specific

Overlap

Fig. 1 Nutritional risk score and clinical outcome. All studies were
classified according to nutritional risk of the patients studied, cf. Table
1, i.e. total score <3 or >3 and clinical outcome, i.e. a positive effect

or no effect of nutritional support.

Kondrup et al. Clin Nutr 2003; 22: 321-336



1 Opsporing
1

Ved NRS-2002: Inden for 24 timer for voksne Gentag opsporing efter 7 dage,
patienter med forventet indlaeggelse z 48 timer Jossivns iy hvis patienten fortsat er indlagt

2. Behandling af ernaeringsrisiko

!

(-|

+

TR -
Sygehus

- Identifikation af risikofaktorer og NIS

- Biokemi

- Kropssammensastning {(muskelmasse)
- Funktionsmal (muskelfunktion)

-
O S O r I n Diagnosen Underernasring:
p p g - Faenotypiske kriterier (vaegttab, BMI, muskelmasse)
- J/Etiologiske kriterier (kostindtag og absorption/
fordejelse, sygdomstilstand/inflammation)

- Udarbejdelse og administration af
emaeringsplan (kostform, indgift og udforelse)

- Tvaerfaglig erna@ringsbehandling
- Individuel emaeringsbehandling

Niveau |
Kost per os. herunder emasnngsdrikke

eIe
|

Hwis patienten efter 4 dage
indtager < 75 % af energi- og proteinbehovet
Ga til niveau Il

- Fastlasgge energi- og proteinbehov

Behandling e

Niveau Il
Sondeemaering (Enteral emaering)

(-Ie

Hvis patienten efter yderligere 4 dage
indtager < 75 % af energi- og proteinbehovet:

Ga til niveau NIl

Opfﬂlgnlng _ | ernaeringsrisiko:
|

A Erneeringsplan

A Kommunikation til
kommune og egen
laege




Opsporing I primaersektorequplanlagt veegttab

_dsam

Sﬁndhedsstyrelsen

VARKTOJER TIL TIDLIG OP-
SPORING AF SYGDOMSTEGN,
NEDSAT FYSISK FUNKTIONS-
NIVEAU OG UNDERERNARING

— sammenfatning af anbefalinger




Nutrition. 2013 JuAug;29(78):9939.
Ability of different screening tools to predict positive effect on nutritional

intervention among the elderly in primary health care.
Beck AM, Beermann T, Kjeer S, Rasmussen HH.

_ U-planlagt veegttab + EVS til N
care, primaersektor 52 with a

VShe

CONCLUSIORverallEVSseemedmost capableof distinguishinghoseclientsand
residentswith a positivebenefitfrom thosethat showedno benefit of

nutritional intervention. Thefindingsshouldbe confirmedin further validation
andinterventionstudies



Kommunhen

Opsporing

l

Behandling

l

Opfalgning

Behandling

Opfelgning: Monitorering, evaluering og afslutning B —

Opfolgning

ol

N N2
Andring i hverdagsobservationer
(mistanke om ernzeringsrisiko) funktionsevne

Ja/ved ikke
v

= —

Ernzeringsvurdering ved brug af Ernaeringsvurderingsskema (EVS)

............................. ll

0 pointi EVS
(Ikke i risiko)

1 eller 2 pointi EVS
(Behandling af ernaeringsrisiko):

- Udredning af vaegtstatus, spisevaner

og/eller risikofaktorer
- Ernzeringsbehandling




Almen
praksis

Opsporing

|

Behandling

l

Opfalgning

.....

c Udrede arsagerne
Iveerksaette ermmaeringsbehandling

Behandling

Opfolgning

Opfolgning og afslutning
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Original article

Nutritional risk is a predictor for long-term mortality: 5-Year follow-  m)
up of the EFFORT trial ey

Andriana Efthymiou *', Lara Hersberger ” ', Emilie Reber ?, Katja A. Schonenberger ¢,
Nina Kigi-Braun ¢, Pascal Tribolet ¢, Beat Mueller ¢, Philipp Schuetz ” ™',
Zeno Stanga ', for the EFFORT study group

2 Division of Diabetes, Endocrinology, Nutritional Medicine and Metabolism, Inselspital, Bern University Hospital, and University of Bern, Bern, Switzerland
b Medical University Department, Division of General Internal and Emergency Medicine, Kantonsspital Aarau, Aarau, Switzerland

© Inselspital, Bern, Switzerland
9 Kantonsspital Aarau, Aarau, Switzerland




Patienter i ernaeringsrisiko (n=169)
Kgn kvinde 0.478 1.2[0.8; 1.8]

Table 2
Assodations between mortality and read mission regarding the two patient groups
at nutritional risk and not at nutritional risk after one month follow-up.

Variable Nutritional risk p-value
At risk Mot at risk
Mortality, n (%) N = 169 N =149 0.005*
16 (9.5) 3(20]
Readmissions, n (%) N =147 N =142 0.334
0 114 (776) 119 (83 8]
1
24
*p < 0.05.
T T T .3 |L.2; 4.4]"
10% af kropsvaegt 13.8 [4.1 ; 46.4

Mikkelsen et alClinNutr ESP 54 og 57 2024



Table 3
Characteristics of patients at nuiriton risk (score =3 ) and not at nutridon risk({ score
=3} according to NRS-2002.

Characteristics At risk (score =3) Mot at risk (score <3)  p-value ®
n=111 n = &1
Age, years, median 75 (67-81) 70 (63—82) 02406
(IQR}
Sex, n (%) female 56 (50) 32 (52) 0.E8010
Cardiology, n (%) 3(3) 2(3)

Gastro medicalsurgical 27 (24) a(15)

Kun lavere veegt og lavere BMI va
associeret med risiko ved NR2802

Komorbiditet ikke medtaget

LOS in hospital at audit 10 (6—15) 8(6-12) 0.1235
day, median (1QR}

Weight, kg, median &7 (57-80) 74 (63—87) 0.0152
(1QR)

Height, cm, median 170(163—178)  170({164—176) 08370
(1QR}

BMI, median (IQR) 23 (20-26) 26 (23-29) 0.0004

L% = length of stay, *] Wilcoxon test for continuous variables and CHI-squared or
Fishers exact test for frequencies.

Beck et alClinNutr ESP 41, 2021



Tk P riTe | 0 Pty




Variabel Uplanlagt vaegttab Total n(%) P-veerdi
Ken Nej n(%) Ja n(%)
Mand (ref) 272 (74,93) 91 (25,07) 363 (100) 0,5443 1
Kvinde 245(72,92) 91 (27,08) 336 (100) 1,1102 (0,790;1,56)
Total 517 182 699
Afdeling
H (ref) 167 (76,26) 52 (23,74) 219 (100) 0,8913 1
M 124 (73,37) 45 (26,63) 169 (100) 1,165 (0,734:1,849)
1 4:2,.838)
A -
IE
Total
Alder
60-79 ér (ref.
0-19 ar
20-39 ar
40-59 ar
80-99 ar
Total
BMI
Normalvagt (ref.) 226(73,14) 83 (26,86) 309 (100) 0,0020* 1
Undervaegt 11 (40,74) 16 (59,26) 27 (100) 3,96* (1,766;8,884)
Overvagt 171 (75,66) 55 (24,34) 226 (100) 0,876 (0,590;1,299)
g Bdﬂlﬂﬁﬁﬁ ; gg E;gqi; 1’56((12';333265)} ;g Hgg} Mikkelsen S et alllinical Nutrition ESPEN, 2020
edme S€ o . J B.D et al. AM JOUR RES MED SCl, 2021 VOL 6,
Fedmeklasse 3 14 (32 35) 3 {17 65) 17 {lﬂﬂ) (Zesrz?;aard 'I?e? ahm J Nur &ract 2019; 2(2):
i i Holst M et al. (2019)NursStud Patient Care, 1(1):
Total 508 178 686

Holm M et al. Nutrition (2020)

Holst M et al. Int. Jour. Food Sci. avatr Res. 1002. (2019)



Unintended weight loss [yes)

OR [95% CI] p-value
Sex 0.963
Women Reference
Men 0.98 [0.50;1.94]
Age 0.932
<60 0.96 [0.37;2.53]
60-69 0.78 [0.34;1.80]
70-79 Reference
>79 1.03 [0.37;2.83]
BRI 0.000*
< Underweight <18.5 822 [2.77,24.38]* >
W 185-245 346 [1.31;9.13]*
Pre-obesity 30.0-34.5 1.55[0.51;4.75]
Obesity >35 Reference
GOLD Stage 0.856
Mild =80 1.5 [0.34;6.56]
Moderate 50-80 1.0 [0.35;2.84]
Severe 30-50 Reference
severe <30 1.8 [0.63;5.12] —
Reduced food intake 0.003*
Mo Reference
[ Yes 3.15 [1.50;6.58] =
Mutrition impact symptoms 0.002*
Mo Reference
oo 2.96 [1.47.5.95] —




Table 5
Logistic regression and Cox hazard model regression of clinical outcomes. Odds ratios and hazard ratios are presented unadjusted in a crude analysis and adjusted for age, age
and FEW1 as well as age, FEV1 and comorbidities.

Unad justed Adjusted for age Adjusted for age and FEV1 Adjusted for age, FEV1 and comorbidities
OR 9530 p OR  95%0 p OR 95%C P OR 95%CI P
Hospital admission at 6 months
Unintentional weight loss 1.86 080436 0151 193 082-456 0132 161 0.63—4.13 0321 1.39 0.52-3.66 0.511
Unde rweight 194 072-522 0191 211 0975797 0148 179  0.58-5.56 0315 1.56 0.49—4.96 0.451
¥ Obese 217 099-472 0.052¥% 257 1.14-579  0.022¥ 291 1.13-7.51 0,027« 250 0.96—6.55 0.062
Hospital admission at 1-year follow-up
Unintentional weight loss 229 094-560 0070 241 098-6.00 0057 207 0.79-5.42 0139 1.88 0.71-5.01 0.205
Unde rweight 1.66 064—-433 0300 184 069—-490 0221 157 0.54—4.61 0405 1.43 0.48—4.25 0.519
(Ohese 152 073-316 (260 185 (086—3405 0114 108 083468 1121 1.75 073421 (). 2005
LOS [ = 5days) at 6-month follow-up (n = 23)
Unintentional weight loss  3.55 1.29-978 0.014x 363 1311006 0.013* 495 1.63-15.02 0005 > 452 1.46—13.97 0.009 ¥
Underweight 196 053-716 0310 208 056-768 0273 199 (0.49-8.09 0335 1.82 0.44—7 .46 0.408

LOS (= 5days) at 1-year follow-up (n = 35)

¥Unintentional weight loss 294 1.18-7.37 0021 303 1.20-7.65 0,019 3497 1.44—10.94 Doosx 341 1.20-9.68 0021¥
Unde rweight 2,02 0.68-6.00 0203 213 071636 0117 221 0.67-7.32 0194 1.92 0.57-6-53 0.296
Obese 0.78  0.30-2.05 0616 086 0.32—-230 0.763 089 0.28—2 83 0847 0.76 0.23—2.46 0,645
LOS [ = 10 days) at 6-month follow-up (n = 8)
Unintentional weight loss 2.26 043-11.88 0335 221 042-11.68 0349 227 0.33-15.52 0403 201 0.28—14.31 0.485
Unde rweight 222 029-16.73 0440 212 028-1622 0468 135 016—11.22 03779 1.24 0.15—10.54 0.842
Obese 1.23  020-7.67 0822 114 0.18-7.35 0.892 046 0.04—-5.81 0552 0.45 0.04-5.62 0.531
LOS (= 10 days) at 1-year follow-up (n = 12)
Unintentional weight loss 232 0.58-9.22 0233 235 0.58-939 0.225 343 0.78—15.10 0103 3.06 0.68—-13.85 0.146
Unde rweight 083 0.15-463 0836 086 015479 0.861 092 015-5.59 0925 081 0.13-5.07 0.824
Obese 063 016-247 0,507 067 016-2.72 0571 037 0.06—2.23 0280 0.33 0.05-1.99 0.226
Exacerbation at 6-month follow-up (n = 62)
Unintentional weight loss 1.43 0.57-3.61 0445 158 062405 0341 110 0.39-3.13 0858 1.08 0.38-3.09 0.890
Unde rweight 1.26 044-3.60 0663 139 048—4.03 0549 132 0.41—4.28 0647 1.31 0.40—4.25 0.657
ﬂgli “35_] Es “ﬁaa “ﬁ “dli_a 3] “2:5 ] 3“ “5“_3 35 “521 1 27 ﬂ&'l_'11 (il
Exacerbation at 1-year follow-up (n = 78)
Unintentional weight loss 1.74 0.65—4.66 0,268 1.82 0.68—4.90 0236 126 0.42—-3.82 0684 112 0.36—3.45 0.848
MInderweight 494 138-1765 0014* 504 141-18.09 0013 x 406 1.00—-16.40 0049 395 0.97-16.12 0,056 %
Obese 195 0.84—-4.50 0118 215 091-509 0.082 A58 0.96—6.92 0060 239 0.88—6.46 0.087

ortality (n — ] P AR 9550 ] AR o5%c! ] AR 95%d P

Unintentional weight loss 0.80 024-266 0718 084 025-279 0773 100 029-345 0999 096 0.28-3.32 0.947
Underweight 104 036-3.06 0937 117 040-343 0781 104 033-327 0946 099 0.31-3.13 0.985
Obese 064 025-162 0345 080 031-210 0655 078 024-253 0684 076 0.23-2.45 0.640
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Unintended weight loss

Variabd=

Ves, N %)

No, N [%)

OR [C195%] Pvmlue

Table 3

The association between unintended weight loss at baseline and follow-up regarding mortality, hospital admission, and risk of sarcopenia

Variable Unintended weight loss at baseline

OR(95% 1) (unadjusted ) P value OR (95% CI) (adjusted ) P value
Dead (yes) 9.67 (0.56-168.04) 0.119 2981 (122-72800) 0.037*
Admission (yes) 6.99 (1.40 — 34.99) 0.018* 1468 (194-11068) 0.009"*

Unintended weight loss at follow-up

OR(95% C1) (unadjusted ) P value OR (95% CI) (adjusted ) P value
Sarcopenia, SARC-F (> 4) (yes) 5.08(1.41-18.23) 0.013* 400 ( 099-16.16) 0.052
Admissions (yes) 2.41(0.70-8.30) 0.162 326(061-17.44) 0.168
Unintended weight loss at baseline (yes) 0.94(0.11-8.35) 0.952 043 (0.03-5.50) 0.515

Cl, confidence interval; OR, odds ratio; SARC-F, strength, assistance with walking, rising from a chair, dimbing stairs, and falls questionnaire.

*P = 0.05.

0-2 years 15 (20,04 60 [B0.0) Refararce 0.549
2 years 3[120) 22 [BE.0) 0545 [0.14;2.07]

Comorbidity, N=100

Mo 5[15.1) 28 (B4.9) Refararce -
e 13 {19.4) 54 [B0L6) 1345 [0.44;4.15]

Smoking, N=568

Mo 3 [20.0) 12 [BO.0 Referarice 0851
e 12 [22.2) 42 [77.5) 1143 J0.26:4.72]

Table 4: The assocation between unintended weizht loss and the different exposures

Jensen B.D et al. AM JOUR RES MED SCI, 2021 VOL 6






Bjergby leegehus
5 Nordjyske praksis

Population Antal % uplanlagt veegttal»

2-3 mdr
Alle >70ar 234 17.5% (2 Kg)
Alle 1087 14.2 (2Kg)

Mette Holst, Sabina Lund Mikkelsen, Mette Bolvig Poulsen
Underernaering forekommer hyppigt i almen praksis - pa trods af gode
visioner om opsporing og behandling

Jensen S A, et al. Nutritionalpactsymptomsevokingunintendedweightloss
amongelderlypatients in general practice. Ii@linMed Therp. 2018;1(1):2

Mikkelsen S et aMalnutrition measuredby unintendedweightlossamongpatients
in general practice. Nutrition. 2022 Apr;96:111554



Table 5
Association between unintended weight loss and sex, general practice, age, and BMI

Table 8
Association between reduced food intake and visit to general practice and reason for visit

Reduced food int
Variable = 1073

Visit to general pi

General pract @get forekomst af uplanlagt vaegttab (14.2%; median vaegttab 4 Kg) sas
el A Patienter <40 og >80

sl A Undervaegtige
{]:lmnx:pmn

iy A Skal se laege og ikke sygeplejerske

Eaﬁsm;(ws}

Menta .

s Patienter, der besgger almen praksis pa grund af:
spicion of se

s A Kronisk smerte

Newly eme

Generalhealth A Mistaenkt for en alvorlig sygdom
osmeese A Psykisk ubehag

"Adjusted for sex, ag
*Insufficient data mcalmlate -‘.]R.
llother reasons: visits for prescription renewal, virus/flu symptoms, pregnancy examination, investigation of familial predisposition to disease, musculoskeletal disorders, fol-
low up of old injury, medical certificate, and reasons unknown.BMI, body mass index; RFI, reduced food intake
TF e U,

"BMI defined according to Word Health Organization definition [ 44).



Kommuneuplanlagt veegttab

Ernaeringsscreening pa plejecentre

Erfaringer fra pilotprojekt og fremtidig implementeringsmodatvdalerog Humlehaven, Arresg
Plejecenter. Halsnees Kommune

Population:Beboere pa N=110
Beboere i ernaeringsrisiko ved EMgléanlagtveegttab), % 61 (68)
Antal beboere med 0 indsatsmal 48
Antal beboere med 1 indsatsmal 38
Antal beboere med mindst 2 indsatsmal 24
Antal beboere med 1 handleanvisning 35
Antal beboere med mindst 2 handleanvisninger 24
Beboere med tegn tdlysfagi Ergoterapeut involveret 22/15
Beboeremed darlig tandstatus/ tandplejer involveret 16/9
Behov for hjeelp til at spise / + ergoterapeut 37/20

Ernaeringsscreening pa plejecentrene Erfaringer fra pilotprojekt og
fremtidig implementeringsmodel. Halsnaes kommune 2019.



Datagrundlag: 260 ernaeringsscreeninger blandt borggsb ar | Kgbenhavns Kommune,
som modtager hjemmepleje eller hjemmesygepleje

FORDELING AF
SCREENINGSRESULTATER SCREENINGSRESULTATER FORDELT PA ALDER

B Overvargt og ingen risiko M Ingen risiko Risiko W Hgj risiko
B Owvervaegt og ingen risiko -
24%

B Ingen risiko Risiko W Hgj risiko

34%

65-75 AR 76-85 AR 26+ AR

ERNZAERINGSSCREENING AF BORGERE
| HHEMMEPLEJEN/HIEMMESYGEPLEJEN
Kgbenhavns Kommune Februar 2019




Center for Kreeft og Sundhed Kgbenhavn (CKSK). 34 pct. af de borgere, som i
2018 deltog i et forlgb i centeret, havde behov for digetvejledning

Figur 1. Vaegtudvikling

25,0 pct. 23,0 pet.

20,6 pct.

o
X
@

Vaegtudvikling over de sidste seks maneder ved forlgbsstart for borgere, der
pabegyndte rehabiliteringsforlegb i CKSK i 2018. Andel i pct. (n=848).

Fag & Forskning 2021 ; (4): 62-69. Sygeplejefaglige
artikler
Vibeke Sode , klinisk diaetist, cand.scient.

Bell Mgller , sygeplejerske
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N= 79Har haft uplanlagt veegttab siden de fik Kddhgnosen, % 22 Behov for

intervention

N= 98 Hahaft uplanlagtveegttab siden de fik K@liagnosen, % 21 D. Intervention
bedrer

Har haft uplanlagt veegttab indenfor de seneste 3 maneder,% 15 Proteinindtag som

fastholdes e. 3ndr

Birte Grgnfeldt Jgrgensen, et al.. Dieetisten nr. 159. Juni 2019
Aadal L et aDNeurosciNurs 2023Apr1;55

Beck A M et al. j.nutos.2023.10.006.

Holst M et alClinNutr ESPEN. 2019



Opsummeringhvem der patienten/ borgeren |
ernaeringsrisiko

Alndlagte Sygere, seldre, fledeo-morbiditeter, enkerenkemaend,
Uplanlagt veegttab, lavt BMI

AAmbulante Alder, lavere BMI, bor alenko-morbiditeter

AAlmen praksisAkut sydom (tid hos lsegen) hgj alder, lavt BMI,
Kroniske smerter, mistaenker alvorlig sygdom, psykiske lidelser

AKommune Maend, + mellem og stort plejebehov

A?ehablllterlng Kreeft endokrine kirtler, mund og sveelg, Gl, og med
el Y RNB SNyr]NJ\yEIaR)\I dy2aSNEZX Fdzy-
udfordringer




Mgarketal!!

AHjemmepIeje(ae|dre og syge der modtager hjeelp i eget hjem)
ASygeplejeklinikker

ABorgere der modtager behandling i eget hjempialyse, kemoterapi, v
antibiotika)

ABorgere iflastningpé plejehjem og pa rehabiliteringsophold
AOvergange mellem sektorer uden specifikke indsatser
APsykiatrien

ABoenheder for yngre handikappede og bgrn
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Abstract

Background: This guideline updates recommendations from the 2016 American Soci-
ety for Parenteral and Enteral Nutrition (ASPEN)/Society of Critical Care Medicine
(SCCM) critical care nutrition guideline for five foundational questions central to criti-
cal care nutrition support.

Methods: The Grading of Recommendations, Assessment, Development and Evalua-
tion (GRADE) process was used to develop and summarize evidence for clinical prac-
tice recommendations. Clinical outcomes were assessed for (1) higher vs lower energy
dose, (2) higher vs lower protein dose, (3) exclusive isocaloric parenteral nutrition (PN)
vs enteral nutrition (EN), (4) supplemental PN (SPN) plus EN vs EN alone, (5A) mixed-
oil lipid injectable emulsions (ILEs) vs soybean oil, and (5B) fish oil (FO)-containing ILE
vs non-FO ILE. To assess safety, weight-based energy intake and protein were plotted
against hospital mortality.

Results: Between January 1, 2001, and July 15, 2020, 2320 citations were identified
and datawere abstracted from 36 trials including 20,578 participants. Patients receiv-
ing FO had decreased pneumonia rates of uncertain clinical significance. Otherwise,
there were no differences for any outcome in any question. Owing to a lack of cer-
tainty regarding harm, the energy prescription recommendation was decreased to 12-
25 kcal/kg/day.

Conclusion: No differences in clinical outcomes were identified among numerous
nutrition interventions, including higher energy or protein intake, isocaloric PN or EN,
SPN, or different ILEs. As more consistent critical care nutrition support data become
available, more precise recommendations will be possible. In the meantime, clinical
judgment and close monitoring are needed. This paper was approved by the ASPEN
Board of Directors.
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Following the new ESPEN Standard Operating Procedures, the previous 2019 guideline to provide best
medical nutritional therapy to critically ill patients has been shortened and partially revised. Following
this update, we propose this publication as a practical guideline based on the published scientific
guideline, but shortened and illustrated by flow charts. The main goal of this practical guideline is to
increase understanding and allow the practitioner to implement the Nutrition in the ICU guidelines. All
the items discussed in the previous guidelines are included as well as special conditions.

© 2023 Elsevier Ltd and European Society for Clinical Nutrition and Metabolism. All rights reserved.

|. Introduction

The European Society for Clinical Nutrition and Metabolism
ESPEN) has published guidelines on nutrition in the intensive
are unit (ICU) in 2006 (enteral nutrition (EN)) and 2009
parenteral nutrition (PN)) [12]. Since then, the ESPEN

* Corresponding author.
[E-mail address: Pierre.singer@gmail.com (P. Singer).

ittps://doi.org/10.1016/j.clnu.2023.07.011

methodology has been upgraded to the “S3 guidelines level”
described elsewhere [3] resulting in rigorous evidence-based and
consensus-based recommendations that were published in 2019
[4]. The present guideline is a shortening and a partial revision of
the previous guideline. The determination of the effect of
nutrition alone on any possible outcome is complicated by the
fact that the severity of illness and the number of comorbidities
encountered among adult ICU patients is increasing [5].
Furthermore, the large heterogeneity of the ICU population
potentially reduces the external validity of the recommendations,

1261-5614/© 2023 Elsevier Ltd and European Society for Clinical Nutrition and Metabolism. All rights reserved.
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methodology has been upgraded to the “S3 guidelines level”
described elsewhere [3] resulting in rigorous evidence-based and
consensus-based recommendations that were published in 2019
[4]. The present guideline is a shortening and a partial revision of
the previous guideline. The determination of the effect of
nutrition alone on any possible outcome is complicated by the
fact that the severity of illness and the number of comorbidities
encountered among adult ICU patients is increasing [5].
Furthermore, the large heterogeneity of the ICU population
potentially reduces the external validity of the recommendations,

0261-5614/© 2023 Elsevier Ltd and European Sodiety for Clinical Nutrition and Metabolism. All rights reserved.
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