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ambios composiciéon e Alteraciones gastrointestinales e Deterioro cognitivo
corporal ( masa muscular * Problemas de masticacién /deglucion e Depresion
y masa grasa) e Comorbilidad/multimorbilidad e Aislamiento
* Estructura corporal e Alteraciones enzimaticas e Institucionalizacion
e Disminucidn gasto energético e Polimedicacion
* Disminucion agua corporal e Uso farmacos que afectan apetito/peso
e Alteracion funcidén renal
e Alteraciones sensoriales
e Inactividad fisica

Fisiologicos Psicosociales

Fisicos y médicos

6 MALNUTRICION
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IMPACTO EN EL ESTADO NUTRICIONAL

| | palatabilidad comidas

Di§minucién | | apetito & | ! | peristaltismo, retraso de
Ingestas vaciado gastrico, anorexia de la edad

Dificultad formacion bolo

Inadecuado 1 | secrecidn gastrica

aprovechamiento
de los nutrientes

Atrofia de la mucosa Gl = | ! | absorcion de
nutrientes

Modificacion de
los I | de gasto energético

requerimientos
nutricionales

67 Congreso Nacional SEFH - Sociedad Espanola de Farmacia Hospitalaria

Predominio del catabolismo proteico




sefh

Sociedad Espaiola
de Farmacia Hospitalaria

Q€SO NAg,
e‘\e 0y,
<

%

szt

RefoRMUATE

3
s
%
%,
2
Yoy

7~ N

" Desnutricién crénica

Desregl.élac:l-_:)n Ingesta inadecuada
neuroendocrina > de proteinas y
energia; deficit
de micronutrientes
g ——
"~ Anorexia

del anciano

Envejecimiento: Enfermedad
cambios osteomusculares

de la senescencia

N

Balance energético
negativo

Balance nitrogenado
negativo

Pérdida de peso

“ Pérdida de masa musc:ularx
~._ . Sarcopenia /

| Gasto metabdlico

| Gasto energético total =
| Actividad

| Velocidad
marcha

Discapacidad

.

Dependencia

‘\\‘—— | Fuerza y potencia

basal
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Frailty in Older Adults: Evidence for a Phenotype

Linda P. Fried,' Catherine M. Tangen,? Jeremy Walston,' Anne B. Newman,* Calvin Hirsch,*

Fig. 1. Ciclo de la fragilidad. Tomada de Fried et al®.
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CRIBADO Y VALORACION NUTRICIONAL EN EL PACIENTE FRAGIL

Prevention and treatment of
malnutrition and low-intake
dehydration

" \ . Peribdicamente
—_— Cmeso
Screening for low-intake
malnutrition dehydration

Screening for

Pariddicamente

. VALORACION NUTRICIONAL COMPLETA -
N\
- v . i
R12) All older persons —independent of specific diagnosis e "o 2esoutricon [
and Including also overweight and obese persons - shall
routinely be screened for malnutrition with a validated tool J Dvtk cesidodes
in order to identify those with (risk of) malnutrition. (R5) A R

Seguimiento

Assessment for

malnutrition

R13) A positive malnutrition sc ing shall be followed by
systematic assessment, individualized intervention, monitoring
and corresponding adjustment of interventions. (R6)

Periodic re-screening

i Pt 4 25

Comtant lists mvntatie o Sciemcalirect

Clinical Nutrition

ke S S S ——

Prevention of Treatment of Pravention and treatment of ESPEN Guldeline
malnutrition in general malnutrition in general malnutrition in case of specific diseases ESPEN practical guideline: Clinical nutrition and hydration in m
geriatrics B2

— — 7F 8’ Dorothee Volkert *, Anne Marie Beck ".hnmyfeduhnlm"‘.mmtmhz-lemuﬁ "
ig. ) Lee Hooper ', Eva Kiesswetter °, Marcello Maggio ', Agathe Raynaud Simon ",

Fig-4-7 = % —_— Cormel Sieber *, Lubos Sobotka, Dieneke van Asselt ", Rainer Wirth

—— Stephan C. Bischoff ™

Fig 3. Prevention and treatment of malnutrition and low-intake dehydration - Screening for malnutrition.
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utrifion =
Institute MNA
Apetidos: MNombre:
e — Feso. kg Taa, e Fecha:

Responda sl cusstionario shgiendo s opsién Sdecuada pars csda pregunts. Sume os puntos para & resuitado final.

[m}

S EL iNDICE DE MASA CORPORAL NO ESTA DISPONIBLE, POR FAVOR SUSTITUYA LA PREGUNTA F1 CON LAF2.
NO CONTESTE LA PREGUNTA F2 SI HA PODIDO CONTESTAR A LA F1.

F2 Circunferencia de 1a pantorrilla (CP en cm)
0=cp<at
3=cr=a1 O

Evaluacién del cribaje
(max. 14 puntos) )

12-14 puntos: estado nutricional normal
8-11 puntos: riesgo de malnutricion
07 puntos: malnutricion

Breve cuestionario
de evaluacién nutricional

* Ha perdido peso fnintencionadamente?

Mas de 6 kg en los iltimos 6 meses
Mis de 3 kg en el dltimo mes

* Se ha reducido su apetito en el Gltimo mes? L]

* Ha recibido alimentacién por sonda o tomado
bebidas complementarias en el Gltimo mes?

® Ninguna accién
@@ Malnutricién moderada: intervencién nutricional

oo M severa; intervencion
tratamiento dietético

(1) MG (kg/me)
0=20

1=18,5-20
2s18,5
o
Bajo
Repetir cribado:

Hospital: semanal

Centro sociosanitario: mensualmente

Comunidad: cada afio en gnupos
especiales (p. ej., mayores de 75 afios)

RefoRMUATE

(1) Pérdida de peso en 3-6 meses [%):
%

0=5
1=5-10%
2z 10%

(111} Efecto enfermedad aguda sobre la ingesta: ahadir 2 puntos
si no ha comido o va a dejar de comer durante mds de 5 dias

\ \j
DEFINICION DE RIESGO DE DESNUTRICION
1
Moderado
(bservar:

Hospital: registro de ingestas y liquitos
durante 3 dias

Centro sociosanitarioc igual que en hospital
Comunidad: repetir cribado en 1-6 meses
con registro de ingestas y consejo dietético
si es necesario

z2
Alto
Tratar:

Hospital: derivar a dietista o iniciar
protocolos de tratamiento

Tratar con refuerzos alimenticios y/o
suplementos

Centro sodosanitario: igual que en hospital
Comunidad: igual que en hospital

Este test debe adaptarse a circunstancias especiales [cuando peso y altura no puedan medirse o cuando exista exceso de fluidos) utilizando

Punt:

+
+
+
+

@ @
@ [ d

e e

Ha perdido peso inintencionadamente ?

> Mis de 6 Kg. en los iltimos 6 meses

» Mas de 3 Kg. en el altimo mes

Necesita ayuda de otros para poder comer

Se ha reducido su apetito en el Gttimo mes?

ELTMC por debajo de 20 es rojo
ELIMC desde 20 hasta 22 es naranja
ELIMC desde 22 hasta 28 es verde

ELIMC por encima de 28 indica sobrepeso

n total de

preguntas + IMC
= @
= @
= @®
= @®
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To conclude, the ideal screening tool should include three key ”)

oy gy

elements of nutritional status assessment:

(1) Body Mass Index (BMI).
(2) Unintentional weight loss.
(3) Changes in intake.

Maturezs 81 (2015) 414419

Contents lists available at ScisnceDirect

In addition, bearing in mind the high prevalence of dysphagia

gl the serious complications that can be brought about by N Maturitas
dy;nhagia 1 EldE['l'_lf EE':FE:'IE’. the GI"I:".IH also recommends the use ELSEVIER journal homepage: www.elsevier.com/locataimaturites

[33].

Assessment Tool-10 (EAT-10) for dysphagia screening

Nutritional status assessment in geriatrics: Consensus declaration by @ o
the Spanish society of geriatrics and gerontology nutrition work group
M. Alicia Camina-Martin?, Beatriz de Mateo-Silleras®, Vincenzo Malafarina®™,

Rosa Lopez-Mongil%, Virtudes Nifio-Martin®, . Antonio Lopez-Trigo®,
M. Paz Redondo-del-Rio®
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Table 3
Phenotypic and etiologic criteria for the diagnosis of malnutrition.
Phenotypic Criteria® Etiologic Criteria®
Weight loss (%) Low body mass index (kg/m?) Reduced muscle mass® Reduced food intake or assimilation® Inflammation® !
>5% within past 6 months, <20 if < 70 years, or Reduced by validated body <50% of ER > 1 week, or any reduction Acute disease/injury®’
or >10% beyond 6 months <22 if >70 years composition measuring for >2 weeks, or any chronic GI condition  or chronic disease-related™
Asia: techniques® that adversely impacts food assimilation
<18.5 if < 70 years, or or absorption®<

<20 if >70 years

® Consider gastrointestinal symptoms as supportive indicators that can impair food intake or absorption e.g. dysphagia, nausea, vomiting, diarrhea, constipation or
abdominal pain. Use clinical judgment to discern severity based upon the degree to which intake or absorption are impaired. Symptom intensity, frequency, and duration
should be noted.

© Reduced assimilation of food [nutrients is associated with malabsorptive disorders like short bowel syndrome, pancreatic insufficiency and after bariatric surgery. It is also
associated with disorders like esophageal strictures, gastroparesis, and intestinal pseudo-obstruction. Malabsorption is a clinical diagnosis manifest as chronic diarrhea or
steatorrhea. Malabsorption in those with ostomies is evidenced by elevated volumes of output. Use clinical judgment or additional evaluation to discern severity based upon
frequency, duration, and quantitation of fecal fat and/or volume of losses.

4 Acute disease finjury-related. Severe inflammation is likely to be associated with major infection, burns, trauma or dlosed head injury. Other acute disease/injury-related
conditions are likely to be associated with mild to moderate inflammation.

¢ Chronic disease-related. Severe inflammation is not generally associated with chronic disease conditions. Chronic or recurrent mild to moderate inflammation is likely to

be associated with malignant disease, chronic obstructive pulmonary disease, congestive heart failure, chronic renal disease or any disease with chronic or recurrent o ot o2 e
Inflammation. Note that transient inflammation of a mild degree does not meet the threshold for this etiologic criterion. i) i) Bomhon v
' Creactive protein may be used as a supportive laboratory measure. = —
£ Requires at least 1 phenotypic criterion and 1 etiologic criterion for diagnosis of malnutrition. UM ciers o i o o lnurdon & consena epor. (Y

AL S e T e
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Deflnir tige
Definir nocosidados

Table 4
Thresholds for severity grading of malnutrition into Stage 1 (Moderate) and Stage 2 (Severe) malnutrition.
Phenotypic Criteria®
Weight loss (%) Low body mass Reduced muscle mass®
index (kg/m?)"
Stage 1/Moderate Malnutrition 5—10% within the past 6 mo, <20 if < 70 yr, Mild to moderate deficit
(Requires 1 phenotypic criterion that meets this grade) or 10—20% beyond 6 mo <22 if =70 yr (per validated assessment methods — see below)
Stage 2/Severe Malnutrition >10% within the past 6 mo, <18.5if < 70 yr, Severe deficit
(Requires 1 phenotypic criterion that meets this grade) or >20% beyond 6 mo <20if = 70 yr (per validated assessment methods — see below)

2 Severity grading is based upon the noted phenotypic criteria while the etiologic criteria described in the text and Fig. 1 are used to provide the context to guide inter-
vention and anticpated outcomes.

b Further research is needed to secure consensus reference BMI data for Asian populations in clinical settings.

¢ For example appendicular lean mass index (ALMI, kg/m?) by dual-energy absorptiometry or corresponding standards using other body composition methods like
bioelectrical impedance analysis (BIA), CT or MRI. When not available or by regional preference, physical examination or standard anthropometric measures like mid-arm
muscle or calf circumferences may be used. Functional assessments like hand-grip strength may be used as a supportive measure [15].

e P———— -
¥ % Clinical Nutrition

Journal homepege: hits ilwwe slsevias comilosatariing

ESPEN Endorsed Recommendaticn
GLIM criteria for the diagnosis of malnutrition — A consensus report g
* £

N Velasco . D. Waitzber #, . Yamworg . . Yu %,
GUM Core Leadership Committee, CLIM Working Group!
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ASPECTOS A TENER EN CUENTA EN LA VALORACION NUTRICIONAL DEL ANCIANO
FRAGIL

:f},} Historia clinica y nutricional |
.~ eTratamiento farmacoldgico = Vglora]cpn antropometricay
TN _ eProblemas Xerostomia/alteracion b LL bioquimica

~ gusto ‘

~ Valoracion ingestas
 eProblemas de masticacién/deglucion e Valoracion composicion
eCapacidad autoalimentarse corporal

Estudio funcionalidad
(dinamomentria, marcha)
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“ /} Historia clinica'y FARMACOS QUE POTENCIALMENTE
i ::- . nutricional REDUCEN EL APETITO
Medicamento Prevalenaa Medicamento Prevalencia aparicion Medicamento Prevalencia aparicion
aparicion (%) (%) (%)
Alprazolam 7,3-27,8% Galantamina 3,8-5,2% Tapentadol 2,6%
H _Qo,
Amiodarona S Hidroclorotiazida n.d. Topiramato 10-24%
Carbidopa/ 2% i . o
levodopa Hierro 6% Tramadol 0,7-5,9%
Denosumab 24% Memantina n.d. Venlafaxina 8-22%
3 -100
Destsliadi f S-10% Metformina n.d. Zonisamida 13%
Morfina 5-10%
Digoxina n.d. . :
Paroxetina 12% en ancianos
Duloxetina 8-10%
Pramipexol 6.16%
Fentanilo 3-10%
Rivastigmi 3,8-17%
Fluoxetina 3,8-17% AU ’
Furosemida n.d.

67 Congreso Nacional SEFH - Sociedad Espanola de Farmacia Hospitalaria



sefh

Sociedad Espa
de Farmacia HosD ?olu ria

Q€SO NAg,
<’ 04,
&4

oy gt

v

I ":.f_" . hutricional
D e

ﬂ Historia clinica y

Drugs associated with dry mouth

Drugs associated with ageusia/
hypogeusia

Amitryptiline
Atropine
Captopril
Chlorphenamine
Crtalopam
Codeine
Diazepam
Enalapnl
Fluoxetine
Levodopa
Paroxetine

ACEI

Ampicillin
Benzodiazepines
Clopidogrel

Diltiazem

Levodopa

Metformine

Nifedipine
Spironolactone

Tricyclic antidepressants

Table 4: Drugs associated with dry mouth, hypogeusia or ageusia.

@ Gerontology & Geriatric Research

Review Article

Omen Access

Nutritional Status and Drug Therapy in Older Adults

Elena Ortolani®, Francesco Landi, Anna Maria Martone, Graziano Onder and Roberto Bemabei

Department of Geratrics, Centro Universits

Sacm Cuare, Rome, sy
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FARMACOS QUE PRODUCEN XEROSTOMIA

O ALTERACION DEL GUSTO

Farmacos que alteran
el gusto

= Cardiovasculares: captopril, ena-
lapril, hidroclarotiazida, diltia-
zem, espironolactona

* AINEs: acido acetilsalicilico, ibu-
profeno

= Antibidticos: penicilina, metro-
nidazol, claritromicina

= Antineoplasicos: 5-fluorouraci-
lo, adriamicina, bleomicina, cis-
platino, metotrexato

e Hipndticos: flurazepam, triazo-
lam, zopiclona, zolpidem

* Litio

* Levodopa

* Carbamacepina
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‘) Historia clinicay FARMACOS QUE POTENCIALMENE
s .'_' . hutricional PRODUCEN PERDIDA DE PESO
(%) (%)
Bupropion 14-19% Metilfenidato 6,5-9%
Donepezilo 3-5% Metformina n.d.
Duloxetina 2-14% Rasagilina 2-9%
Epoetina a 9% Rivastigmina 6-14%
Fentanilo 13% Topiramato 4-21%
Fluoxetina 1,4-12% Trazodona 5,7%
Galantamina 5,1% Venlafaxina 3-47%
Levotiroxina n.d.
Memantina n.d.
Metformina n.d.
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‘aplicacion de consulta de medicamentos que
afectan al estado "Wm'

e

Anorexia/pérdida de apetito

Abacavir
Abemaciclib
o Acenocumarol
Acetato calcio, magnesio carbonato
Acetazolamida
Acido félico
Acido zoledrénico
Afatinib
o Aflibercept
Aldesleucina
Alemtuzumab
Alopurinol
o Alprazolam
Amfotericina B
Amiodarona oral, intravenosa
> Amitriptilina

RefoRMUATE
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iplicaciéon de consulta de medicamentos que
afectan al estado nutric,gnal

Efectos adversos

Alteracion del gusto/disgeusia
Alteraciones de la composicién corporal
Alteraciones electroliticas o de micronutrientes
Alteraciones metabdlicas
Anorexia/pérdida de apetito

Aumento de apetito

Aumento de peso

Diarrea

Disfagia

Estrefiimiento

Mucositis

Nduseas

Pérdida de peso

Sequedad de boca/xerostomia

Vémitos
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Tabla 3: Clasificacion del estado nutricional segin el IMC en adultos”-?

Spline Model

ESTADO NUTRICIONAL

>50 Kg/m? Obesidad tipo IV [extrema)
40-49.9 Kg/m? Obesidad tipo Il [mérbida)
35-39.9 Kg/m?2 Obesidad tipo Il
30-34,9 Kg/m? Obesidad tipo |
27-29.9 Kg/m? Sobrepeso grado Il
25-26.9 Kg/m? Sobrepeso grado |

Tabla 2: Clasificacién del estado nutricional segun el IMC en ancianos’

175 20 225

25 275 352 32r.5 55 BTI 5
: Body Mass Index (kg/m )
ESTADO NUTRICIONAL FIGURE 2. HRs (95% Cls) of all-cause mortality according to BMI for
>50 Kg/m? Obesidad tipo IV [extremal) men and women aged =65 y. BMI was modeled with restricted cubic splines

z . . L. in a random-effects dose-response model. A BMI (in kg."mz) of 23.5 (most
40-49.9 Kg/m Obesidad tipo Il [mérbida) common midpoint for the reference BMI category) was used as the reference
35-39.9 Kg/m?2 Obesidad tipo Il to estimate all HRs. The vertical axis is on a log scale.

30-34,9 Kg/m2 Obesidad tipo |
27-29.9 Kg/m?2 Sobrepeso

BMI and all-cause mortality in older adults: a meta-analysis

Jane E Winter, Robert J Maclnnis, Naiyana Wattanapenpaiboon, and Caryl A Nowson

Am J Clin Nutr doi: 10.3945/ajcn. 113.068122. Printed in USA. © 2014 American Society for Nutrition
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Valoracion CALCULO TALLA EN PACIENTES
antropometricay ENCAMADOS/SILLA DE RUEDAS
bioquimica

Figura 2: Estimacion talon-rodilla‘ Tabla 1: Estimacién de la altura en funcién de la medida codo-mufeca®
i : s i Distancia Altura [m] Altura [m] Altura (m) Altura (m)
Figura 1: Calculo de la distancia codo-mufieca codo-muneca Hombres Hombres Mujeres Mujeres
[em) (<65 afios) [>65 afios) (<65 afios) [>65 afios)
1,94 1,86 1,84 1,84
31,5 1,93 1,86 1,83 1.83
] 191 1,84 1,81 1.81
305 1,89 1,82 1,80 179
30 1,87 1.81 1,79 1.78
29,5 1,85 1,79 1,77 1,76
29 1,84 1,78 1,76 .75
28,5 1,82 1,76 1,75 173
28 1.80 1.75 1.73 .71
275 1,78 1,73 172 1.70
27 1,76 1,71 1,70 1,68
265 1,75 1,70 1,69 1.66
26 1,73 1,68 1,68 1,65
25,5 171 1,67 1,66 1.63
25 1,69 1,65 1,65 1,61
Talla (hombres) = (2,02 x TR (cm)) - (0,04 x edad (afios)) + 64,19 25 147 142 143 140
: ~ 235 1,64 1,60 1,61 1,56
Talla (mujeres) = (1,83 x TR (cm)) - (0,24 x edad(afios)) + 84,88 : T2 o o9 Teo
22,5 1,60 157 1,58 153
2 ) 1,58 1,56 1,56 1,52
e 1,57 1,54 1,55 1.50
Talla (mixto)= (1,81 x TR (cm)) - (3,165 x sexo) - (0,01 x z 1.55 152 1.54 1.48
20,5 153 1,51 1,52 147
~ 20 151 1,49 1,51 1.45
edad(anos))+84,3 19.5 1,49 1,48 1,50 144
. 19 1.48 1,46 1,48 1.42
donde sexo hombre=1y sexo mujer=2 185 146 145 1,47 1,40

67 Congreso Nacional SEFH - Sociedad Espanola de Farmacia Hospitalaria
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Estimating BMI category from mid upper arm circumference (MUAC)

The subject’s left arm should be bent at the elbow at a 90 degree angle,
with the upper arm held parallel to the side of the body. Measure the
distance between the bony protrusion on the shoulder (acromion) and
the point of the elbow (olecranon process). Mark the mid-point.

Ask the subject to let arm hang loose and measure around
the upper arm at the mid-point, making sure that the tape
measure is shug but not tight.

If MUAC is < 23.5 cm, BMI is likely to be <20 kg/m?.
If MUAC is > 32.0 cm, BMI is likely to be >30 kg/m?.

67 Congreso Nacional SEFH - Sociedad Espanola de Farmacia Hospitalaria
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) — Tabla 10: Parametros diagnésticos de desnutricién segln grado de severidad'8
CR"ERIOS SEN PE-SEDOM Valor Desnutricién | Desnutricién | Desnutricién
Parametros

PARAMETROS BIOQUIMICOS

Normal leve moderada severa

Tabla 9: Parametros diagnésticos de desnutricion!® IMC
Ancianos 22-26,9 17-18,4 16-16,9 <16
= Desnutricion | Desnutricion | Desnutricion :
PTG atr i . Adultos 18,5-25 17-18,4 16-16,9 <16
calorica proteica mixta % Pérdida de peso/tiempo
IMC ++ Mormal + 1semana <1% 1-2% 2% >2%
% Pérdida de peso/tiempo 1mes <2% 2-5% 5% >5%
Semana/mes/3 meses/6 meses ++ No + 3 meses <7.5% 7,5-10% 10-15% >15%
M | Atri 6 meses <10% 10-15% 15-20% »>20%
‘Albumina lg/dl] Normal - - Plieguesyotras >p10 =p10 <p10 >p3
- p

ff Transferrina [mg/dy Normal + + Albimina (g/dl 3645 2835 21-2.7 <21
| Linfocitos [cel/mm?) * + + Transferrina (mg/dl] 201-350 151-200 101-150 <100
l Colesterol (mg/dl) ++ No + Colesterol [mg/dl) >180 140-179 100-139 <100

++: Disminucion significativa. +: Disminucion . Modificado de consenso SENPE-SEDOM. '8

CRITERIOS GLIM

T C-reactive protein may be used as a supportive laboratory measure.

67 Congreso Nacional SEFH - Sociedad Espanola de Farmacia Hospitalaria



<,c«?-5° Na t/%

Sociedad Espariola
de Farmacia Hospitlaria

RefoRMUATE

Valorar capacidad de
masticacion
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IETA NORMAL

Apellidos y Nombre:
Tio de dicta gue sigbe aciusimente. BasaUNormal [T Con modifieacian de texturs ligu ds, blandsl ] Expecial lpatalogias]
Indicar dentro de los recuadros la cantidad consumida: Entero: E; H\taﬂ M: Nada:

©'de vasos de agua y marcar con un X L ingesta de suplement
Sumar postEriorments al total (] da La (ngesta, n.° e vases 4t agua y suplementos consumides a lo large del dia

Comidas/dias | Alimentos consumidos | Prche

esao Fo S hatcriagl b
astagasbolleria/galltas
Desaune. | Frataamafotros " 5
Agua suplements

Media manana | [osedas/baleriaigalletas
5%

T

Agus-suplements

DiAS:

Fecha Fecha Fecha

0
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Comida .
30%) Bodar
Agua-suplementa
Merienda \r.a'clleg s/bolleriafgallet:
Siagas/blleri/galltas
0% afotros 10 o 10 10 E 10

Agua-suplementn

12 plate ]
Cena é" Tla\ o g
o
0% R
| I—
| ——

Recena Zumolla
[5%] ‘Agua suplemento
Ingesta [%

ua-Supl

5

HHHJHEH]HEH}HE

ementos

Coma el totsl e3 del 100%, 3¢ estima que debe consumir camo minimo 23 que equivalen aproximadamente o 46,66%. Ingesta totsl diaris: = 2/3 [ o« 23 [
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GLIM DIAGNOSTIC PROCEDURE for MALNUTRITION )

‘Muscle mass assessment

| TECHNICAL APPROACHES |
BIA | DXA cT us
oxperise and reference vales? > NOo > CLINICAL APPROACHES
QJELS\‘ r‘ ANTHROPOMETRY E{A‘J;ﬂgﬁ'@,‘

Calf circumference

Mid-upper arm circumference

Muscle mass

Fig. 1. GLIM approach to diagnosis of malnutrition with focus on muscle mass assessment. The use of technology-based measurements is primarily recommended when devices,
expertise for device utilization and result interpretation, and appropriate validated cutoffs are available. We recognize that no criterion-standard or superior technique is currently
acknowledged, and use of different techniques should be based on availability criteria and with consideration for strengths and limitations described in the text. If use of
technology-based measurements is not possible because of any of the above reasons, use of anthropometry or trained physical examination for signs of low skeletal muscle mass is

recommended. In this case, trained personnel and validated cutoffs for the desired application should also be available. BIA, bioelectrical impedance analysis; CT, computerized
tomography; DXA, dual-energy x-ray absorptiometry; GLIM, Global Leadership Initiative on Malnutrition; US, ultrasound.

Qisical Nutition 41 (2022) 1425-1413
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ESPEN Endorsed Recommendation

Guidance for assessment of the muscle mass phenotypic criterion for

the Global Leadership Initiative on Malnutrition (GLIM) diagnosis of &=
malnutrition™
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SARCOPENIA EN EL PACIENTE FRAGIL

v’ Concepto de sarcopenia

Physical length
lmpamnem/dlsablhly Fals Md Gr::;:m stayd

[La sarcopenia se define como\

un trastorno ﬁ & Sﬁi :ﬂ
musculoesquelético
generalizado y progresivo que
implica la pérdida de masa y

\funcion muscular. /

Wound healing

Need for
rehabilitation

Sarcopenia

Alfonso] Cruz-Jentoft, Avan A Sayer Poor quality Postoperative
of life complications

i B
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Populations at risk of muscle loss

oy gy

CHRONIC |
AGING v DISEASES ACUTE“CARE CRITICAL CARE
- (A8 AL ;
= - :»i; 1
Rate of muscle loss
Slow muscle loss Chronic muscle loss Acute muscle loss Extreme muscle loss
[ 3 » <> L 3 » [ 2
age of 40 Years Pre-  Disease Months Hospital Days ICU Days
years diagnosis diagnosis admission admission

Contents lists available at ScienceDirect

Clinical Nutrition

RECUPERACION LENTA DE LA MASA
iR, _ - MUSCULAR Y LA FUNCIONALIDAD

Advances in muscle health and nutrition: A toolkit for healthcare L)
professionals

Carla M. Prado **, Francesco Landi *, Samuel TH. Chew ©, Philip J. Atherton °,
Jeroen Molinger *, Tobias Ruck % Maria Cristina Gonzalez "

PREVENCION
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CRITERIOS DIAGNOSTICOS DE SARCOPENIA

SARC-F
NEGATIVE o
or clinical No sarcopenia;

suspicion rescreen later

Muscle strength No sarcopenia;
Grip strength, :

Chair stand test rescreen later

In clinical practice,
Sarcopenia
probable*®

intervention

Muscle quantity

or quality
DXA; BIA, CT, MRI

Sarcopenia
confirmed

Physical
Performance
Gait spead, SPPE,
TUG, 400m walk

Sarcopenia
severe

GUIDELINES

Sarcopenia: revised European consensus
on definition and diagnosis

ALFONSO |. CRuz»]ENTor-‘r', GULSTAN BAHAT?, JURGEN Bauer?, Yves Bore®, Ouvier Bruvere®,
Tommy CeperrioLm®, Crrus Coorer”, Francesco LANDIE, Yves RoLanD’, Avan AiHie Saver'®,
Steprane M. Scrneper' ', Corne C. Sieser'2, Eva Topnkova'>, Maurits Vanpewoupe' ™,
MAROLEIN V\SSERIS, Mauro ZAMBON\'E‘, WRIMNG GROUP FOR THE FUROPEAN WORKING GROUP ON
Sarcopenia IN OLDER PeopLe 2 (EWGSOP2), anp THE ExTenpeD Group For EWGSOP2

Apge and Ageing 2019, 48: 1631
doi: 1 0.1 093/ageing/afy | 69
Published electronically 24 Septernber 2018

Figure 1. Sarcopenia: EWGSOP2 algorithm for case-finding,
making a diagnosis and quantifying severity in practice. The
steps of the pathway are represented as Find-Assess-Confirm-
Severity or F-A-C-S. "Consider other reasons for low muscle
strength (e.g depression, sroke, balance disorders, peripheral
vascular disorders).
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v" Fuerza muscular

.o

/9 & | o Fuerza de prension

/ o Dinamémetro
%

o Test de levantarse de la silla (chair-stand test)—5 veces

Table 3. EWGSOP2 sarcopenia cut-off points

Test Cut-off points for men Cut-off points for women

EWGSOP2 sarcopenia cut-off points for low strength by chair stand and grip strength

Grip strength <27 kg <16 kg
Chair stand >15s for five rises

Dodds (2014) [26]
Cesari (2009) [67)
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CRITERIOS DIAGNOSTICOS DE SARCOPENIA

v" Fuerza muscular

| ;,ﬁ s | o Fuerza de prension

// " o Limitaciones

deterioro cognitivo.
v Personas mayores con artrosis.

v" ¢Puntos de corte adecuados?

o Test de levantarse de la silla (chair-stand test)
v' Dificultad de comprension en personas con deterioro
cognitivo.
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o Masa muscular esquelética:
o Masa muscular apendicular o masa muscular esquelética

o Diferentes métodos para su determinacion:
o DEXA

Bioimpedancia

TAC o Resonancia magnética

Ecografia nutricional

Antropometria
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CRITERIOS DIAGNOSTICOS DE SARCOPENIA

v" Rendimiento fisico

o Velocidad de la marcha
o SPPB
o Testgetup & go

QO

Table 3. EWGSOP2 sarcopenia cut-off points

Test Cut-off points for men Cut-off points for women
Gait speed <0.8m/s

SPPB <8 point score

TUG 220 s

67 Congreso Nacional SEFH - Sociedad Espanola de Farmacia Hospitalaria



;K sefh

dad Espaniola
de Fﬂ macia Hospitalaria

wa5° Na c/o

&

RefoRMU(ATE

2
N 9291 '\

%,

e

DEXA

Bioimpedancia

TAC o RM

Ecografia

Antropometria

Valora la composicién corporal total
Sencilla de realizar

Precision alta y resultados fiables
Dosis bajas de radiacion

Valora la composicién corporal total.
Resultados inmediatos.
Portatil

Mediciones paciente de pie, sentado o encamado.

Buena resolucién y precision.
Imagen transversal.

Permite medir calidad del musculo
Medidas en muslo y L3

Portatil.

Puede medir la calidad del musculo.
No radiacion.

Imagen en tiempo real

Facil de realizar.
No necesita desplazamiento del paciente.

No informa sobre la calidad del musculo. - Alto
Dificultad para valorar la grasa corporal.

No portatil.

Influencia del estado de hidratacidn en los resultados.
Menor precisién que otras técnicas.

- Bajo

imagenes estudiadas no representativas del resto.
TAC (radiaciones)

No portatil.

Dificultad técnica

- Muy alto

Baja reproducibilidad.

Baja precision.

Formacion para su uso.

Ausencia de puntos de corte.

Imagenes estudiadas pueden no ser representativas

- Bajo

No informa sobre la calidad del musculo.
Alteraciones nutricionales pueden falsear los resultados.

- Muy bajo
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PUNTOS DE CORTE DE LA MASA MUSCULAR

Table 3. EWGSOP2 sarcopenia cut-off points

GUIDELINES

EWGSOP2 satcopenia cut-off points fot low muscle quantity
ASM/height’ <1.0kg/m’

Sarcopenia: revised European consensus
on definition and diagnosis

ALFONSO J. CRUZ-JENTOFT', GULISTAN BAHAT?, JURGEN BAUER®, Yves BORE, OLIVIER BRUYERE®,
' Tommy Ceperrotn®, Crrus Coorer’, Francesco Lanoi®, Yves Rowian’, Avan A Saver'”,
Smdmsl{[ (201 4] [3] Steprane M. Scneper' !, CorneL C. Sieeer'2, Eva Topnikova'?, Maurrs Vanpewoune ',
MaroLEN Visser'®, MaURO ZaMBONI'€, WRITING GROUP FOR THE EUROPEAN WORKING GROUP ON
G ld (20.14) [.1 25] SARCOPENIA IN OLDER PeorLE 2 (EWGSOP2), AND THE ExTenpeD Group ForR EWGSOP2
Age and Ageing 2019; 48: 16-31
doi: 10.1093/ageing/afy | 69

Table 1
Examples of recommended thresholds for reduced muscle mass or its surrogate
markers.
Thresholds Males Females
ALMI, kg/m2* [66,67] (DXA) <7 <55
ASMI or ALMI, kg/m?*™ [67—69]
BIA™ [69] <7 <5.7
DXAP: [70] <7 <54
FEMI, kg/m? [71,72] (BIA) <17 <15
ALM/weight, % [73] (DXA) <25.7 <19.4
ALM/BMI, m? [74] (DXA) <0.827 <0.518
Calf circumference, cm“* [62] <33 <32

Published electronically 24 Septernber 2018

Qisical Nutition 41 (2022) 1425-1413

Contents lists available at ScienceDirect :m_"
Nl!WIW}N
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I \\' journal 1l p: .elseviar. = |

ESPEN Endorsed Recommendation

Guidance for assessment of the muscle mass phenotypic criterion for | g
the Global Leadership Initiative on Malnutrition (GLIM) diagnosis of 22
malnutrition™

67 Congreso Nacional SEFH - Sociedad Espanola de Farmacia Hospitalaria



Q€S0 N4,
S o,

sefh

Sociedad Espariola
de Farmacia Hospitalaria

0% gz.12

RefoRMULATE

~
>
Vg que®

|nBDdy Tnody 10

Altura Edad | Género| Fecha/ Hora del test
168cm kel Mecabre| 10.03.2022. 1255
(03.1545.)
AT @ T eomposicion corporal
I T [ETETE

Andlisis de Grasa Segmental

 Corponn! 378
o Y pisan T8 484 i — .

BaEs 51
Plies W ﬂr"&'ufll msé.u 750
7 e =T
mnees bt 342
NesaGrsa pg 238
Corponl 5 Analisis de Grasa Seqmental
An: [ 15w | =a7a )
— o | trpre 17 | 3%
- - T =% 128w | WEs |
Fiara Descss 32w | TS )
ey e R g i 3% | 1D 1
[ e - e [ ppe—
’ Cronlewda dlacn 96,7 m
Aniilisis de obesidad i
Cmiwireen e 282w | 265533 |
G e ) e e 55 Madiopd  Bdw | ngws)

Cimurimeds delbee 330 on

e

SRS O o s A 31 7 TS TaEs
WHE 7.6 i

is e msgro por segments e emiee vt e

B Anguln de fase conporal completa

— H- Mfilloyin = = = 52
S5 o o
¥ .
- - ettt " e W ® a1 #0 M 8s 53 es ap a7
e Andtsis
o R —— gl W W% e 0 s e ez
= =6 v Alppase €
G m o e e o w w w % s
ForraDencta ) Jot S . 7.7 0,391
=)
. s, o 0 R W w a %
Ll | —— 0,331

Andlisis de la proporcién AEC

ole ade ode adw adm ale sle she elm ele sl
«
Retacién de AEC | o o e 0,356

Historial de Compusicion Corporal

o]

70 :

| B

= ®/3 Impedancia

- a e o S e

T L

ok ol 317 S 388 385 ME To 20

L - Ay 7799 203 11 255 296
Ye0u 238 87 17 2m3

Febckndeses | 0388 S0 23 2513 155 1504 19540
10 253 138 1223 1881

st =il 1z i i i |Tordeiome Smindoa |

g P ————

67 Congreso Nacional SEFH - Sociedad Espanola de Farmacia Hospitalaria




g‘\aso '44%
Ky \ /

fh 167y

bl 3

Sociedad Espariola % &
de Farmacia Hospitalaria ) S

Yrg. 3w
S —"

Parametros de Investigacion
Tasa metabolica basal 1477 kcal ( 1609~1885 )

Circunferencia delacintura 96,7 cm
Areade Grasa Visceral  115,4 cm?
Contenido mineral dseo 2,82kg ( 2,66~326 )

Masa celular corporal 33,1kg ( 31,0~37,8 )
Circunferencia del Brazo 33,0 cm
ACT/MLG 73,8 %

I MME 7,6 ka/ni

Thresholds Males Females
ASMI or ALMI, kg m2"- [67—69]
BIA™ [69] <7 <5.7

67 Congreso Nacional SEFH - Sociedad Espanola de Farmacia Hospitalaria



QeSO Nag,
& o,

sefh @ RefoRMUIATE

de Fcrmocm Hos italaria 2,
i va. zu“‘\

4"'4 927 “

CIRCUNFERENCIA PANTORRILLA-PUNTOS DE CORTE-LIMITACIONES

T o 00 Y5571 54 UE1E1611 - COOEMIOED VR 910

tudnsk}sparametms sz, fnt oo n mayorgradode sumin,Tods g arametms et s oneoran onl o, %
cicunferencia e pantomile, estaleciéndose fconceptostar esnutndo” e e punto d cots de 29, para ambos s y & fds s Trabejo Orgina A

o La circunferencia de la pantorrilla como marcador rapido y fiable de desnutricion en el
gl'"pﬂs de Bdﬂd (SB"S' llldad gg 31%) anciano que ingresa en el hospital. Relacion con la edad y sexo del paciente
" The calf circumference as a quick-reliable marker of malnutrition in hospitalized elderly. ts relation
with age and gender
Emia Marla Lepﬁuua Marla cwxpuﬁnm \bane’ymm fa Peinaco Hereros®
3¢ inmunabgls
Gavats
Qlirical Nutrition 41 (2022) 14251433
Thresholds Males Females
B Contents lists available at ScienceDirect cLNcAL
BTN
y Clinical Nutrition
Calf circumference, cm®“ [62] <33 <32 —rr Journal ol

ESPEN Endorsed Recommendation

Guidance for assessment of the muscle mass phenotypic criterion for = @
the Global Leadership Initiative on Malnutrition (GLIM) diagnosis of Lq"l_-'u
malnutrition™

Rounded CC cutoff values for moderately and severely
low CC were 34 cm and 32 cm (males), and 33 cm and 31 cm

(females), respectively.

Calf circumference: cutoff values from the NHANES 1999-2006

The adjuste:d CCis EaSil}’ Maria Cristina Gonzalez,"* Ali Mehrnezhad,” Nariman Razaviarab,” Thiago G Barbosa-Silva,* and Steven B Heymsfield®
obtained by adding 4 cm (BMI <18.5) or subtracting 3, 7, or

!Post-Graduate Program in Health and Behavior, Catholic University of Pelotas, Pelotas, Rio Grande do Sul, Brazil; 2I‘c:nnin‘glun Biomedical Research Cenler,

12 cm (BM] 25-29, 30-39, and =40, respective]y) from the LSU System, Baton Rouge, LA, USA; *Louisiana State University, Baton Rouge, LA, USA; and *Federal University of Pelotas, Pelotas, Rio Grande do Sul,
. " Brazil

CC measure. The BMI adjustment factors would also allow the

correct identification of low CC under any BML, using the cutoff Am J Clin Nutr 2021:113:1679_1687. Printed in USA.

values developed from the reference population.
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CIRCUNFERENCIA PANTORRILLA-PUNTOS DE CORTE-LIMITACIONES

Calf circumference (CC) -
measurement site

Calf -
axial image

Subcutaneous

adipose tissue 3

Gastrocnemius muscle

Healthy adults
Adjustment factors* based on BMI
]13.5-24.9 kg/m? 125-29.9 kg/m 130-39.9 kg/m?
] =

|<1s.5 kg/m? 2

R
LUl s 74

+4cm

CCvalue

1 1

Compare adjusted CC value to sex-specific cut-off values

o

Aging / Clinical populations with probable weight or muscle loss
Adjustment factors* based on BMI

[<1s.5 kg/m? ]18.5-24.9 kg/m? ]25-29.9 kg/m? |3o-39.9 kg/m? 1240 kg/m?
Use original Use original b
CC value CC value

e &
——

Compare adjusted CC value to sex-specific cut-off values

&
N
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CIRCUNFERENCIA PANTORRILLA-PUNTOS DE CORTE-LIMITACIONES

v" Limitaciones

v' Edema
v" Propuesta e puntos de corte y 0 segun IMC
realizada para poblacidon sana y personas mayores incluidas

sanas (2%).

v Propuesta de adaptacion en pacientes mayores no validada
y no tiene en cuenta valores corte de IMC adaptados a esta
poblacidn ni inmovilidad de la persona.
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REQUERIMIENTOS NUTRICIONALES EN EL PACIENTE FRAGIL

Guidance
for nutritional intake

'R1) Gulding value for energy intake in older persons Is 30 keal per kg

dy weight and day; this value should be Individually adjusted with
hgard to nutritional status, physical activity level, disease status and
jtolefance‘ (R1)

R2) Protein intake in older persons should be at least 1 g protein per
kg body weight and day. The amount should be individually adjusted
with regard to nutritional status, physical activity level, disease
status and tolerance. (R2)

|nsl For EN, fiber-containing products should be used. (R3)

R4) Provided that there is no specific deficiency, micronutrients
should be delivered according to the recommendation for healthy

older persons. (R4)

PRTp—

Comtant lists mvntatie o Sciemcalirect

Jeumeca,
JrARn|

Clinical Nutrition

RS) Older women should be offered at least 1.6 L of drinks each day,
while older men should be offered at least 2.0 L of drinks each day
unless there is a clinical condition that requires different approach. EsPEN Guidelne

ESPEN practical guideline: Clinical nutrition and hydration in

geriatrics

(R61)
Dorathee Volkert . Anne Marie Beck . ancadﬂhnlm <d, .N.funsn Emz—l!mﬂR

Lee Hooper ', Eva Kiesswetter ', Marcello Maggio ©, Agathe Raynaud.
Cornel Sieber * Lubos Sobotka, I!lwlehevanhwlt ldmwmh

Stephan C. Bischoff ™
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APORTES PROTEICOS

T Recommended Protein Intake for Healthy Older People:

BOL . . . Protein Recommendations in Acute and Chronic Diseases
L '7\\ Current Recommendations and Evolving Evidence
9 N
A ; p
: PROT-AGE recommendations for dietary protein intake in healthy older adults PROT-AGE recommendations for protein levels in geriatric patients with specific
» Tomaintain and regain muscle older people need more dietary protein than acute or chronic diseases
youngerpeaplasaldasnsanlachould consume an average daily intake in e The amount of additional dietary protein or supplemental protein neede
do hould daily intake i Th f additional dietary protei ppl al protei ded
the range depends on the disease, its severity, the patient’s nutritional status prior to
s The per-| es| Dd of dietary proteinfamino acid intake is disease, as well as the disease impact on the patient’s nutritional status.
higher in older lﬂd“’ldm“ww containing about « Most older adults who have an acute or chronic disease need more dietary
I2)-5 [0. 28g IEUCIPEZ! n C‘;"{"P::SO“ ‘:lﬂ" H."-'U“S f‘:'—‘lt-"- . ) be protein (ie, 1.2—1.5 g/kg BW/d); people with severe illness or injury or with
« Protein source, iming of intake, and amino add supplementation may marked malnutrition may need as much as 2.0 g/kg BW/d.
considered when making recommendations for dietary protein intake by e Older people with severe kidney disease (ie, estimated glomerular filtration
older adults. _ ) . . rate [GFR] < 30 mL/min/1.73m?) who are not on dialysis are an exception to
« More research studies with better methodologies are desired to fine tune - - ) Lo L o
. . the high-protein rule; these individuals need to limit protein intake.
protein needs in older adults,

Protein Quality and Specific Amino Acids

PROT-AGE recommendations on dietary protein and amino acid quality for older
people
= The list of indispensable amino acids is qualitatively identical for young and
old adults.
« There is no evidence that protein digestion and absorption capacities change
significantly with aging.
= “Fast” proteins may have some benefits over “slow™ proteins in muscle
protein metabolism.
ary enrichment with leucine or a mixture of branched-chain amino acids
'may help enhance muscle mass and muscle function, but further studies are

needed to support specific recommendations. b JAMDA
= B-HMB may attenuate muscle loss and increase musde mass and strength in VT fournst bamapage: ww jamds som
lder people, but further studies are needed to support specific Specal Amide
i Evidence-Based Recommendations for Optimal Dietary Protein Intake in Older
e Creatine supplementation may be justified for older people, especially those People: A Puskicu Paper Fom (he PROTAGE Sty G
who are creatine-deficient or at high risk of defidency. 2hw.‘,?mxknmmn Joha £, o n'mmu..u- mmlmmr::’:

Moriey M.
Peer St D TR0 Daic T MD. PO Renuka Vvanuthan MBS, P Bens vl A0, D',
Yves Eoirke MD, PAD™
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R14) Older persons with malnutrition or atrisk of malnutrition and with
eating dependency in institutions (A) as well as at home (GPP) shall be
offered mealtime assistance in order to support adequate dietary intake.
{R12)

R15) In institutional settings, food intake of older persons with mainutrition
or at risk of malnutrition shall be supported by a home-like, pk dining

R21) Older persons

with malnutrition or at

irisk of malnutrition

and/or their caregivers

ishould be offered

environment in order to support adequate dietary intake and maintain
quality of life. (R13)

R16) Older persons with malnutrition or atrisk of malnutrition should be
encouraged to share their mealtimes with others In order to stimulate
dietary intake and improve quality of life. (R14)

nutritional counselling
in order to support
adequate dietary intake
and improve or
maintain nutritional
status, (R18)

R23) Older persons
with malnutrition or at
risk of malnutrition
should be offered
fortified food in order
to support adequate
dietary intake. (R20)

R24) Older persons
with malnutrition or at
risk of malnutrition
should be offered

R17) Meals on wheels offered to b dwelling older persons with
malnutrition or at risk of malnutrition should be energy-dense and/or
include additional meals to support adequate dietary Intake. (R15)

R18) Older persons with malnutrition or atrisk of malnutrition should be
offered nutritional information and education as part of a comprehensive
intervention concept in order to improve of and & dedge about
nutritional problems and thus promote adequate dietary intake. (RIG)

R19) In addition to nutritional interventions, older persons with malnutrition
or atrisk of malnutrition should be encouraged to be physically active and to
exercise in order to maintain or improve muscle mass and function. (R41)

R20) During periods of exercise interventions, adequate amounts of energy
and protein should be provided to older persons with malnutrition or at risk
of malnutrition to maintain body weight and maintain/improve muscle mass.
{Ra2)

R22) individualized
nutritional counselling

ishould be offered by a
Iqualified dietician to

affected persons and/or

[their caregivers, should

consist of several (at

{least 2) indlvidual
Isessions that may be
\combined with group
'sessions, telephone

contacts and written
advice and should be
maintained over a

\longer period of time.
(R19)

dditional snacks,
and/or finger food, in
order to facilitate
dietary intake. (R21)

R25) Older persons
with malnutrition or at
risk of malnutrition and
signs of oropharyngeal
dysphagia and/or
chewing problems shall
be offered texture-
modified, enriched
foods as a
compensatory strategy
to support adequate
dietary intake. (R22)

1] andt of 1 ition in

Fig. 4. F

1 (1): Supportive inter
PN, | nutrition.

nutritional ling, and food modification. EN, enteral nutrition; ONS, oral nutritinal
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INTERVENCIONES NUTRICIONALES EN LA DESNUTRICION Y LA SARCOPENIA

D. Volkert, AM. Beck, T. Cederholm et al Oinical Nutrition 41 (2022) 958-989
! )  — 7 1
{ Supportive l [ Nutritional ‘ [ Food I ' 1 ’
" . R Rt EN PN
interventions counseling modification
Implementation

R26) Older persons with malnutrition or at R29) ONS offered to an older person with
risk of malnutrition with chronic conditions ition or at risk of malnutrition, shall
shall be offered ONS when dietary provide at least 400 kcal/day including 30
counselling and food fortificationare not g or more of protein/day. (R26)
sufficient to increase dietary intake and
reach nutritional goals. (R23) R30) When offered to an older person with

E - Inutrition or at risk of malnutrition, ONS
R27) Hospitalized older persons with shall be continued for at least one month,
malnutrition or at risk of malnutrition shall Efficacy and expected benefit of ONS shall
be offered ONS, in order to improve be assessed once a month. (R27)
dietary intake and body weight, and to
lower the risk of complications and o a1
readmission. (R24) y or at risk of ition,

pli in ONS co ption shall be R
R28) After discharge from the hospital, regularly assessed. Type, flavor, texture Comis s ovalabl o SchmiaDirect eumcs, |
older persons with malnutrition or at risk and time of ¢ ion shall be adapted Clinical Nutrition
of malnutrition shall be offered ONS in to the patient’s taste and eating T e -
order to improve dietary intake and body capacities. (R28) [—
weight, and to lower the risk of functional ESPEN practical guideline: Clinical nutrition and hydration in ™
decline. {R25) geriatrics =
Dorathee Volkert . Anne Marie Beck . hﬂnly(edﬂhnlm‘ <, Alfonso Cruz-jentoft *,
Lee Hooper ', Eva Kiesswetter °, Marcello Maggio A{aﬂzkaynauiilmnu
Fig 5. Prevention and t of malnutrition in al (11): Oral nutritional supplements. EN, enteral nutrition; ONS, oral nutritinal supplements; PN, parenteral nutrition. e s Sk Do R W
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INTERVENCIONES NUTRICIONALES EN LA DESNUTRICION Y LA SARCOPENIA

v v ]

Supportive Nutritional Food
interventions counseling modification

)

Implrmor\(

#ﬁ

R32) Older persons with reasonable
prognosis shall be offered EN if oral intake is
expected to be impossible for more than
three days or expected to be below half of
energy requirements for more than one
week, despite interventions to ensure
adequate oral intake, in order to meet the
nutritional requirements and maintain or
nutritional status. (R29)

R33) The expected benefits and potential

risks of EN shall be evaluated individually

and reassessed regularly and when the

clinical condition changes (R30)
—

R34) Older persons with low nutritional
intake in the terminal phase of illness shall
be offered comfort feeding instead of EN.
(R31)

R35) If EN is indicated, it shall be started without delay. (R32)

R36) Older patients who require EN presumably for less than four
weeks should receive a nasogastric tube. (R33)

R37) Older patients expected to require EN for more than four
weeks or who do not want or tolerate a nasogastric tube should
receive a percutaneous gastrostomy / PEG. (R34)

R38) Tube fed older pati shall be enc ged to maintain oral
intake as far as safely possible. (R35)

R39) EN and PN and hydration shall be considered as medical
treatments rather than as basic care, and therefore should only be
used if there is a realistic chance of impr or mail 1ce of
the patient’s condition and quality of life. (R37)

R40) Older patients should NOT receive pharmacological sedation
or physical restraints to make EN or PN or hydration possible. (R38)

R41) In older patients with malnutrition, EN and PN shall start early;
it shall be gradually increased during the first three days in order to
avoid the refeeding syndrome. (R39)

R42) During the first three days of EN and PN therapy in
malnourished older persons, spcelll attention shall be drawn to
blood levels of phosph ium and thiami

which shall besupplemented even in case of mild deficiency. (R40)

PRTp—

Contants nts avabasle ot Scienca Direct [comeca
ey
Clinical Nutrition
FLSEVIER Journal hamepage: hitp:/fwwiw.alsaviar.com locataleing -
ESPEN Guideline
ESPEN practical guideline: Clinical nutrition and hydration in m
geriatrics B2

Dorathee Volkert . Anne Marie Ik:k . mmmycmnnlm‘ <, Alfonso Cruz-jentoft *,

Lee Hooper |, Exa Kiesswetter ', Ma A{aﬂrkaynauiimnn
Cornel ', Lubos Sobotka, uhm van Asselt ", Rainer Wirth
Stephan C. Elsl:hn!'"‘
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Fig. 7. Prevention and treatment of malnutrition in general (IV): Parenteral nutrition. EN, enteral nutrition; ONS, oral nutritional supplements; PN, parenteral nutrition.
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Supportive Nutritional | Food
interventions counseling

modification

P e ) [ = ]

R43) Older persons with reasonable
prognosis (expected benefit) shall be offerad
PN if oral and enteral Intake are expected to
be impossible for more than three days or
expected to be below half of energy
requirements for more than one week, In
order to meet nutritional requirements and
maintain or improve nutritional status. (R36)

R39) EN and PN and hydration shall be
considered as medical treatments rather
than as basic care, and therefore should only
be used if there is a realistic chance of
Improvement or maintenance of the
patient’s condition and quality of life. (R37)

R40) Older patients should NOT receive
" 1o pi

1 cadati Pty

P or phy
restraints to make EN or PN or hydration
possible. (R38)

R41) In older patients with malnutrition, EN

and PN shall start early; it shall be gradually
increased during the first three days in order
to avoid the refeeding syndrome. (R39)

R42) During the first three days of EN and PN
therapy in malnourished older persons,
special attention shall be du\vn to blood
levels of phosph

and chlam!nc which shall be supplemented
even in case of mild deficiency. (R40)
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ABORDAJE MULTIISCIPLINAR DE LA SARCOPENIA

v' Tratamiento
multimodal de la

AAs &
derivatives
Leucine H
HVB sarcopenia
Glutamine
Carnitine
Creatine

Vitamins/ Energy
needs

E minerals

Fish
Hiah 5 oil/EPA
igher =23
Protein )
Multimodal
M”M“mﬁ:mﬁm"" - o mwu‘;wlumnl -

interventions
Nutrition in the spotlight in cachexia, sarcopenia and

muscle: avoiding the wildfire

Corta M, Praso'™ 3, Stefan D, Anker™™, Andeew L. Coats™, Alssandro Lavano? & Stephan vor Haehing®®

Figure 1 Selected nutritional approaches under consideration for treating muscle loss. AA, amino acids; HMB, p-hydroxy-f-methylbutyrate; EPA,

eicosapentaenoic acid. Adapted from Prado et al® Concepts to be adapted to the clinical needs of patients.
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DISFAGIA EN EL PACIENTE FRAGIL

Métodos de

\ cuestionario

sencillo y atil para
cribado

. EAT-10
cribado
O\
Diagnosticos a ~ Método volumen-
. - viscosidad (MECV-
pie de cama V)

~ sencillo (util tanto
- en hospital como
en consulta)

\ \ Videoendoscopia \

Videofluoroscopia

y
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DISFAGIA EN EL PACIENTE FRAGIL

j : 7 ;
CRIBADO DIAGNOSTICO i ADAPTACION Y ADAPTACION
DISFAGIA DISFAGIA CONSISTENCIA CONSISTENCIA
EAT-0 MECV-v SOLIDOS LiQuiIDoOS

OSIDAD: HOJA DE

pre— =
| r—— P —————— ALIMENTOS
1.0 prodiema para ¥agarme ha 6. Tragar 3 dokoraso Fech —  NORMAL
ey e o Wty Ptema DN SNy FACIL DE MASTICAR @ MODERADAMENTE ESPESA
- 9, )
4= €3 un proviema sero VISCOSIOAD NECTAR Tiquine PUBDING SUAVE Y TAMANO BOCADO
4= 05 un probiema serc . ALTERACIONES O SIGNOS DE SEGURIDAD
2 N BT e S o [Volumen N I N = o R I
con i Capacdad para comer huera de 0= mngin protlema Tos PICADA Y HUMEDA
- o= Cambeo de voz
T [Gesatraciin 456
2 4= 03 un prodiema seric 6 y
3 5
3 e . [Votumen L I e R I I B I ) ” FINA
QUESI PEGII 3 B GITIN Sello kbl £
3 Traga NQudos me supone un rengUn probkema [Residuo o
esmeo
o e BEBIDAS
¥ [Resio faringso
2 4= €3 un PrODieMa SN0 -
H :
4= &3 un probiema sero 050 cuando como age o
0= rangun Tpo de dafeger
4. Tragar s6ac0s me supone un 1 v os
eshiazo exva
o= ‘probeema onud
H 4= &5 un prodiema sero
2 BECOMENDACION DIETETICA:
3 T 10 Tragar es esvesante li
-
-
5. Tragar pastazs me supone un
e p— TECNICAS
A RECOMENDACIGN MIDRICA:
0= e rotema 4= o3 un prodiema sero
H tquioo
sk COMPENSATORIAS
F—— o

67 Congreso Nacional SEFH - Sociedad Espanola de Farmacia Hospitalaria



€50 N4,
o /0,
S % /
<sefh '~r efoRMULATE
>N : 3
/ ‘ Sociedad Espaiola 7 § 0
& de Farmacia Hospitalaria g s

CASO CLINICO

v’ Levotiroxina 200 mgc----1-0-0-0
v' Irbesartan/hidroclorotiazida 150/12,5 mg 1-0-0-0
v’ Seroxat 20 mg--- 1-0-0-0
v’ Paracetamol 650 mg ---1-1-0-1
v’ Pérdida progresiva de peso desde el afio 2020. Inclusién en seguimiento
por la comision de Nutricidn tras ultima VGI donde se objetiva un peso de:
58,2 Kg.
v" Otros datos VGI: ambulante, Tinetti: 24; Barthel: 70; MEC: 22; caidas: 0
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CASO CLINICO

6,88%

AlbUmina sérica: 4,30g/dl, PCR: 0,25

Dieta Facil masticacion. Registro de ingestas > 90%.

Se realiza BIA que calcula ALMI= 6,1 kg/m?

Se realiza dinamometria con los siguientes resultados: 12 medicion
6,6 kg, 22 7,7 kg (se aprecia dificultad en la comprensién de la técnica
y manos deformadas por artrosis).
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CASO CLINICO

Pregunta 1:

éLa residente/paciente presenta criterios GLIM de desnutricion?

a) SlI

b) NO

c) Faltan datos
d) Nolosé
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CASO CLINICO

Pregunta 1:

éLa residente/paciente presenta criterios GLIM de desnutricion?

a) SlI

b) NO

c) Faltan datos
d) Nolosé
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CASO CLINICO

Weight loss (%)

>5% within past 6 months,
or >10% beyond 6 months

Gl: X
v" Inflamacion X

Low body mass index (kg/m?

‘/ IMC: 24,22 <20 if < 70 years, or

<22 if =70 years

Asia:

<185 if < 70 years, or
<20 if >70 years

v' Masa muscular: 6,1 X

) 1.0
No desnutricion
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CASO CLINICO

comidas y el servicio médico solicita realizacion de prueba de disfagia.
v Tras la realizacion del test de volumen-viscosidad (MECV-V) se observa tos
con desaturacion cuando se administran 10 ml de agua, siendo el resto de

consistencias seguras. Se objetiva que la residente presenta disfagia leve a
liquidos.
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CASO CLINICO

Pregunta 2:
¢Qué medidas tomariamos?

a) Adaptacion de liquidos a textura 4 (moderadamente espesa) + dieta puré +
Técnicas compensatorias posturales

b) Adaptacion de liquidos a textura 2 (ligeramente espesa) + dieta FM

sin dobles texturas+ Técnicas compensatorias posturales

c) Adaptacion de liquidos a textura 3 (moderadamente espesa) + dieta picada y
hiumeda + Técnicas compensatorias posturales

d) No necesita adaptacion de dieta ni de la consistencia de los liquidos ni técnicas
posturales
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CASO CLINICO

Pregunta 2:
¢Qué medidas tomariamos?

a) Adaptacion de liquidos a textura 4 (moderadamente espesa) + dieta puré +
Técnicas compensatorias posturales

b) Adaptacion de liquidos a textura 2 (ligeramente espesa) + dieta FM

sin dobles texturas+ Técnicas compensatorias posturales

c) Adaptacion de liquidos a textura 3 (moderadamente espesa) + dieta picada y
hiumeda + Técnicas compensatorias posturales

d) No necesita adaptacion de dieta ni de la consistencia de los liquidos ni técnicas
posturales
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puré de patata, platano, leche condensada, miel.

.

=

A\

panes de semillas, leche con galletas o magdalenas.

| Dobles consistencias: sopa de pasta, leche con cereales,

& Alimentos que desprenden liquido al morderse o aplastarse:
«f sandia, melodn, pera.
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v" Alos 3 meses se realiza un nuevo seguimiento y valoracién nutricional que
proporciona los siguientes datos:
P=53,2 kg
IMC= 22,14 kg/m?
% pérdida de peso del 8,59%
Perimetro pantorrilla 29
Rl= 68%
ALMI= 5,6 Kg/m?
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CASO CLINICO

Pregunta 3:
éLa paciente presenta desnutricion?

a) Si, desnutricién moderada

b) Si, desnutricidon severa

c) No presenta desnutricidn

d) No tenemos suficientes datos
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CASO CLINICO

Pregunta 3:
éLa paciente presenta desnutricion?

a) Si, desnutriciéon moderada

b) Si, desnutricion severa

c) No presenta desnutricion

d) No tenemos suficientes datos
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RefoRMUATE

Weight loss (%)

>5% within past 6 months,
or >10% beyond 6 months

% pp >6 meses (9): 15,48% v

Low body mass index (kg/m?

\/ |MC 22,14 <20 if < 70 years, or x

<22 if >70 years

v" Masa muscular: 5,6

v" Inflamacion X

—> 2+1
Sf desnutricion
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CASO CLINICO

Pregunta 4:
éLa paciente presenta sarcopenia?

a) No presenta sarcopenia

b) No tenemos suficientes datos
c) Sique presenta sarcopenia

d) Nolosé
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Pregunta 4.
éLa paciente presenta sarcopenia?

a) No presenta sarcopenia

b) No tenemos suficientes datos
c) Sique presenta sarcopenia

d) Nolosé
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Analisis Musculo-Grasa

| Bajo | Normal [ S TR T Parametros de Investigacion ———

Peso k) 55 70 85 100 115 130 145 180 175 190 206 % Tasa metabdlica basa! 1169 keal ( 1178~1358 )
—————H40 Crounferencia delacinvia 76,5 em
M3 70 BD 90 100 110 120 130 140 150 160 170 %
mcrspebica Y h—_ 19,3 ﬁmdeﬁim%d 83,0 em?
saGmsa g [ % & % 10 1@ 2 0 a0 40 40 o % Corigridomineraiéoeo 2,46 ko ( 2,01~245 )
jory g7 Masa celular corporal 233k ( 234~286 )
Circunferencia del Brazo 26,4 cm
Anilisis de magro por Segmentos  Basado e el peso soonsejable mummm Bsado en el peso actual memmm ACTMLG 73,1 %
080 | Normal [T AT Trsacar IMME 5,6 koimi 4
40 8D B0 100 120 140 180 180 200 %
Brazo Derecho  (kg) — 1 66
%) p—— 0,390
4 80 BD 100 120 140 160 180 200 %
Brazo bkquierdo (k) = 162
. (%) =_——_- 84,8 0,383
70 ED 8 100 110 120 130 140 150 %
T (kg) —— 5
ki (%) ——IB!N'6 0,399
70 80 8 100 110 {20 130 140 150 %
fiema Derecha —— 5 20
B — A 0,398

70 80 80 100 110 120 130 140 180 %

Piema Ezquierda {l(;f)). ——————— 5 05 0,394
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Sesefh (67) ReFORMUIATE

CASO CLINICO

Pregunta 5:
éQué estrategia terapéutica elegiriamos?

a) Refuerzo de cocina en proteinas + vitamina D

b) Soporte nutricional oral adaptado de 300 kcal/dia (textura
miel)

c) Ejercicios personalizados de fuerza (3 veces/semana)

d) Todas las anteriores
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Analisis Musculo-Grasa

— : ..m. e Parametros de Investigacion

115 130 145 180 175 190 205 %
Peso (ka)

S——— 53 Tasa metabolica basal 1203 keal { 1166~1343 )
#::Mualéﬁua (kg) _SHU- 2l|Du02 110 120 120 140 150 160 170 % Cimun{aerﬂ-ﬂ mlﬂ u-ntura TB,‘I cm
Masa Grasa (kg) L 80 100 180 220 280 340 400 460 s20 Jﬂm dE GTEEE "IJ'-ISJJE'H E ?J{] cm®
Corporal I 14,7

Contenidomineral 6seoc 2,56 ka  { 2,01~2,45 )
Masa celular corporal 24 4kg ( 234~286
Analisis de obesidad ‘

I [ Normal | Circunferencia del Brazo 26,3 cm

; 10.0 15.0 185 M5 25.0 3[1:,0 35.0 40,0 450 50.0 55.0
IMC cape (KT ——— 2, ACTMLG 73,1 %
Poroemqe de (o %) h 18.0 280 330 380 430 480 530 580 IMME ) ,g kEI.l"l'l"ll
I 275
, Historial de Composicion Corporal
Andlisis de magro por segmentos  riasaio n el peso sconscisble mmmmm Basado en el pesis actial e 58 ;;) P
| Normal | Relacion deAEC Peso ko)) “®___ 540 532
Fiaet Dasacho o) _40 [i1] BIZI- 1ID_:’][] 120 11;0 ‘IéD 1éD 2I5MJ % O 391
[:] I — v
(%) 89,3 ' Masa ®ay| 20,0 20,2
40 &0 80 100 120 140 180 180 200 % mbegqm 19 ' 3
Brazo lzquierdo (('.;9)1 R E— — ;{362 0,391
T T T .’ T T T T T o 34,3 315
o o) o 2 15, EI 10 120 130 14D 150 % 0,308 Poroenéaede | (%) ' 27,5
(%) -_—I 91 4 ¥
) ?'CI SD QIZI IDG ‘I;D 1éﬂ ‘IéD 140 IED % 0‘39? 0‘39?
el ?‘;E)} =——: 95159“:l 0,397 Relacion de AEC . .~ 0,396
7ICI SID QIEI IEINJ ‘I;D 1éﬂ ‘IéD 140 IgD % z E []
Plama s 49) [mm—— 5,34 0,396 ™Reciente O Total  ioas : oeia i e
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CASO CLINICO

Pregunta 5:

éLleva prescrito algin farmaco que produce disminucién del
apetito?

a) Rivastigmina

b) Paroxetina

c) Todos los anteriores

d) Ninguno de los anteriores
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PERDIDA DE PESO

Frecuencia de aparicion y gravedad:

La frecuencia de aparicion es del 3 al 26% de los pacientes tratados.

Efecto dosis-dependiente. La dosis de 13,3 mg tiene una incidencia mayor de este efecto adverso.
Efecto clinicamente significativo, especialmente en la poblacién anciana fragil, en los pacientes de edad
avanzada y pacientes polimedicados.

Efecto adverso que puede obligar a la discontinuacién del tratamiento.

Duracién de efecto:
La pérdida de peso puede mantenerse hasta las 24 semanas de iniciado el tratamiento.
Observaciones:

Estos efectos se minimizan si se produce una titulacion de la dosis (aumento de dosis cada 4 semanas).

Se debe monitoriza el peso del paciente durante su uso. Ll g
El farmaco se tolera mejor si se administra con las comidas. - Centro de informacién online de medicamentos de la AEMPS - CIMA. [Internet]. [Madrid] [citado 19 de
Las concentraciones de Rivastigmina en estado estacionario estan relacionadas con el peso corporal, por lo junio de 2020]. Agencia Espafiola de Medicamentos y Productos Sanitarios; Disponible en:

que las personas con muy bajo peso pueden sufrir este efecto adverso con mds frecuencia.

https://cima.aemps.es/cima/publico/lista.html

- Rivastigmina. En: Lexicomp Online Database [base de datos Internet]. Hudson (OH): --Lexicomp Inc.:
2020 [ultima actualizacién 20 febrero 2020; citado 19 de junio de 2020]. Disponible en:
http:f/online.lexi.com. Se requirere subscripcién.

- Rivastigmina. En: DRUGDEX [base de datos en Internet]. Greenwood Village (CQ): Truven Health
Analytics; 2020 [19 de junio de 2020]. Disponible en: www.micromedexsolutions.com. Se requirere
subscripcién.

- Delagarza VW. Pharmacologic Treatment of Alzheimer's Disease: An Update. Am Fam Physician.
2003;68(7):1365-72.

- Khoury R, Rajamanickam J, Grossberg GT. An update on the safety of current therapies for Alzheimer's
disease: focus on rivastigmine. Therapeutic Advances in Drug Safety. marzo de 2018;9(3):171-8.

- Buckley JS, Salpeter SR. A Risk-Benefit Assessment of Dementia Medications: Systematic Review of the
Evidence. Drugs Aging. junio de 2015;32(6):453-67.
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CONCLUSIONES Y RECOMENDACIONES FINALES

La desnutricidn en el anciano fragil debe ser tenida en cuenta, valorada periédicamente y tratada
especificamente teniendo en cuenta los requerimientos de este colectivo.

Las intervenciones multimodales se estdn mostrando como la mejor estrategia para mejorary

‘ tratar la sarcopenia. Deben implementarse mecanismos de deteccidn precoz de la misma.

En las personas mayores que presenten desnutricion debe revisarse el tratamiento farmacolégico
con el objetivo de detectar farmacos que puedan influir en el estado nutricional.

TRABAJO AN EQUIFO

El farmacéutico debe integrarse en el equipo multidisciplinar que trata este tipo de
poblacién con el fin de mejorar el estado nutricional de este colectivo.
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