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Nutritional status can be assessed according to three aspects. It can be
studied whether food intake provides sufficient nutrients for an individual of
a given sex, age, weight and height. Body composition reflects, at least
partially, the individual’s food intake and assimilation, with an important
influence of the usual physical activity performed. The measurement of an
individual's functional capacity also reveals his or her nutritional status,
because when malnutrition is present, different body functions may be
reduced. In children, growth parameters must also be considered.

The application of these three ways of assessing nutritional status in clinical
practice is only approximate. There are limitations related to the
methodology used in these determinations and to the influences of other
variables, systems and diseases. Beyond the experimental setting, it is
difficult to know the real nutritional needs of an individual, his or her dietary
intake, or the exact nutrient composition of a particular food. Also, the
measurement of body composition with reliable direct techniques that
analyze body chemical components, rather than indirect techniques that
measure properties of the organism, are usually unavailable in the clinical
setting. Last but not least, the relationship between food and function is not



direct. In addition to dietary intake, physical activity, hormonal,
immunological, neurological and psychological systems influence nutritional
status.

Regardless of the difficulties intrinsic to the methods of nutritional
evaluation, there is a mutual influence between nutritional status and acute
or chronic disease, both in the sense of deterioration and improvement. In
theory, the definition of malnutrition should be universal, regardless of
whether it is due to causes of poverty, war, natural catastrophes, etc., and
whether it is due to organic or psychiatric disease (1). The impact of these
factors make it difficult to establish diagnostic criteria for what constitutes
malnutrition and how they can be accurately measured.

Multiple tools have been developed to estimate nutritional risk (2) and a
consensus has been reached on the diagnostic definition of malnutrition (3).
Unfortunately, confusion between nutritional risk and established
malnutrition is common. However, it is true that multiple studies have
shown an association between nutritional risk, and even more so
malnutrition, with an increase in comorbidities and complications, as well as
in health care costs, compared to well-nourished individuals (4).

Despite these difficulties in identifying malnutrition, it is useful to know its
prevalence in hospitalized patients due to the consequences just described
above. This issue of the Journal contains an important study of the
prevalence of hospital malnutrition in 15 hospitals in northern Spain
stratified according to the number of beds and the size of the population in
which they are located (SEDRENO STUDY) (5). They use a well-established
nutritional screening method, Malnutrition Universal Screening Tool (MUST),
which is accessible to all participating hospitals, and interestingly, they use
the diagnostic criteria for malnutrition established by the Global Leadership
Initiative on Malnutrition (3) . The authors rightly choose these criteria
rather than those defined by the American Society of Parenteral and Enteral
Nutrition (6), which are well justified but too complex to be assumed
transversally by all health care professionals. In any case, it is unfortunate
that in some parts of the study there is confusion between the concept of
nutritional risk and the diagnosis of malnutrition.

This study updates the information provided by multiple previous studies,
with an excellent methodological design and a larger study population. The
mean body mass index was 26.9 + 5.6 kg/m?. Interestingly, only 2.8 % had



a BMI < 18.5 kg/m?, but 24.5 % were obese, with BMI > 30 kg/m?. It is also
curious the similarity of the risk of malnutrition according to MUST and the
diagnosis of malnutrition according to GLIM: 29.7 %. The authors claim mere
statistical chance, but they also report a good kappa index between them (k
= 0.703). This raises the possibility that the GLIM criteria are redundant with
nutritional screening tools, such as MUST. In any case, many clinicians agree
that nutritional risk should be a diagnostic category included in the
International Classification of Diseases and should be covered by public and
private health insurance.

As it has already been observed in the PREDyCES study (7), the SEDRENO
study has seen a high prevalence of risk of malnutrition (1 in 3 individuals
studied) in patients with diabetes and cardiovascular disease. Obesity and
metabolic syndrome are commonly associated with these diseases. The
findings of malnutrition in these studies may be due either to the existence
of extreme poles in diabetes and cardiovascular disease regarding
malnutrition and over-nutrition, or to poor performance of the nutritional
screening tool or diagnostic criteria for malnutrition.

Although the nutritional screening tool is different in the PREDyCES study
and in SEDRENO, it can be seen that 10 years after the first study there has
been no improvement in the prevalence of disease related risk of
malnutrition. This leads us to think that nutritional screening and
intervention should be more present in outpatient consultations and to
study whether nutritional action in this setting can ensure that the
population requiring hospital admission arrives with a lower risk of
malnutrition.

While it is true that there are multiple studies on the prevalence of disease-
related malnutrition, well quoted by the authors of SEDRENO, there is less
information on the positive clinical effect of nutritional intervention and its
cost-effectiveness ratio (8,9). As mentioned above, it is not easy to find
purely nutritional variables, whose measurement reflects only the nutritional
effect of treatment, independent of multiple other factors associated with
the evolution of the underlying disease and its treatment. However, these
studies are key to convince health care professionals outside the orbit of
clinical nutrition, and most especially health policy makers, managers and
administrators, that nutritional screening, diagnosis and treatment are
effective and clinically and ethically necessary.



The implementation of the research protocol of the SEDRENO study has
established an important multi-center platform that may approach new
research objectives to help substantiate the efficacy of nutritional
treatment.
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