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ETTERS TO THE EDITOR

utritional risk in hospitalized elderly
atients�

age,  may  be  altered  by  non-nutritional  causes  (acute  dis-
ease,  sarcopenia,  renal,  hepatic  or  heart  failure,  nephrotic
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iesgo nutricional en pacientes ancianos
ospitalizados

e  have  read  the  original  article  by  López-Gómez  et  al.1 on
utritional  risk  of  elderly  patients,  and  want  to  make  some
ractical  comments  on  it.  From  a  methodological  viewpoint,
he  study  shows  a  clear  bias  in  patient  selection,  because  it
nly  included  patients  for  whom  their  treating  physicians
ad  requested  nutritional  assessment  and  support.  Because
f  this,  most  patients  enrolled  were  malnourished  or  at
utritional  risk  (96.5%  using  the  Nutritional  Risk  Index  [NRI]
nd  81.3%  using  the  Geriatric  Nutritional  Risk  Index
GNRI])  and  were  at  a  moderate  or  severe  risk  (94.7%  with
he  NRI  and  60.9%  with  the  BNRI).1 Such  bias  probably  was
ne  of  the  reasons  why  no  correlation  was  found  between
hese  indices  and  mean  stay  or  nutrition  duration.  On  the
ther  hand,  it  would  be  interesting  to  know  in  how  many
atients  actual  weight  was  measured  and  in  how  many  their
eight  was  estimated  for  body  mass  index  (BMI)  of  22  kg/m2,
ecause  several  estimates  (rather  than  actual  data)  may  be
sed  to  calculate  GNRI,  including  estimation  of  actual
eight  on  the  one  hand  and  estimation  of  ideal  weight  using

he  Lorentz  formula  (not  adapted  to  the  Spanish  population)
n  the  other,  which  may  have  partially  accounted  for  the
pparent  lack  of  value  of  the  GNRI  in  the  study  sample.

The  availability  of  nutritional  risk  assessment  tools  such
s  NRI  and  GNRI,  based  on  only  3  parameters  such  as  albu-
in,  actual  weight,  and  standard  or  ideal  weight,  is  highly

ttractive,  first  of  all  because  of  its  fast  implementation  (as
ompared  to  the  5---15  min  required  for  the  Mini  Nutritional
ssessment  [MNA]),2 the  few  parameters  to  be  recorded,
nd  its  easy  completion.  Such  indices  have,  however,  limi-
ations  for  the  nutritional  assessment  of  elderly  inpatients:
1)  the  NRI  is  valid  for  the  detection  of  surgical  risk  in  the
oung,  rather  than  in  elderly,  patients.3 (2)  It  is  not  always
asy  to  measure  the  current  weight  of  acute  bedridden

atients.  (3)  Both  risk  indices  include  albumin,  which  is  not
he  best  nutritional  parameter  in  elderly  patients  because
heir  levels  decrease  0.8  g/dL  by  decade  from  60  years  of

� Please cite this article as: Sánchez-Muñoz LA, et al. Riesgo
utricional en pacientes ancianos hospitalizados. Endocrinol Nutr.
011;58:556---8.

p
a
f
s
s
i
b
m

173-5093/$ – see front matter © 2011 SEEN. Published by Elsevier Espa
yndrome,  etc.),  and  are  not  an  early  marker  of  visceral
rotein  reserve4 (MNA  detects  malnutrition  risk  before  sig-
ificant  weight  or  albumin  changes  occur).2 (4)  NRI  and  GNRI
ave  not  been  recommended  for  nutritional  risk  screening
y  scientific  societies  such  as  the  European  Society  of  Par-
nteral  and  Enteral  Nutrition  (ESPEN).5

MNA  has  a  high  sensitivity  (96%)  and  specificity  (98%)  and
ood  inter-observer  agreement,  and  is  not  only  valid  in  a
ommunity  setting  or  in  nursing  homes  and  long-term  facili-
ies,  as  stated  by  the  authors,  but  its  use  has  been  extended
o  all  kinds  of  care  environments  (including  primary,  home,
nd  hospital  care).6,7 In  addition,  MNA  does  not  lose  efficacy
n  elderly  patients  admitted  to  hospital  or  those  with  acute
isease.  In  fact,  low  MNA  scores  in  inpatients  predict  for  an
nfavorable  course  (prolonged  stay,  adverse  effects,  insti-
utionalization  after  discharge,  increased  mortality).7 The
roblem  with  MNA  is  that  it  is  less  applicable  in  inpatients
s  compared  to  applicability  of  other  nutritional  screen-
ng  methods  (66.1%  in  the  Bauer  et  al.  study8)  because  it
equires  four  anthropometric  measures  (weight,  height,  arm
nd  calf  circumference)  and  a  degree  of  cooperation  from
he  patient  and/or  relatives  that  is  sometimes  difficult  to
btain  in  acute  patients.2

We  do  not  think  that  the  significant  correlation  of  MNA
ith  NRI  and  GNRI  is  due  to  the  terms  they  share,  because
eight  (used  to  calculate  BMI)  is  the  only  one  of  the  18  items
f  the  MNA  also  used  to  calculate  NRI  and  GNRI.

From  the  viewpoint  of  daily  practice  in  a  hospital  ward,
e  doubt  that  additional  calculation  of  NRI  or  GNRI  provides

upplemental  information  to  MNA.  If  a  MNA  score  ranging
rom  17  to  23.5  (malnutrition  risk)  or  less  than  17  (mal-
utrition)  is  found,  a  detailed  dietary  history  should  be
btained,  measures  should  be  taken  to  improve  nutritional
tatus  (increased  energy  intake,  nutritional  supplements,
ater  intake,  etc.),  and  referral  to  the  nutrition  department

hould  be  considered.  In  the  event  of  malnutrition  (MNA  less
han  17),  other  causes  of  malnutrition  should  also  be  investi-
ated  (increased  metabolic  requirements,  disease,  etc.)  and
rompt  nutritional  intervention  should  be  started.4 If  MNA
lready  assesses  nutritional  risk  and  malnutrition,  allows
or  nutritional  intervention  aimed  at  MNA  areas  with  lower
cores,  and  is  useful  for  following  the  course  of  nutritional

tatus,6,7 it  is  not  clear  what  helpful  information  regard-
ng  nutritional  screening  and  patient  intervention  is  added
y  the  calculation  of  another  supplemental  nutritional  risk
arker  such  as  NRI  or  GNRI.

ña, S.L. All rights reserved.
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Because  of  the  care  burden  in  hospitalization  areas,  we
think  that  it  is  more  practical  to  use  a  single  nutritional
screening  tool  validated  for  that  care  setting  (hospital)  and
age  group  (elderly  patients),  which  may  be  applied  with  the
available  means,  and  recommended  by  scientific  societies
(MNA  or  Nutritional  Risk  Score,  NRS-2002).5
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Reply letter to ‘‘Nutritional risk
in  hospitalized elderly patients’’�

Carta de  réplica a «Riesgo nutricional
en  pacientes ancianos hospitalizados»

Sir,

In  reply  to  the  letter  sent  by  Sánchez-Muñoz  et  al.  in  rela-
tion  to  our  article  ‘‘Nutritional  risk  in  hospitalized  elderly
patients’’,  we  would  like  to  clarify  some  points.

As  regards  the  methodological  limitations  pointed  out:
1)  Sample  selection  among  patients  on  nutritional  support
is  a  known  limitation  inherent  to  study  design  and  is  recog-
nised  as  such  in  the  text  (page  110,  sixth  paragraph).  2)  The
reason  for  the  lack  of  correlation  between  risk  indices  and
mean  stay  is  reflected  in  our  article  in  the  same  terms  as
in  the  Sánchez-Muñoz et  al.  letter  (page  110,  third  para-
graph),  but  this  was  not  the  final  objective  of  the  study,
which  was  not  designed  for  this  purpose,  as  is  also  stated
in  the  text.  3)  We  could  not  know  whether  patient  weights
were  actual  or  estimated  as  this  was  a  retrospective  study.
This  was  one  of  the  main  study  limitations,  as  is  also  stated
in  the  text.  4)  Finally,  ideal  weight  calculated  using  the
Lorentz  formula  is  the  weight  validated  for  GNRI,  accord-
ing  to  Bouillanne  et  al.1 While  it  is  true  that  the  Lorentz
formula  is  not  adapted  for  the  Spanish  population,  the

With  regard  to  the  value  of  the  Mini-Nutritional  Assess-
ment  (MNA)  or  nutritional  risk  indices  (NRI/GNRI)  to  assess
hospitalized  elderly  patients,  it  should  be  noted  that:  1)  The
study  was  designed  to  assess  whether  or  not  GNRI  is  supe-
rior  to  NRI  for  predicting  complications,  rather  than  to  assess
whether  MNA  is  superior  or  inferior  to  GNRI  and  NRI.  2)  MNA
was  not  fully  evaluable  in  this  study  because  it  had  only
been  performed  in  patients  admitted  to  non-surgical  floors
(39.8%  of  patients).  3)  In  addition,  among  nutritional  tools,
MNA  is  a  recognised  nutritional  status  assessment  method,
NRS-2002  a  recognised  malnutrition  screening  system,  and
nutritional  risk  indices  (NRI/GNRI)  are  used  to  predict  the
development  of  complications-related  malnutrition  (rather
than  to  assess  nutritional  patient  status  itself).  These  mea-
sures  are  therefore  different  but  complementary  rather  than
mutually  exclusive.

To  sum  up,  because  of  the  study  design  and  the  char-
acteristics  of  these  indices,  at  no  time  was  it  intended  to
state  that  NRI  or  GNRI  are  better  than  MNA  for  the  detec-
tion  of  malnutrition  or  for  nutritional  status  assessment.  We
only  stated  in  our  study  that,  based  on  the  results  found
and  taking  its  limitations  into  account,  NRI  may  comple-
ment  other  measures,  and  so  help  to  predict  complications
related  to  malnutrition.  These  tools  require  little  time
when  the  parameters  needed  to  calculate  them  (which
would  have  to  be  measured  in  any  inpatient)  are  available,
and  have  therefore  no  negative  influence  on  the  burden  of
study  was  designed  to  compare  the  original  formula  to
NRI.

� Please cite this article as: López-Gómez JJ, et al. Carta de
réplica a «Riesgo nutricional en pacientes ancianos hospitalizados».
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