
31 Organizational changes in nutrition support provision like enriched menus 
should be implemented for PMI who are malnourished or at risk of malnutri-
tion to improve intake and nutritional outcome. (R27, B, 100 %)

32 Organizational changes, particularly the establishment of a nutritional 
support team and the use of multidisciplinary nutrition protocols, should be 
implemented in PMI at risk for malnutrition. (R28, B, 100 %)

Organizational changes

Screening for malnutrition risk

1 In polymorbid medical inpatients (PMI), a quick and simple nutritional 
screening method using a validated tool should be applied to identify malnutrition 
risk. (R1, B, 97 %)*
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2 A more detailed assessment should be performed and a treatment plan 
should be developed, to allow an early adequate nutritional therapy and to 
define quality outcome measures. (R2, A, 97 %)

Re-screen every  
7–10 days

3 The severity of acute-phase response should be used as part of the 
criteria for selecting patients for nutritional screening, follow-up, and 
intervention. (R29, B, 100 %)

4 Specific nutritional biomarkers can be used to predict the response to 
nutritional support and therefore may help to personalize nutritional 
treatments. (R32, 0, 100 %)

Malnutrition confirmed?

Risk detected?

27 28 Nutritional support shall be continued after hospital discharge in order 
to maintain or improve body weight, nutritional status, functional status and 
QoL. (R20, A, R21, B, 100 %)

29 30 In PMI aged ≥ 65 years, continued nutritional support post hospital 
discharge with either ONS or individualized nutritional intervention shall be 
considered to lower mortality. Nutritional intervention should be considered 
for more than two months in order to lower mortality/impact clinical course. 
(R22, A, 96 %, R23, B, 100 %)

Continuation of nutrition support post-discharge

Caloric target

Renal impairment 
(eGFR <30 ml/min/1.73 m2)  

without kidney replacement 
therapy? 

Documented or  
suspected micronutrient  

deficiencies?

Pressure ulcers (PU)? 

Protein target Micronutrient target Other specific targets

5 Energy requirements 
can be estimated using 
IC (R8, 0, 100 %)

11 If fed orally, documen-
ted or suspected 
micronutrient deficiencies 
should be repleted.  
(R15, GPP, 96 %)

13 Specific amino-acids 
(arginine, glutamine) and 
βHMB can be added to 
oral/EN feeds to 
accelerate the healing of 
PU. (R16, 0, 92 %)

Daily requirements can be 
estimated by:

 5 prediction equation or 
weight-based formula, 
although accuracy of 
prediction equations in this 
population is low (R8, 0, 100 %)

6 ≥65 years: TEE = 27 kcal/kg 
BW 
≥65 years: REE = 18–20 kcal/kg 
BW (for TEE + activity or stress 
factors) (R9, 0, 100 %)

 7 severely underweight 
patients: REE = 30 kcal/kg BW* 
(R10, 0, 96 %)

 8 *should be cautiously and 
slowly achieved due to 
refeeding risk (R11, GPP, 100 %)

10 1.2–1.5 g protein/kg BW as a 
cost-effective and highly 
efficient measure to prevent 
BW loss, to reduce risk of 
mortality, complications and 
readmissions to improve 
functional outcome and QoL. 
(R12, A, 100 %)

12 In PMI exclusively fed orally, 
an adequate intake of 
micronutrients (vitamins and 
trace elements) to meet daily 
estimated requirements should 
be ensured. (R14, GPP, 100 %)

14 In older PMI requiring EN, 
formulas enriched in a mixture 
of soluble and insoluble fibers 
can be used to improve bowel 
function. (R17, 0, 96 %)

15 We cannot recommend the 
use of other disease-specific 
nutritional supplementation in 
PMI. (R18, 0, 100 %)

9 A low amount of 
protein of 0.8 g protein/kg 
BW/d should be targeted 
(R13, B, 96 %)
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Nutritional support plan

Oral nutritionMonitoring

Enteral nutrition (EN) + oral

Parenteral nutrition (PN) + oral/EN

16 At least 75 % of calculated energy 
and protein requirements shall be 
achieved in order to reduce the risk 
of adverse outcomes and mortality. 
(R25, A, 100 %)

25 Nutritional and functional 
parameters should be monitored to 
assess responses to nutritional 
support. Functional indices should be 
used to assess other clinical 
outcomes (i.e., survival, QoL).  
(R24, B, 100 %)

26 In PMI, there is an important 
possibility of drug-drug or drug- 
nutrient interactions that needs to be 
taken into account, therefore, a 
pharmacist-assisted management 
plan for any interactions should be 
established. (R31, GPP, 100 %)

17 Early nutritional support (i.e., provided in less than 48 h post hospital admission) compared to later nutritional 
support shall be performed, as mortality and adverse events are lower and lean body mass loss could be decreased 
and self-sufficiency could be improved. (R19, A, 100 %)

18 Underlying disease modifies the effect of nutritional therapy and should be considered when initiating nutritional 
support. (R30, B, 92 %) 

19 20 In PMI who can safely receive oral nutrition, individualized provision of nutritional support via ONS to 
reach energy and protein requirements shall be offered to improve their nutritional status, QoL and overall 
survival in a cost-effective way.  (R3, R5, A, 100 %)

23 In PMI whose nutritional requirements cannot be met orally, EN before PN can be administered to ensure 
reaching nutritional goals. (R6, 0, 100 %)

24 In PMI whose nutritional requirements cannot be met orally, the use of EN may be superior to PN because 
of a lower risk of infectious, non-infectious complications and maintenance of gut integrity. (R7, 0, 100 %)

Nutritional targets 
achieved by ≥75 %?

21 High protein nutrient specific ONS should be administered, when they may help maintain functional status 
and muscle mass, reduce mortality and improve QoL. (R4, B, 96 %)

22 In PMI, able to safely receive nutrition orally, and cannot tolerate or wish not to receive ONS, food 
fortification can be considered an effective way in order to reach relevant energy and protein targets and in 
improving nutritional intake. (R26, 0, 100 %)

NoYes

Nutritional targets 
achieved by ≥75%? NoYes

• PMI: polymorbid medical inpatient
• GLIM: Global Leadership Initiative  

on Malnutrition
• IC: indirect calorimetry
• eGFR: estimated glomerular  

filtration rate

• TEE: total energy expenditure
• REE: resting energy expenditure
• BW: body weight
• QoL: quality of life
•	βHMB: β-hydroxy β-methylbutyrate
• ONS: Oral Nutritional Supplement(s)

• EN: enteral nutrition 
• PN: parenteral nutrition

• R1: number of the recommendation in 
the original guideline

• B: Grade of recommendation ascen-
ding GPP, 0, B, A

• 97%: Percentage agreement with the 
recommendation

Indirect calorimetry (IC) 
available?

Initiation of nutritional support

EN

EN
PN
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