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" 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

MEDICAL SCIENCES

e — Copyrphe 201 by The Coremiolign Sy of Ameres
0 Ve SR, N 3 1A MISE

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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John Gottdiener.’ Teresa Seeman,’ Russell Tracy,” Willem J. Kop.® Gregory Burke,”
and Mary Ann McBurnie? for the Cardiovascular Health Study
Collaborative Research Group
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Prevention and treatment of
malnutrition and low-intake
dehydration

—_—

Screening for Screening for low-intake
dehydration

R12) All older persons — independent of specific diagnosis
and Including also overweight and obese persons - shall
routinely be screened for malnutrition with a validated tool
in order to identify those with (risk of) malnutrition. (R5)

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

(Yes
Yes

e, e

Pravention and treatment of

Prevention of Treatment of

malnutrition in general

malnutrition in general

Fig.4-7

Fig 3. Prevention and treatment of malnutrition and low-intake dehydration - Screening for malnutrition.
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Definir tipo.
Definir necesidades
PLAN NUTRICIONAL

Seguimiento

i Pt 4 25

Comtant lists mvntatie o Sciemcalirect

Clinical Nutrition

FLSEVIER Journal hamepage: hitp:/fwwiw.alsaviar.com locataleing

ESPEN Guideline

ESPEN practical guideline: Clinical nutrition and hydration in m
geriatrics B2

Dorothee Volkert . Anne Marie Beck *, Tommy Cederholm ““, Alfonso Cruz-Jentoft ©,
Lee Hooper ', Eva Kiesswetter °, Marcello Maggio , Agathe Raynaud-Simon "

Cornel Sieber *', Lubos Sobotka’, Dieneke van Asselt ¥, Rainer Wirth ,

Stephan C. Bischoff ™
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fe's'”é Mini Nutritional Assessment
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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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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Y

3 Historia clinica y
| F nutricional REDUCEN EL APETITO

aSRAOI Y[t NBGIf Sy O Medicamento Prevalencia aparicion Medicamento | Prevalencia aparicion
I LJ NR OA 5 Yy () ()
Alprazolam 7,327,8% Galantamina 3,85,2% Tapentadol 2,6%
I -Q0,

Amiodarona  4-9% Hidroclorotiazida n.d. Topiramato 10-24%

Carbidopa 2% : 0 0

levodopa Hierro 6% Tramadol 0,7-5,9%

Denosumab  24% Memantina n.d. Venlafaxina 8-22%

1 - 0

Dreseliiniziing e=luv Metformina n.d. Zonisamida 13%
Morfina 5-10%

Digoxina n.d. . .

: Paroxetina 12% en ancianos
Duloxetina 8-10% -
_ Pramipexol 6.16%

Fentanilo 3-10%

Rivastigmina 3,817%

Fluoxetina 3,817%

Furosemida n.d.
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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 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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(%) (%)
Bupropion 14-19% Metilfenidato 6,5-9%
Donepezilo 3-5% Metformina n.d.
Duloxetina 2-14% Rasagilina 2-9%
Epoetinaa 9% Rivastigmina 6-14%
Fentanilo 13% Topiramato 4-21%
Fluoxetina 1,412% 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 sz 32r.5 3‘5 BTI 5
: Body Mass Index (kg/m )
Sl L FIGURE 2. HRs (95% Cls) of all-cause mortality according to BMI for

2 Obesidad tipo IV [extrema men and women aged =65 y. BMI was modeled with restricted cubic splines
UL, 2 . ,p [ .. ) in a random-effects dose-response model. A BMI (in kg/m®) 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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Tabla 1: Estimacion de la altura en funcién de la medida codo-mufieca®

;i Jpd : ; i Distancia Altura [m) Altura [m) Altura (m) Altura [m)
Figura 1: Calculo de la distancia codo-mufieca codo-munieca Hombres Hombres Mujeres Mujeres
(em) (<45 afios) [>65 afios) (<65 afios) [>65 afios)
1,94 1,86 1,84 1,84
31,5 1,93 1,86 1,83 183
N 191 1,84 1,81 181
305 1.89 1,82 1,80 1.79
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 1,75
28,5 1,82 1,764 1,75 1,73
28 1,80 1,75 1,73 .71
275 1,78 1,73 1,72 1,70
27 176 1,71 1,70 168
265 175 1,70 169 166
26 173 1,68 1,68 165
255 171 1,67 1,66 163
25 1,69 1,65 1,65 1,61
Talla (hombres¥ (2,02 x TR (cm)}0,04 x edad (afios)) + 64,19 25 167 162 1.63 160
24, 1,66 1,62 1,62 158
Talla (mujeres¥ (1,83 x TR (cm))0,24 x edad(afios)) + 84,88 o o = 5 o
22,5 1,60 1,57 1,58 153
2 ) 1,58 1,56 1,56 152
. e 157 1,54 1,55 150
Talla (mixto¥F (1,81 x TR (cm))3,165 x sex0) (0,01 x an 15 152 154 148
~ 20 1,51 1,49 1,51 145
edad(anos))+84,3 19.5 1.49 1,48 1,50 1.4
. 19 1.48 1,46 1,48 142
donde sexo hombre=1y sexo mujer=2 185 146 145 147 140
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2

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?.
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Tabla 10: Parametros diagnésticos de desnutricién segln grado de severidad'8

CR"ERIOS SENPE-SEDOM q Valor Desnutricidn | Desnutricién | Desnutricién
Parametros

RefoRMUATE

w#a9 ¢ wh { L hv

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
caldrica proteica mixta % Pérdida de pesoftiempo
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%
= - A 4 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) >180 140-179 100-13% <100
++: Disminucion significativa. +: Disminucion . Modificado de consenso SENPE-SEDOM. '8

CRITERIOS GLIM

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

191 BLATO

SUPLEMENTO

RE

RO DE IN

DIETA NORMAL

Apellidos y Nombre:
Tio de dicta gue sigbe aciusimente. BasaUNormal [T Con modifieacian de texturs ligu ds, blandsl ] Expecial lpatalogias]
Ind;ll(ardemr: de los recuadros la can(ldad (anu{mda Enmt:m E: H\taﬂ M: Nada:

Sumar posteriorments ol 1otal [%) d& La ngesia, n.° de vas6s d& agua y suplementos consumidos a Lo largo 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-suplementa
12 plato
2°plato

DiAS:

Fecha Fecha Fecha

0

Comida
130%1 oire
Agua-suplementa

Lacteo

Merienda Tastadas/balleris/galletas
(10% Fruta/zumalstros

Agua- suplemento

12 plate ]
Cena é" Tla\ o g
5
0% JECa—
| I—
| ——

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

ua-Supl

5

Hummﬂﬁjmmﬁm
T T

mentas
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 PROC?DURE for MALNUTRITION )
Muscle mass assessment
| TECHNICAL APPROACHES |
BIA | DXA cT us
oxperise and reference vales? > NOo > CLINICAL APPROACHES
. i ANTHROPOMETRY E{A‘J;ﬂgﬁ'a"
CYES)

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.

Qirical Nutition 41 (2022) 1425-1433

Contents lists available at ScienceDirect

CLINICAL
NUTRITION
Clinical Nutrition
FI \“.\ 1FR journal homepage: hitp://www.elsevier.com/locate/cinu |
ESPEN Endorsed Recommendation
Guidance for assessment of the muscle mass phenotypic criterion for | g
the Global Leadership Initiative on Malnutrition (GLIM) diagnosis of &=

malnutrition™
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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

67 Congreso Nacional SEFH - Sociedad Espanola de Farmacia Hospitalaria




sefh

Sociedad Espariola
de Farmacia Hospitalaria

0 N,
‘6’“‘5 gy, 0,
& %

B

%,
0w g.41

&
3
bl
CA
%

RefoRMUATE

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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o Test de levantarse de la sillal{airstand testx 5 veces

Table 3. EWGSOP2 sarcopenia cut-off points

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

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

Grip strength <27kg <16kg Dodds (2014) [26]
Chair stand >15s for five rises Cesari (2009) [67)
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V Fuerza muscular

‘4’ |0 Fuerza de prension

// " o Limitaciones

deterioro cognitivo.
V Personas mayores con artrosis.

V ¢Puntos de corte adecuados?

o Test de levantarse de la sillal{air-stand test)
V Dificultad de comprension en personas con deterioro
cognitivo.
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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
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DEXA Valora la composicién corporal total -
- Sencilla de realizar -
- Precision alta y resultados fiables -

- Dosis bajas de radiacion

Bioimpedancia - Valorala composicion corporal total. -
- Resultados inmediatos. -
- Portétil
- Mediciones paciente de pie, sentado o encamado.

TAC o RM - Buena resolucion y precision. -
- Imagen transversal. -
- Permite medir calidad del musculo -
- Medidas en musloy L3 -

Ecografia - Portatil. -
- Puede medir la calidad del musculo. -
- No radiacion. -
- Imagen en tiempo real -

Antropometria - 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 hidratacién en los resultados.
Menor precision 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 misculo.
Alteraciones nutricionales pueden falsear los resultados.

- Muy bajo
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Table 3. EWGSOP2 sarcopenia cut-off points

Sarcopenia: revised European consensus
on definition and diagnosis

EWGS DP2 SHICJDPED.I‘& Cll[-Off Pom[s for low IHIJS{'.IE ql]ﬂl'l[lty ALFONSO J. CRUZ»]EZITOFFI, GUUSTAN7BAHA‘¥1, JORGEN BA;JERE, Yves Bows;, OuViER BRUYERE®, o
ASM <Akg <l5kg Studenski (2014) [3] e 1 S Cones C S B Tormeon s Hamrs st

MaroLEN Visser'®, MaURO ZaMBONI'€, WRITING GROUP FOR THE EUROPEAN WORKING GROUP ON

' 2 2 SARCOPENIA IN OLDER PeorLE 2 (EWGSOP2), AND THE ExTenpeD Group ForR EWGSOP2
ASMXhﬁI#l[Z <7 kg/ m 53 kg/ m Goald (2014) [125] Age and Ageing 2019; 48: 16-31
doi: 10.1 093/ageing/afy | 69
Published electronically 24 Septernber 2018

Table 1
Examples of recommended thresholds for reduced muscle mass or its surrogate
markers.
Thresholds Males Females
ALMI, kg/m** [66,67] (DXA) <7 <55 e
ASMI or ALMI, kg/m*™ [67—69] Clinical Nutrition
me‘ [Eg-] <7 ‘:5 7 F1 SEVIER journal p: Lelsevier
DXA® [?ﬂ] <7 <54 ESPEN Endorsed Recommendation
Fm[- kgjrmz [?1 -?2] {Bm} <17 <15 Guidance for assessment of the muscle mass phenotypic criterion for | g
ﬂLMf\Wight, @ [?3] (Dxﬁ] =257 =194 the Glob_a_l Le;adership Initiative on Malnutrition (GLIM) diagnosis of =22
ALM/BMI, m? [74] (DXA) <0.827 <0518 malnurition
Calf circumference, cm“* [62] <33 <32
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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
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CIRCUNFERENCIA PANTORRUNAOS DE CORIHEITACIONES
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10 o parametro analzac, mbien condiiona un mayor rado i desnuticion. Todo los pevameos esuiado s corelaconen con o, %
cicunferencia e pantomile, estaleciéndose fconceptostar esnutndo” e e punto d cots de 29, para ambos s y & fds s Trabejo Orgina A
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The caif circumference as a quick-reliable marker of malnutrition in hospitalized elderly. its relation
with age and gender

Emiia Mara Ligez Lirla', Marfa Conapeién b Ibabe”y José Maria Peinad Hereros®
i A, "

'3 inmunabgls.
Gavats
Qlirical Mustrition 41 (2022) 14251433
Thresholds Males Females -
i Contents lists available at ScienceDirect cLINICAL
AuThITON
Clinical Nutrition |
Calf circumference, cm®“ [62] <33 <32 Mf\l Journal I 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 e
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 adjusted CC is easily

DthJHEd b}l’ addlng 4 cm (Bw {18'5) or SUbtrac“ng 3’ 7’ or 'I‘nsI-GradunJeng:mmirlHﬂathandl!nluavionCnlholicUniversilyanelnIas.PelnmRjnGmdedoSul.Bmz.il;EFenninglunl!inmedimlResean:thmm

12 cm (BMI 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 BMLI, using the cutoff

values developed from the reference population.

67 Congreso Nacional SEFH - Sociedad Espanola de Farmacia Hospitalaria

Maria Cristina Gonzalez,"* Ali Mehrnezhad,” Nariman Razaviarab,” Thiago G Barbosa-Silva,* and Steven B Heymsfield®

Am J Clin Nutr 2021;113:1679-1687. Printed in USA.
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Calf circumference (CC) -
measurement site

Calf -
axial image

Subcutaneous

adipose tissue .

Gastrocnemius muscle

Healthy adults
Adjustment factors* based on BMI

o)

|<1s.5 kg/m? ]13.5-24.9 kg/m? 125-29.9 kg/m? lao 39.9 kg/m? | 240 kg/m?
Use original ff |
+4 cm ccva ue"' |

L}

1 |

o

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

/

Aging / Clinical populations with probable weight or muscle loss

Adjustment factors* based on BMI

Use original
CC value

[<1s.5 kg/m?

]18.5-24.9 kg/m? ]zs -29.9 kg/m’ |3o -39.9 kg/m? 1240 kg/m?

Use original l
CC value ‘

_

1 i l J

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

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.

(R61)

RefoRMULATE

¢wL/ Lhb![9{ 9

PRTp—

Comtant lists mvntatie o Sciemcalirect [—
JrARn|

Clinical Nutrition

Journal hamepage: hitpi/ P, ol seviar.com loeata/eing o

ELSEVIER

ESPEN Guideline
ESPEN practical guideline: Clinical nutrition and hydration in
geriatrics

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
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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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maodification

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)

dditional snacks,

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

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

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

i Pt 4 25
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ELSEVIER

and protein should be provided to older persons with malnutrition or at risk compensatory strategy ESPEN Guldeline
of malnutrition to maintain body weight and maintain/improve muscle mass. \longer period of time. to support adequate ESPEN prmical guideline: Clinical nutrition and hydration in m
{R42) (R19) dietary intake. (R22) geriatri =
Dorathee Volkert . Anne Marie Beck ", Tommy Cederholm “*, Alfonso Cruz-Jentoft °,
laeHnu[!r Eva Kiesswetter *, Marcello Maggio °, A{aﬂzklynauiilmnu
Fig. 4. | tion and t of malnutrition in | (1): Supportive inter nutritional ling, and food modification. EN, enteral nutrition; ONS, oral nutritinal Gomel Scber - b S, Dicocke van Az aler Wieth
! PN, p | nutrition.
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INTERVENCIONES NUTRICIONALES EN LA DESNUTRICION Y LA SAR(

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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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—

Comtant lists mvntatie o Sciemcalirect [—
JrARn|

Clinical Nutrition

R Journal hamepage: hitpi/ P, ol seviar.com loeata/eing o

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 |, Eva Kiesswetter *, Mal A{aﬂrkaynauiimnn

Cornel Seber - Libos Sobeks, icnche v Asset . Riner Wirth

Stephan C. Bischoff ™
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[ Supportive 1 | Nutritional ‘ | Food ‘ ‘

interventions counseling modification O ‘ [ e ] £

R43) Older persons with reasonable R39) EN and PN and hydration shall be
prognosis (expected benefit) shall be offerad considered as medical treatments rather
PN if oral and enteral Intake are expected to than as basic care, and therefore should only
be impossible for more than three days or be used if there is a realistic chance of
expected to be below half of energy Improvement or maintenance of the
requirements for more than one week, in patient’s condition and quality of life. (R37)
order to meet nutritional requirements and
maintain or improve nutritional status. (R36) R40) Older patients should NOT receive

~ logical 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)

i Pt 4 25

R42) During the first three days of EN and PN [T r—
therapy in malnourished older persons,

special attantion shall be drawn to blood FLSEVIER oo e e

Clinical Nutrition

levels of phosph ESPEN Guideline
and 'hhm‘"' which Sha" be SUPpleme"led ESPEN practical guideline: Clinical nutrition and hydration in m
even in case of mild deficiency. (R40) geriatrics =
- - Dorathee Volkert . Anne Marie I!!:k"“:mmy(edﬂhnlm“ Alfonso Cruz-Jentoft *,
Lee Hooper ', Eva Kiesswetter °, Marcello Maggio e A{aﬂzkaynauiilmnu
Fig. 7. Prevention and treatment of malnutrition in general (IV): Parenteral nutrition. EN, enteral nutrition; ONS, oral nutritional supplements; PN, parenteral nutrition. mmmﬁw S e ok B
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Vitamins/ E"e?y v sarcopenia
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5 minerals needs ot
St Creatine

Fish
oil/EPA

Higher * )

Protein = i

Multimodal
interventions
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Nutrition in the spotlight in cachexia, sarcopenia and
muscle: avoiding the wildfire

1 @, Stefan ke’ w "¢, Alessandro Laviano’ n won Haehling®*
Figure 1 Selected nutritional approaches under consideration for treating muscle loss. AA, amino acids; HMB, p-hydroxy-f-methylbutyrate; EPA, i S Ak s Comh T i L & Sepranen nire
eicosapentaenoic acid. Adapted from Prado et al® Concepts to be adapted to the clinical needs of patients.
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CRIBADO DIAGNOSTICO W ADAPTACION " ADAPTACION
DISFAGIA DISFAGIA CONSISTENCIA CONSISTENCIA
EAT-10 SOLIDOS LiQuiIDoOS

DISFAGIA: EAT.10
o
Cem— /= OSIDAD: HOJA DE ALIMENTOS
[— L e r——
1.0 protlema para bagar meha 6. Tragar es dokowso
Sovaco a perder peso. rengin proviema
o= ‘oroviema
4= &5 un proviema seno VISCOSIDAD NECTAR LIQUIDO PUDOING
4= 03 un problema serio — ALTERACIONES O SIGNOS DE SEGURIDAD
2 N BT e S o [Volumen N I N = o R I
con mi Capackiad para comer fuera de 0= ningin protiema Tos
] [Cambo de ves
¢ i [Dusracin &0
2 4= 03 un proviema sero
3
- - [Volumen St | v | 0w | e | o | 20w | s | o | 0w
Queca pegaca 3 & garanta Sallo ol
3. Tragar liguaos me supone un rangin prodiema [Residuo oral
esterzo
0= neun srovmma i foonsde BEBIDAS
1 [Resicuo faringeo
2 4= &3 un problema sero
3 .
4= s un problema seno 080 cuando como Osfaga No
0= mngin 00 de dafage
4. Tragar s6ados me supone un 1 iqudos
estoerzo exva
0= rungun probaema it
1 4= es un prodlema seno
2 BECOMENDACION DIETETICA:
3 — 10. Tragar es esvesante
-
z
. Tragar pastias me supone un
- _— TECNICAS
- RECOMENDACIGN HIDRICA:
0= ningin protema 4= 05 un proviema sero
2 tiquioo
: ot COMPENSATORIAS
4= 03 un problema serio PUOOING
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CASO CLINICO

\

V' Rivastigmin®,o> mo nes 1-U
V Levotiroxina200mgc---1-0-0-0
V lIrbesartarthidroclorotiazidal50/12,5 mg 10-0-0
V Seroxa0 mg-- 1-0-0-0
V Paracetamol 650 mg-1-1-0-1
V Pérdida progresiva de peso desde el afio 2020. Inclusion en seguimient
por la comision de Nutricion tras ultima VGI donde se objetiva un peso ¢

58,2 Kg.
V Otros datos VGI: ambulant&inetti: 24:Barthet 70; MEC: 22; caidas: 0
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Pregunta 1:

¢, La residente/paciente presenta criterios GLIM de desnutricion?

a) Sl

b) NO

c) Faltan datos
d) Nolo sé
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CASO CLINICO

Weight loss (%) \‘

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

Low body mass index (kg/m?

<20 if < 70 years, or
<22 if =70 years

Asia:

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

- Mb i
No desnutricion
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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 picads
hameda + Técnicas compensatorias posturales

d) No necesita adaptacion de dieta ni de la consistencia de los liquidos ni técr
posturales
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