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Malnutrition

Overlooked, untreated
and cost intensive

Early detection
and treatment is
the key to effective
nutritional care!




KEY FACTS

Early detection and
treatment is the key
to effective
nutritional carel!”
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Dear colleagues,

Malnutrition is a major public health problem. It is not always
obvious in our affluent and increasingly overweight society

- but on a closer look you see it much more often than
expected and where it could have been avoided.

Malnutrition affects not only the patient, but indirectly also the carer,
healthcare professional and society as a whole. It includes both over-nutrition
(obesity) as well as under-nutrition, but in this context the focus

is on under-nutrition and nutritional risk. There are numerous negative
consequences of malnutrition, such as higher rates of hospital admission,
prolonged stays and treatments, increased morbidity and poorer quality of life.
Especially in older people malnutrition severely affects function, mobility and
independence. It leads to increased resource use and treatment costs for the
healthcare system and our society.

Early detection of malnutrition or nutritional risk and appropriate
management is the crucial key to fight against malnutrition. Nutritional
screening of patients at admission to hospital, nursing home or appropriate
care plans and adequate follow up with nutritional support and regular
monitoring are vital to tackle malnutrition and stop the vicious circle.

Good nutritional practice (gnp) addresses the major points on how to identify
and manage malnutrition in your institution. The program can support you in

your efforts to reduce malnutrition and to improve patient overall outcome. M | t t [ _—
| wish you lots of success a n U rl | O n
a global health problem,

a local issue.
@mm

Malnutrition is highly prevalent, still too
often overlooked and cost intensive

Prof. Alessandro LAVIANO, MD In Europe, 33 million people are estimated to Even when identified, malnutrition is not always

e e EliesladEE. be r.nalr.wour\shed2 or at risk Qf malnutr|t\on‘ A(ZO appropriately treated*”®

University La Sapienza, Rome, Italy million in the EU?). About Tin 4 hospital patients Often less than 50% of patients identified as
and more than 1in 3 residents in care homes are malnourished receive nutritional intervention. "
malnourished or at risk of malnutrition"

_ N Nutritional screening and appropriate nutritional
The economic costs of malnutrition are double support is the key to reduce the serious

the costs of overweight and obesity** In the consequences of malnutrition.
EU malnutrition is estimated to cost €170 billion
per year!




Do you know how
many people are affected
by malnutrition?

prevalence of . prevalence of More than é §
malnutrition in | n malnutrition in . g3
the hospital patients in nursing homes 1 | n 3
hospitals are at patients in

risk of malnutrition
or already
malnourished.>®

nursing homes
are at risk of
malnutrition!*"

29%  28% 21% 60%

Internal medicine®™  Surgery®® Intensive care™” Geriatrics™”

15% 6%  31% 21% 41%

Orthopaedic*®” Urology*” Gasteroenterology®” Cardiology®” Oncology™”
Malnutrition can affect Elderly people are at
all patients high risk of malnutrition
- Despite differences in the age of - Malnutrition and risk of malnutrition - Malnutrition affects people of all ages, but + Multi-morbidity is thought to be the

subjects, there is consistent and are common in many hospital is significantly more common in older most important cause of malnutrition
overwhelming evidence that wards with high prevalence rates in people: the risk is 40 % greater in people in the elderly population.
malnutrition is a widespread and geriatrics, oncology, surgery, internal aged over 65 years than people aged under
highly prevalent problem in hospitals medicine and gasteroenterology 65 years.?
across the world including affluent wardse"?

and developed societies®




More than

50%

of patients hOSpital

in the hospital
do not eat their
entire meal.**

309%

of nursing home
residents eat less
than half their
lunch.?

Malnutrition —how can
it happen to your patients?

Insufficient dietary intake can
lead to further deterioration of
the nutritional status!

+ Malnutrition can be caused by reduced dietary
intake, inadequate absorption of nutrients or
due to increased nutritional requirements.
Poor dietary intake is the most common
reason, and is often caused by disease and/
or its treatment effects. For example patients
with cancer may have altered taste, nausea and
anorexia due to medical treatment as well as
the condition itself”

- During the hospital stay a deterioration in
nutritional status was identified in a variety
of patient groups;?' a significant increase of

malnutrition from admission to discharge was
evident, particularly seen in elderly patients.??

- Patients with stroke or other neurological

conditions may have swallowing difficulties or
problems with self-feeding. Malnutritionis 3to 5
times more prevalent in nursing home residents
with dysphagia and cognitive impairment
compared to those without these conditions.?

- In the elderly additional factors such as dental

problems, swallowing difficulties, depression and
decline in taste changes can contribute to the
development of malnutrition.

nursing
homes

Poor appetite
and low food intake

(@)

Malnutrition

Increased:

- Weakness
- Infections
- Complications

Decreased:

- Appetite

- Wound healing

+ Muscle strength

- Physical and
mental health

Lower quality of life

M8

Increased:
- Morbidity

- Mortality
> - Length of stay
and medical

treatment
in hospital

More costs

Figure:
|£/¢ é Prognostic
impact of
o malnurition

(adapted
from 28)

Good reasons to take
malnutrition seriously!

Malnutrition is associated with
significantly increased morbidity
and mortality:

- In a large multi-region, multi-centre
study mortality was 12-fold higher in
malnourished patients.?®

- Furthermore, significantly more
complications, such as infections, were
seen in patients ‘at-risk’ of malnutrition
than in 'not-at-risk’ patients.?®

- Average length of hospital stay may be
increased by over 30 % in malnourished
patients.?’

- Malnutrition leads to poorer quality of life.?!

- Malnutrition is associated with increased
use of health care resources.?
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'S malnutrition a relevant
healthcare problem? YES!

Malnutrition
costs European
countries D170b
per year!

Obesity

SHV(010/0/010/0/010/00

Are you aware of the effect of

malnutrition on your own budget?

Hospital

Nursing
Homes

Community

Resource use

Cost

l{'l: Malnourished patients stay
IE] longer in hospital than
similar well-nourished
patients.?

Malnutrition in Dutch care
homes is equivalent to 3%
of the annual care home
budget and equivalent

to 0.7 % of the annual
healthcare budget.*°

Malnourished patients
utilised significantly more
healthcare resources.

Malnourished patients visit
their general practitioner
twice as often as those who
are well nourished.®'

Malnutrition increases
use of healthcare
resources regardless of
the healthcare setting.

Malnutrition is associated
with an increased length of
hospital stay of 3 days per
hospital stay.?

Extra costs of malnutrition
in Dutch care homes is

€ 10,000 per person,

per year.*

Malnutrition costs the

UK National Health Service
€ 1128 per patient over

a six-month period.”'

Malnutrition generates
costs for healthcare
systems regardless

of the healthcare setting.

Malnutrition leads to increased
resource use and costs in hospitals

Malnutrition

Malnutrition is twice
as expensive as obesity!

- The estimated costs of malnutrition in Europe
were calculated to be € 170 billion a year!

+ By comparison, the economic costs of
managing disease-related malnutrition are
twice as expensive as the costs of overweight

+In Ireland data shows that costs and obesity 2

associated with malnutrition are estimated
at over € 14 billion, representing 10 % of the
healthcare budget. The costs of nutritional
support are estimated to account for less
than 3% of healthcare spending.®

and nursing homes!

What is your
own cost saving
potential?

Hospital

= “thereof1/4
(patients/year)
= *

X
(malnourished patients) (Euro)

(Euro/year cost saving potential)

Nursing home

= -thereof1/3
(residents/year)
= 10,000%*

X
(malnourished patients) (Euro)

(Euro/year cost saving potential)

Example Example

=10,000 -> thereof 1/4 =100 -> thereof 1/3
(patients/year) (residents/year)

=2,500 x 1:500 =33 x 10,000%*
(malnourished patients) (Euro) (malnourished patients) (Euro)

= 3,750,000 = 333,000

(Euro/year cost saving potential)

* estimation of 3 days hospital stay based on reference 29.

(Euro/year cost saving potential)

** additional cost of malnutrition management
for 1year based on reference 30.
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Oral nutritional
supplements (ONS)

an effective solution
to tackle malnutrition!

-56%

complications

Complications (%)

Control Supplemented

Figure: Complication rates in supplemented
versus control patients in hospital (p<0.001)?

-24%

mortality

30

25

20

Mortality (%)

Control Supplemented

Figure: Mortality in supplemented

Improving patients’ outcomes,
improving quality of life!

+ ONS lead to weight gain and prevention
of weight loss in patients who are malnourished
or at risk of malnutrition in hospital and in
community settings.34%

+ ONS use is consistently linked to lower
complication and mortality rates for
malnourished patients when compared to
standard care?

- ONS can significantly improve quality of life and

dietary intake more effectively than nutritional
advice alone.*

- Compliance to ONS is high: Overall mean

compliance to ONS was 78% (SD 16) in 53 trials.
Furthermore, it was shown that compliance is
higher with more energy dense supplements.*

versus control patients in hospital (p<0.001)?

Are you aware
of the cost
saving potential
of ONS?

Hospital
cost saving

Around D 1,000 per
patient can be saved if
ONS is used (based on
length of stay costs)*”

The
Netherlands

Over Db 40 million can be
saved annually if ONS is
used in abdominal surgery
patients alone®

Over D 13 million can be
saved annually if ONS is
used in older patients in
the community®

Germany

Up to b 257 per patient
can be saved resulting
from reduced hospital
costs*°

Over b 600 million can
be saved resulting from
reduced hospitalisation“°

ONS leads to substantial cost savings
in hospitals and community settings!

- In addition to the reduction of readmissions,

the use of ONS can shorten the average length
of hospital stay by 2 to 33 days, depending on
the patient group.#'#?

- These reductions contribute to reducing costs

for healthcare systems.

+ Community patients given ONS have fewer
healthcare visits at home, and fewer and shorter
hospital admissions with an average reduction
in medical costs of € 195 per patient (after
investment in ONS is accounted for).

- The costs of prescribing ONS in the community
can be offset by preventing future hospital

admissions.3#42
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-arly diagnosis is How can you
the key to effective meet your patient’s
"Mnanagement! nutritional needs?

The introduction of mandatory screening
for malnutrition in the Netherlands resulted
in @ decrease in the prevalence of malnutrition —

in hospitals and home care.* nutritional
status

Mandatory screening 4
reduces malnutrition

Monitoring

steps to good
nutrition practice 3

Figure:
Malnutrition A Nutrition
prevalence rates thera DV

from 2004 to 2007 w ﬂ
2 [ ]

in the Netherlands
Assessment

(adapted from 44)

\.\ [ Home Care
19 \. | Hospital

17 @ Nursing Home

15 | | @ Overall
2004 2005 2006 2007

Malnutrition (%)

1.

Screening

Year

Nutritional screening Nutritional management is an
reduces the prevalence integral part of the treatment

of malnutrition! to improve patient outcomes 2
: s X
=2
=
- Nutritional screening is a rapid and simple - A variety of tools exist to detect nutritional - Good nutritional practice includes nutritional Nutritional management can lead o= 'c%
procedure to detect those at risk of or with risk that can be used by any healthcare screening which should directly lead to an to improved clinical outcome:? g =
nutritional problems.# professional across all healthcare settings: individualised patient nutrition therapy plan. - Less complications 5 E
: * Hox < =

- All patients should be screened within the Valldated*}*ools su;h @ NRS 2002, MUST - This plan should be clearly documented and the - Less infections =

first 24 hours after admission, followed u and MNA™ vary slightly in approach, but in atient's progress monitored regularly against i
' P principle mostly aim to look at weight relative P prog guiarly ag - Improved wound healing

by appropriate management. Such a routine
practice can help to reduce future costs and

the goals set out in the nutrition therapy plan.

to height (BMI), weight loss, appetite and food + Reduced length of stay

healthcare resource constraints. mt_ake. Nut_r|t|ona| screening should be done o Optmal nutr|t|on therapy means to cover - More rapid mobilization,
using a validated screening tool and followed nutritional requirements at each step of the and convalescence
up with appropriate action. pat@nt pathway by e_nteral and parenteral - Fewer re-hospitalizations
nutrition as appropriate.
* Nutritional Risk Screening - 2002 - Better quality of life

** Malnutrition Universal Screening Tool .
6% Mini Nutritional Assessment - Better survival




gnp — good nutrition practice The gnp pathway

Good for you, good for 4 steps to improve
your patients the nutritional status
of your patient

good ®
nutrition
practice

The philosophy of gnp is to make
nutritional management as quick Step 1 ~ Screening

and easy as possible to improve the within 24 hours of admission
nutritional status of your patient!

Nutritional

risk screening Low Risk
: _ gnp — practice-oriented toolkit
Practice
. - Extensive set of materials based on the actual
Orleﬂted scientific knowledge and practical experiences

step 2

- Validated by experienced healthcare
professionals in the daily practice

Assessment of the - Causes of malnutrition
q anq i - Evaluation of relevant
gnp - improves nutritional causes and risk factors s
GOOd status of your patients - Assessment of
b s , nutritional intake
NUTritiona - The unique gnp pathway has only 4 steps
t t for practical guidance

Status - Highly relevant and validated tools to identify Step 3 Nutrition therapy

patients at risk of malnutrition or already

malnourished patients Nutrition - Define the nutritional goals
+ The results of screening and assessment lead therapy and the individual nutritional
directly into an individual nutrition therapy plan requirements

- Define the route(s) of nutrition
. - Define nutritional support
gnp — quick and easy to use and implement the nutritional

EﬁceCtIVG . therapy plan

Simple, quick and reliable
Therapy for the causes
of malnutrition

- Screen a patient in less than 5 minutes
Fasy to use materials developed for

daily practice Ste 4
p Monitoring / Follow-up
' ; gnp - it's worth it Monitoring . Docurmnentation and Re-Screening
|t S Worth |t N A . of nutrition monitoring of the weekly
o Early recognition and intervention therapy offectiveness of the
improves outcome nutrition therapy
- Supports therapy success and quality of life - Adaptation of the nutrition

Reduces hospital stay and avoids future therapy plan if necessary
hospital readmissions

- Prevents future costs and healthcare constraints
Helps to improve hospital quality management gnp — to support the nutritional

care process in your hospital to achieve
the nutritional targets of your patients
and to maximize your quality of care!

BY FRESENIUS KABI
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