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Preface

T
his clinical practice guideline (CPG) has been developed under a project conducted by 
PALTmed, the national professional organization representing medical directors, attending
physicians, and other practitioners who care for patients in the long-term care setting. This is 

one of a number of guidelines undertaken as part of the association’s mission to improve the quality
of care deliv-ered to patients in these settings. 

Original guidelines are developed by interdisciplinary workgroups, using a process that com-
bines evidence and consensus-based approaches. Workgroups include practitioners and others in-
volved in patient care in long-term care facilities. Beginning with a general guideline developed by
an agency, association, or organization such as the Agency for Healthcare Research and Quality
(AHRQ), pertinent articles and information, and a draft outline, each group works to make a concise,
usable guideline that is tailored to the long-term care setting. Because scientific research in the long-
term care population is limited, many recommendations are based on the expert opinion of practi-
tioners in the field. A bibliography is provided for individuals who desire more detailed information.

Guideline revisions are completed under the direction of the Clinical Practice Guideline Steering
Committee. The committee incorporates information published in peer-reviewed journals after the
original guidelines appeared as well as comments and recommendations not only from experts in the
field addressed by the guideline but also from “hands-on” long-term care practitioners and staff.

P u r p o s e

PALTmed seeks to develop and revise guidelines that focus on specific concerns and common
problems in the long-term care setting. Although AHRQ and other agencies, organizations, and 
associations have developed a number of guidelines for conditions that occur in elderly and 
chronically ill indi-viduals, many of these guidelines limit or omit considerations that are unique to 
the long-term care population. 

PALTmed guidelines emphasize key care processes and are organized for ready incorporation
into facility-specific policies and procedures to guide staff and practitioner practices and 
performance. They are meant to be used in a manner appropriate to the population and practice of a 
particular fa-cility. Guideline implementation will be affected by resources available in the 
facility, including staffing, and will require the involvement of all those in the facility who have a 
role in patient care.

A u d i e n c e

This guideline is intended for the members of the interdisciplinary team in long-term care facilities,
including the medical director, director of nursing, practitioners, nursing staff, consultant pharma-
cist, and other professionals such as therapists, social workers, dietitians, and nursing assistants who
care for residents of long-term care facilities.

PALTmed CPGs include many functions and tasks related to recognizing, clarifying, managing,
and monitoring various conditions and situations. But the guidelines only sometimes specify who 
should do these tasks. For example, many disciplines including nursing assistants, licensed 
nurses, dieti-cians, and social workers may make and document observations (e.g., that someone 
does not sleep at night, is more withdrawn, or has a change in usual eating patterns). But only some 
of them may
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be qualified to determine the significance of those observations (for example, what is causing the
sleeplessness or change in eating patterns). In contrast, physicians and nurse practitioners may not
be present to make observations, but are trained to analyze the significance and causes of symptoms.
Thus, each facility should ensure that tasks are done correctly and by appropriate interdisciplinary
team members. It is important for observers to make and document findings effectively, but they
should get appropriate support for interpreting the findings when this is not within the scope of their
training or practice.

A s s u m p t i o n s

Guidelines in the long-term care setting should be consistent with fundamental goals of desirable
long-term care practice. Operationally, this requirement means that the nursing facility care team sys-
tematically addresses (1) each individual’s risk factors for a number of diseases and conditions and
(2) the adverse consequences of the diseases and conditions on the patient’s functioning and quality
of life.

However, when nursing facility patients are at or near the end of life, care goals will shift from
functional improvement or physical stability to palliation or comfort care. PALTmed guidelines
address this transition and provide suggestions for appropriate modification of the patient's care 
plan.

Long-term care facilities care for a variety of individuals, including younger patients with chron-
ic diseases and disabilities, short-stay patients needing postacute care, and very old and frail indi-
viduals suffering from multiple comorbidities. When a workup or treatment is suggested, it is 
crucial to consider if such a step is appropriate for a specific individual. A workup may not be 
indicated if the patient has a terminal or end-stage condition, if it would not change the management 
course, if the burden of the workup is greater than the potential benefit, or if the patient or his or 
her proxy would refuse treatment. It is important to carefully document in the patient’s medical 
record the rea-sons for decisions not to treat or perform a workup or for choosing one treatment 
approach over an-other. 

H o w t o U s e T h e s e G u i d e l i n e s

Each guideline includes a narrative portion that covers definition, recognition, assessment, treatment,
and monitoring of the condition being addressed. “Recognition” means identifying the presence of a
risk or condition. “Assessment” means clarifying the nature and causes of a condition or situation
and identifying its impact on the individual. “Treatment” means selecting and providing appropri-
ate interventions for that individual. “Monitoring” means reviewing the course of a condition or sit-
uation as the basis for deciding to continue, change, or stop interventions.

Each guideline also includes an algorithm that summarizes the steps involved in addressing the
condition. In the algorithm, rectangles signify points where action is to be taken; diamonds indicate
points where a decision must be made.

Te r m i n o l o g y

We recognize that people who reside in long-term care facilities are “residents”. However, we have
used the term “patient(s)” throughout these guidelines because we are addressing individuals with-
in the context of treating a medical condition. In addition, these guidelines apply substantially to
individuals who come to long-term care facilities for short-term care. When referring to pharmaceu-
tical products, we have avoided the use of brand names and refer to classes of drugs whenever 
possible. 
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D e f i n i t i o n s
Altered nutritional status (ANS) is defined for this clinical practice guideline (CPG) as an unin-
tended and unexpected change in weight that is likely to indicate an undesired alteration in intake
or utilization of nutrients. Although they may present as ANS, protein-energy undernutrition,
cachexia, and sarcopenia should be differentiated from ANS.

Protein-energy undernutrition (PEU), previously called protein-energy malnutrition, refers to a
deficiency syndrome caused by inadequate intake or absorption of macronutrients.1 Cachexia refers
to a condition of accelerated loss of muscle mass in the context of chronic inflammation.2 The Fourth
International Cachexia Meeting recently defined cachexia as a complex metabolic syndrome associ-
ated with underlying illness and characterized by loss of muscle with or without loss of fat mass.3

The prominent clinical feature of cachexia is weight loss in adults (corrected for fluid retention) or
growth failure in children (excluding endocrine disorders). Anorexia, inflammation, insulin resist-
ance, and increased muscle protein breakdown are frequently associated with wasting disease,
which is distinct from age-related loss of muscle mass, hyperthyroidism, malabsorption, primary
depression, and starvation and is associated with increased morbidity.3 Sarcopenia refers to the loss
of muscle mass and decline in muscle quality observed with increased age.4

I N T R O D U C T I O N

W
eight has emerged as a principal screening and monitoring indicator in long-term care
(LTC) because it is easy to measure and the measurement is reasonably accurate and repro-
ducible, noninvasive, acceptable to most patients, and relatively inexpensive to obtain.

Change in weight is common among patients of LTC facilities. Among patients who remain in LTC
for at least 2 years, 50% to 60% experience weight change; equal numbers of patients gain and lose
weight.5.6

Any unplanned weight change that occurs quickly or continues to occur over an identified peri-
od of time may have negative clinical implications; the degree of concern warranted usually is pro-
portional to the rate and degree of change. Fortunately, many causes of weight change are remedia-
ble.7,8 Unfortunately, epidemiologic studies have not defined a clear benchmark for the degree of
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weight change that should prompt a thorough evaluation, nor is there agreement on the appropriate
diagnostic and therapeutic approach to weight change. 

The Centers for Medicare & Medicaid Services defines significant weight change as weight loss
of 5% in 1 month or 10% in 6 months. Although these criteria were arbitrarily determined on the basis
of expert opinion, federal and state surveyors closely monitor nursing facilities’ compliance with
them.9

Weight may change in either direction, but the implications of weight loss are markedly different
from those of weight gain. Among LTC patients, significant unintended weight loss is a marker of
PEU and may be a significant clinical indicator of worsening health status.5,6,10 PEU reportedly occurs
in between 23% and 85% of LTC patients in North America.11,12 A recent national sample of LTC
patients using Minimum Data Set (MDS) data found that 12.11% were chronically undernourished
(defined as a body mass index [BMI] less than 18.5).13 This wide range of estimates for PEU reflects
the plasticity and multitude of diagnostic criteria used to detect PEU. 

The extent of the clinical manifestation of PEU is related to the duration and the degree of nutri-
tional compromise. The most striking clinical manifestations include delayed wound healing, devel-
opment of pressure ulcers, susceptibility to focal and systemic infections, functional decline, cogni-
tive decline, and delayed recovery from acute illness. PEU is also associated with decreased quality
of life14 and a higher death rate from coexisting illness.10,15-19

Conversely, outcomes for patients who gain weight are generally favorable,5-7 especially for those
who were underweight at admission.20 Intervention for patients who have gained weight is indicat-
ed when the weight gain results in impaired function and diminished health-related quality of life. It
is also indicated in patients who have poorly controlled diabetes and when the weight gain is the
result of fluid retention. 

This CPG has been developed to help interdisciplinary teams evaluate and manage nursing home
patients who are at risk for or who have experienced a significant change in weight. The guideline
offers a structured approach to the recognition, assessment, treatment, and monitoring of ANS that
acknowledges the ethical implications of this condition for patients, their families, and the staff of
LTC facilities. It is hoped that this guideline will also be helpful to those who develop and determine
institutional policies and procedures and the survey processes at the federal and the state levels.

As is the case with the other CPGs in the PALTmed series, implementation of this guideline
requires a long term, facility wide commitment to reviewing and improving care processes. Many 
of the rec-ommended initial interventions address the eating environment and food presentation, 
individual-ization of the diet to meet personal preferences and self feeding ability, and feeding 
programs that involve staff, family members or substitute decision makers, and volunteers.

Facilities should customize the implementation of this guideline in accordance with their own 
cir-cumstances. Several facility wide changes in policy and procedures should be considered in 
prepara-tion for clinical implementation. For example, environmental changes to the dining room 
setting or service routines may be warranted. The recommendation to individualize meal plans 
presents chal-lenges for the dietary and nursing staff. Congregate meals and assisted dining 
programs involving family members and volunteers may require special training and supervision. 
Appropriate members of the interdisciplinary team should be identified as responsible for each step 
of the assessment and care delivery process when a patient’s condition triggers an ANS evaluation. 

It may be helpful to establish a facility-wide ANS oversight committee to develop procedures that
ensure proper performance of all activities, the foundations on which clinical decisions are based, and
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the methods used to explain options to patients who have or are at risk for ANS and their families.
This committee may include representatives of most health care disciplines as well as administrative
staff. Another important responsibility is the initiation of preventive measures that may reduce the
incidence of ANS. Such interventions may include avoiding the use of medications that may cause
weight loss, identifying and treating depression, minimizing the use of therapeutic diets, providing
assistance to patients who are not able to eat on their own, and modifying meals to match patients’
eating preferences.

Note that it may take several weeks for the effects of nutritional intervention to be detected.
Patient characteristics, the type of intervention, and the method used (e.g., albumin levels, weight)
are among the factors that play a role in ascertaining treatment effectiveness.

Finally, this guideline recognizes that failure to identify or to correct a remediable cause of weight
loss can have profound implications for the patient’s prognosis and the facility’s regulatory and legal
liability. It is essential to clearly define unavoidable clinical decline and include palliative and
end‑of‑life care as part of the facility’s spectrum of clinical responsibilities.

R E C O G N I T I O N

The cornerstones of managing ANS in LTC settings are early detection and prompt treatment of
reversible disorders. Table 1 lists frequent causes of weight loss in LTC settings.

S T E P  1
Perform a baseline evaluation of the patient’s nutritional status. Because nutritional status is often
compromised by events (such as hospitalization) that precede admission to an LTC facility, it is
important to evaluate nutritional status as soon as possible after each patient’s admission. Record the
following information in the patient’s chart within 14 days of admission:
� Admission weight. For best results, try to weigh the patient on the same scale, at the same time

of day, with lightweight clothing and without shoes. Preferably, the patient should be weighed in
the morning before breakfast; however, checking weight when the patient is having a bath or

TA B L E  1

Frequent Causes of Weight Loss in the Long-Term Care Setting

� Acquired immunodeficiency syndrome (AIDS)
� Advanced dementia21

� Cancer
� Chronic infections or inflammatory conditions (e.g., AIDS, rheumatoid arthritis)
� Chronic obstructive pulmonary disease
� Depression
� Uncontrolled diabetes
� Hyperthyroidism
� Malabsorption syndromes (e.g., pancreatic insufficiency, gluten enteropathy)
� Oral disease (including poor dentition)
� Parkinson’s disease
� Polypharmacy (including anorexogenic medications)
� Swallowing disorders
� Therapeutic diets
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shower is acceptable. A good option is to identify a height and weight team that takes responsi-
bility for ensuring the timeliness and accuracy of the measurements. Weigh the patient weekly
for the first 4 weeks to establish a baseline. If the patient’s weight is stable, weigh the patient
monthly thereafter for routine monitoring. It is advisable to calibrate or check the calibration of
scales on at least a monthly basis. Calibrate scales in accordance with the manufacturer’s recom-
mendations, and consider recalibrating a scale any time it is moved.

� Height and body mass index. Each facility should adopt a standard method for measuring the
height of patients who cannot stand upright. Self-report or family report is inaccurate and tends
to overestimate height. No single method is optimal. Standing height often cannot be measured
accurately in older adults because of the increased prevalence of spinal curvatures or inability to
stand straight. For such patients, estimation of standing height on the basis of knee height is prob-
ably the best method for obtaining this information. This method is based on the distance from
heel to knee (measured with a caliper) with the ankle and knee at 90° (Figure 1).22-24 The formu-
las are as follows:25

� Women: height (cm) = 84.88 – (0.24 × age) + (1.83 × knee height)
� Men: height (cm) = 64.19 – (0.04 × age) + (2.02 × knee height)

Another acceptable method is to measure recumbent height.24 Recumbent height is measured by
using a flexible tape with the patient lying flat in bed. This measurement is approximately 1.5
inches (3.7 cm) greater than standing height.26

Finally, height can also be estimated from measuring the demispan, as illustrated in Figure 1.24

After measuring the distance from the middle of the sternal notch to the tip of the middle finger,
apply the following formulas:25

� Women: height (cm) = [1.35 × demispan length (cm)] + 60.1
� Men: height (cm) = [1.40 × demispan length (cm)] + 57.8

When a special height-measurement method is used that differs from what is considered to be
the standard method (as determined by the facility), document this use in the patient’s chart.

BMI, another measurement for assessing nutritional status, can be calculated using the for-
mula BMI = weight (kg)/[height (m)]2 or 703 x weight (lb)/[height (in)]2. The standard weight
status categories associated with BMI ranges for adults are shown in Table 2.

BMI, however, may not be as informative in elderly people as it is in younger people. Little
documentation relates BMI to direct measurements of body composition in the elderly, especial-
ly at very old ages or in non-Caucasian ethnic groups. In addition, stature often cannot be meas-
ured accurately in older adults, as previously explained. 

The association between BMI and mortality in older adults follows a J-shaped curve,28 unlike
the U-shaped curve relationship in younger adults.29 Data from several studies of older adults
aged 60 to 90 years indicate that the lowest mortality occurs at progressively increasing body
weight30 and that higher mortality occurs with lower body weight. 
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F I G U R E  1  

Estimating Height From Demispan and Knee Height 

Measure the distance from the middle of the sternal notch to the tip
of the middle finger (left arm if possible). Check that the patient’s
arm is horizontal and in line with shoulders. Calculate stature (in
cm) from the formula below:

Females
Height in cm = (1.35 x demispan (cm)) + 60.1

Males
Height in cm = (1.40 x demispan (cm)) + 57.8

Females
Height in cm = 84.88 - (0.24 x age) + (1.83 x knee height)

Males
Height in cm = 64.19 - (0.04 x age) + (2.02 x knee height)

While lying supine, both the knee and ankle of the patient are held at
90-degree angles. One blade of a sliding Mediform caliper is placed
under the heel of the foot, and the other blade is placed on the anteri-
or surface of the thigh. The shaft of the caliper is held parallel to the
long axis of the lower leg, and pressure is applied to compress the tis-
sue. Height (in cm) is then calculated from the formula below:

TA B L E  2  

BMI Ranges and Weight Status

BMI Weight Status
Below 18.5 Underweight
18.5–24.9 Normal
25.0–29.9 Overweight
30.0 and above Obese

Source: Centers for Disease Control and Prevention.27

BMI: body mass index.
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� Eating preferences. People vary greatly in their food requirements and eating habits. Patients
may eat poorly if they dislike the food being offered. As soon as practicable after admission, ob-
tain the following information from the patient or the patient’s family and try to customize meals
to the patient’s preferences: 

� What kinds of food does the patient usually like to eat?
� What size portions does the patient prefer at each meal?
� How many meals does the patient usually eat in a day? 
� At what times of day does the patient usually eat his or her meals?
� Does the patient have any ethnic or religious dietary preferences?
� Does the patient have any food allergies?

Within the first 3 to 5 days after admission, staff should observe the patient eating and docu-
ment the percentage of food and fluid the patient consumes. An estimate of the percentage of food
and fluid consumed by serving portion or by food group—meat, vegetables, fruit, grain products,
dairy products, sweets—is preferable to a global estimate because it will help the dietitian to tailor
meals to match the patient’s preferences and to determine whether the patient is meeting calculated
nutrient needs. 

� Baseline testing. Serum albumin level is the most frequently used biochemical marker for mal-
nutrition. With a half-life of approximately 3 weeks, albumin is a good indicator of baseline nu-
tritional status but is less useful in assessing the effectiveness of acute nutritional intervention.
Moreover, cytokines and postural changes (commonly present in acute infection, acute illness,
cancer, chronic infection, and terminal conditions) may result in lower albumin levels. Cytokines
such as tumor necrosis factor, interleukin-2, and interleukin-6 inhibit the synthesis of albumin at
the genetic level31 and may facilitate extravasation of albumin from the intravascular to the inter-
stitial space.32 The dilution effect of chronic recumbency is associated with increased intravascu-
lar volume and may diminish measured albumin by as much as 0.5 mg/dL.33 Nonetheless, albu-
min levels of less than 3.5 mg/dL are strongly suggestive of PEU.34

Proteins with a shorter half-life than albumin are occasionally used to assess acute response
to nutritional intervention. Prealbumin, which has a half-life of 2 days, and retinol binding pro-
tein, which has a half-life of 2 hours, fit this criterion. The use of prealbumin has largely been lim-
ited to hospitalized patients receiving enteral or parenteral nutritional interventions. Little to no
evidence suggests that assessment of prealbumin levels improves accuracy in the management of
LTC patients or of patients with indolent weight loss. Among hospitalized nursing home patients,
serum albumin was found to be a better predictor of prognosis;35 albumin levels are much less
expensive, more readily available, and more likely to have been included in previous laboratory
assessments for comparative purposes. Prealbumin may be useful in the laboratory assessment of
the adequacy of enteral feeding prescriptions.

The serum cholesterol level is another biochemical marker of PEU. Serum levels less than 160
mg/dL suggest low lipoprotein levels and, thus, low visceral protein. Rudman et al36 demon-
strated cholesterol levels below 160 mg/dL to be highly predictive of subsequent mortality in a
cohort of LTC patients, and even lower levels were correlated with a tenfold increase in mortali-
ty. Hypocholesterolemia, however, develops later in the progression of malnutrition, so its value
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as a screening tool is limited. 
Total lymphocyte count is another useful screening and assessment parameter. Seltzer et al37

reported a fourfold increase in mortality with a total lymphocyte count of less than 1500
cells/mm. Levels less than 800 cells/mm3 may indicate severe PEU.38

Although the above tests may help clinicians to evaluate nutritional issues and establish a
prognosis, they may not correlate well with the clinical observation of nutritional status.
Clinicians may elect to obtain values at the time of the patient’s admission to the LTC facility to
provide a baseline for comparison if weight change occurs later. 

Testing to obtain these values, like other diagnostic interventions, however, is not appropri-
ate for all patients. The practitioner should ask the following questions in determining whether
such testing is appropriate:

� Does the patient have an advance directive for health care? If so, does the advance directive
address the patient’s wishes regarding diagnostic tests?

� Is the primary care goal comfort or aggressive interventions? 
� Is the patient’s care plan focused on end‑of‑life care?
� Are the results of this testing likely to change the treatment plan? 
� Do the advance directives address the patient’s wishes regarding tube feeding? 

� Minimum Data Set. Certain items in the MDS relate to nutritional status and risk factors associ-
ated with unintended weight loss. Because facilities use computerized data entry to complete the
MDS form, these items can be extracted by using a data searching program. Relying on the MDS
for relevant information related to weight change has limitations, however, especially because of
the time between MDS assessments. Nursing staff should not rely on the MDS to alert them to
ANS or to develop care plans for people losing weight because the MDS is not completed as fre-
quently as needed to detect changes in nutritional status. 

� Mini-Nutritional Assessment (MNA). The MNA is a simple, reliable tool for assessing nutri-
tional status in elderly people.39 It comprises 18 items in four sections (anthropometric, general,
dietary, and self-assessment), requires a professional to administer, and takes 10 to 15 minutes to
complete. It does not require laboratory tests. The MNA was shown to be 98% accurate when
compared with a comprehensive nutritional assessment that included food records and laborato-
ry tests. The MNA has been validated in outpatient, inpatient, and LTC settings40 and can be ob-
tained at http://www.mna-elderly.com/. 

S T E P  2
Identify risk factors for ANS. Nearly every patient admitted to an LTC facility is likely to exhibit one
or more of the risk factors described below. However, individual patients’ overall risk depends on
their specific circumstances. Therefore, seek information about the presence of each of the following
risk factors for all newly admitted patients.

� History of recent weight loss or change in appetite. If the patient is cognitively intact, ask
whether he or she has lost weight recently or has had a loss of appetite. Also ask the patient’s fam-

http://www.mna-elderly.com/
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ily or substitute decision maker and, if appropriate, consult the patient’s hospital discharge
records. A yes response from any source should trigger careful evaluation of the patient. Nutrition
Care Alerts* can help to remind staff of signs and symptoms that might identify a change in nu-
tritional status.

� Functional disability. Within the first 3 to 5 days after admission, a staff member should observe
the patient eating and document the following:

� Ability to self-feed without assistance; degree and nature of assistance needed, if any (e.g.,
help with meal setup, cutting of meats, verbal prompts, adaptive devices).

� Upper‑extremity impairments of mobility and coordination while eating. Pay particular at-
tention to ataxia, signs of weakness, and tremors. 

� Body positioning: Desirable positioning means the patient is seated with hips at approxi-
mately 90°, close to the table, with approximately 12 inches from plate to mouth.

� Ability to grasp the eating utensils, lift them to the mouth, and use them appropriately. 
� Difficulty chewing or swallowing food or liquids.

� Assess the patient for dental caries, gum disease, mouth sores, poorly fitting dentures,
thrush, and tongue lesions.

� Assess gag reflex, tongue movement and strength, ability to handle saliva, and other ob-
vious impediments to chewing or swallowing.

� Look for signs that may indicate dysphagia (Table 3). A skilled practitioner, such as a
physician, registered nurse, or speech pathologist, should perform a bedside clinical eval-
uation to distinguish true dysphagia (difficult or impaired swallowing) from other relat-
ed symptoms (e.g., a chewing or dental problem or a cough of nasal or pulmonary ori-
gin) (Table 4). 

*Available from the Nutrition Screening Initiative, 1010 Wisconsin Avenue, NW, Suite 800, Washington, DC 20007. nis@gmmb.com

TA B L E  3  

Signs of Possible Dysphagia

� Coughing before, during, or after swallowing
� Drooling
� Frequent throat clearing
� Hoarse, breathy, or wet voice; gargling while breathing
� Need to swallow three to four times with each bolus
� Oral–buccal akathisia (protruding tongue movements)
� Pocketing food in the cheeks
� Sensation of something caught or stuck in the throat
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If the existence of a swallowing problem is confirmed on clinical grounds, then determine
whether further testing is relevant to the patient’s goals and prognosis and whether it would add
materially to what is already known or would change ultimate treatment decisions. For example:

� Does the patient have an advance directive? If so, does the advance directive address the pa-
tient’s wishes regarding diagnostic tests or the use of artificial means of nutritional support?

� Is the care goal maintenance or cure? 
� Is the patient’s care plan focused on end-of-life care?
� Does the patient choose not to follow the recommended plan or set goals to address the ANS?

Before a fluoroscopic cine-esophagram or fiber optic study is ordered, the interdisciplinary
team (including the attending physician, speech pathologist, registered nurse, and registered die-
titian) and the patient (if he or she is capable of making an informed decision) or a family mem-
ber or substitute decision maker should discuss the appropriateness of the test. If it is decided to
proceed with the test, document in the patient’s chart the reasons for the test and the expected
benefits.

� Pressure ulcer(s). The presence of any pressure ulcer increases a patient’s nutritional require-
ments (see the PALTmed CPG Pressure Ulcersa). Evaluate all patients who have pressure ulcers
and all those at high risk for developing pressure ulcers to determine their nutritional status and 
abil-ity to consume sufficient calories to meet their needs. 

� Terminal illness. Even among terminally ill patients, for whom invasive interventions are rarely
warranted, desired changes in diet can improve intake and satisfaction. A liberalized diet pre-
scription, no matter what the diagnosis is, should be used whenever possible.

� Depression. Depression is one of the most important treatable causes of weight loss in older per-
sons.41 In LTC settings, depression was consistently recognized as a major cause of weight loss

among patients. All patients with ANS should be screened for depression. Successful treatment

a PALTmed. Pressure Ulcers in the Long-Term Care Setting. Clinical Practice Guideline. Columbia, MD.

TA B L E  4

Elements of a Bedside Clinical Evaluation of a Swallowing Problem

The bedside clinical evaluation of a swallowing problem should include testing with foods of various consistencies.
Dining services staff should prepare a standard test meal with foods of the four consistencies described below. Speech
pathologists should watch for difficulty chewing, signs of choking, coughing or respiratory changes, and a wet voice
associated with swallowing. Also observe posture, speed of eating, the size of the bolus the patient tries to swallow,
and the patient’s need for assistance in bringing food to the mouth. If the patient successfully consumes food at the first
level of consistency, move to the second level, and so on.

1. Begin with slightly thickened liquids, such as nectars, milkshakes, or flavored psyllium powder in water.
2. Offer foods of a pureed consistency, such as ice cream, pudding, or yogurt.
3. Offer foods that are soft or finely chopped and that prompt the patient to chew, such as cake, hamburger, rice, or

soft cookies.
4. Offer foods that require chewing, such as would be found on a regular meal tray, and clear liquids.
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of depression has been shown to reverse weight loss in LTC patients42 (see the PALTmed
CPG Depressionb).

� Medication use. Many medications are associated with weight loss. Those most frequently im-
plicated are listed in Table 5. Document all medications the patient is taking, noting especially
any medications prescribed recently. Ask the patient or family whether the patient takes any
over-the-counter products not listed in the medical record. It is often helpful for the practitioner
and a consultant pharmacist to review the medication regimen for medications associated with
ANS.

� Therapeutic diets. Therapeutic diets are often unpalatable and poorly tolerated by older persons
and may lead to weight loss.43 The use of therapeutic diets, including low-salt, low-fat, and sugar-
restricted diets, should be minimized in the LTC setting.44

� Nausea, vomiting, or diarrhea. These symptoms may indicate medication side effects or a gas-
trointestinal, hepatobiliary, or renal disorder. Medications commonly associated with these
symptoms include antibiotics, digoxin, and nonsteroidal anti-inflammatory drugs. Antibiotics
may also cause C. difficile colitis.

� Fluid retention and edema. Edema may predispose the patient to skin breakdown and may in-
dicate suboptimal control of an underlying illness. Weight monitoring should focus on dry
weight, especially in patients with cardiac, hepatic, or renal disease, in whom weight gain can be
an important early sign of impending decompensation.

� Underlying infection. Infections are an important cause of weight loss in older persons, espe-
cially those residing in an LTC facility. Infections may result in confusion, anorexia, and negative
nitrogen balance, all of which may contribute to weight loss. Acquired immunodeficiency syn-
drome (AIDS) and chronic inflammatory conditions, such as rheumatoid arthritis, result in in-
creased levels of circulating cytokines, which in turn lead to increased resting energy expenditure
and decreased serum albumin levels. 

S T E P  3
Observe the patient routinely for changes in weight or food intake that may indicate ANS. At any
time during a patient’s stay in a LTC facility, observation of any one of the following conditions
should trigger a prompt initiation of an assessment of the patient’s nutritional and fluid status (see
Step 5):

� Weight change of 5% in 1 month or 10% in 6 months.
� Decline in food or fluid intake over several days (not to exceed 7 days). An abrupt change, such

as refusal of food or fluids for two or more successive meals, usually indicates a medication side
effect or the presence of an acute illness rather than a nutritional problem. 

� BMI approaching the underweight range. Determine the usual BMI for the patient and define a
desirable BMI. People who are constitutionally thin may need closer monitoring, even though

b PALTmed. Depression. Clinical Practice Guideline. Columbia, MD.
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TA B L E  5

Checklist for Medications That May Be Associated With Altered Nutritional Status

Weight loss may be a direct or indirect side effect of a medication. This checklist is intended as a guide for the practi-
tioner evaluating a patient who has or is at risk for ANS. This list is not all�inclusive. A clinical pharmacist should be con-
sulted when questions arise about possible adverse effects of medications.

ANS Risk Type of Medication

Anorexia  Anticonvulsants  NSAIDs
�  Benzodiazepines  Opiates
�  Decongestants  Proton pump inhibitors
�  Digoxin  Psychotropics
�  Hypnotics  SSRI antidepressant
�  Metformin

GI distress other than dysphagia  Acetylcholinesterase inhibitors  Laxatives
�  Amiodarone  Metronidazole
�  Antibiotics  NSAIDs
�  Aspirin  Opiates
�  Digoxin  Quinidine
�  Dopamine agonists  Statins
�  Iron  Tricyclic antidepressants

Dysphagia  ACE inhibitors  NSAIDs
�  Antihistamines  Opiates
�  Bisphosphonates  Potassium
�  Diuretics  Psychotropics
�  Iron  Theophylline
�  L-DOPA  Vitamin C
�  Nitrates

Altered taste  ACE inhibitors  Forsemide
�  Allopurinol  H-2 inhibitors
�  Antihistamines  Hydralazine
�  Beta-2 agonists  Lithium
�  Clonidine  Nitroglycerin
�  Coumadin  Propranolol
�  Digoxin  Proton pump inhibitors
�  Dilantin  Spironolactone
�  Eszopiclone (Lunesta)  SSRIs

Behavior changes  Anticonvulsants  Psychotropics
 Hypnotics  Sedatives/hypnotics
 Narcotics

Source: W. Smucker, MD. Used with permission.

ACE: angiotensin-converting enzyme; ANS: altered nutritional status; NSAIDs: nonsteroidal anti-inflammatory drugs; SSRI: selective sero-
tonin reuptake inhibitor 

they are within their normal weight range, because their physiologic reserves are low.
� Persistent, unexpected, and unintended weight loss for 3 consecutive months.
� Pressure ulcers.
� Abnormal laboratory values.
� Uncontrolled disease process (e.g., chronic obstructive pulmonary disease, diabetes, renal dis-

ease).
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A S S E S S M E N T

The following steps are intended to guide the diagnostic assessment of patients who meet one or
more of the ANS criteria listed in Step 3. The diagnostic process has been divided into two tiers:

� Tier I is intended to identify causes of a nutritional problem that are common, easily identified,
and reversible in some cases. 

� Tier II is intended to identify uncommon conditions or diagnoses for which cure is less likely.
Such conditions are important because they may affect prognosis, alter the goals of care, and redi-
rect the care plan. A Tier II assessment is not appropriate in all cases; some patients and families
may choose to forego this assessment for personal reasons. 

Steps within tiers are meant to be concurrent rather than sequential. They represent comple-
mentary aspects of a comprehensive, interdisciplinary review. Assessment pursuant to weight loss
and weight gain follow separate but occasionally overlapping tracks.

T i e r  I  A s s e s s m e n t
The steps in a Tier I assessment are intended to identify causes of a nutritional problem that are com-
mon, easily identified, and potentially reversible. Each discipline, within its sphere of knowledge,
has a role in the assessment and a responsibility to share its findings with the team. Because multi-
ple factors usually contribute to a nutritional problem, the assessment should not stop with the first
or most obvious cause. Other, less apparent causes may be equally important and, when treated, may
lead to improvement or resolution of the problem. The Tier I assessment should be completed and
recorded in the patient’s chart as soon as practicable.

S T E P  4
Confirm the existence of a nutritional problem that requires additional assessment.
� Validate weight measurements before initiating an interdisciplinary assessment of ANS.
� Evaluate whether the patient’s weight change (loss or gain) is truly unintended or unexpected. 
� Evaluate the patient’s willingness to undergo a diagnostic assessment.

If this review confirms the presence of a problem that requires additional assessment, mobilize
the interdisciplinary team to help to identify the underlying causes of the problem and to develop an
individualized treatment plan. If the Step 3 assessment criteria are met but the patient or family
decides not to intervene, this decision and the rationale for it should be clearly documented in the
patient’s record. (See Step 13.) For the patient who triggers an assessment because of weight gain,
skip to Step 10.

S T E P  5
For a patient who has lost weight: Establish that the patient is eating the food he or she receives.
Most patients lose weight because of anorexia (loss of desire to eat enough to meet their daily needs).
Others, however, lose weight despite eating all the food they receive. Monitor the patient’s food
intake for at least 1 day (some dietitians prefer a 3-day evaluation). A simple estimate of the fraction
of each portion or food from each food group consumed at each meal is usually sufficient; a calorie
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count may not be necessary. However, because the content of foods consumed (meat vs. side items,
dessert, etc.) can determine total calorie and protein intake, a calorie count may be appropriate. A
registered dietitian can assist the interdisciplinary team with knowing when a calorie count is need-
ed to evaluate nutritional status. 

� Anorexia. Consumption of less than 75% of the patient’s meals is the most common symptom as-
sociated with weight loss and presents the most challenging differential diagnosis. Causes that
are likely to be remediable include depression, adverse drug reactions, occult or overt infections,
hematologic conditions, and metabolic or hormonal abnormalities. (Go to Step 6.)

� Weight loss despite normal intake. If a patient is losing weight despite consuming 75% to 100%
of nearly all meals, the most likely cause is a mismatch between intake and energy expenditure
or irregular metabolic processes. For example, an average deficit of 250 kcal/d would result in a
weight loss of 2 lb/mo. Repetitive activities such as fidgeting, rocking, and wandering may re-
sult in occult energy loss that produces an intake‑expenditure imbalance. Such energy loss can
also occur in conditions of relative inactivity, such as Alzheimer’s and Parkinson’s disease, and
in conditions that result in increased energy expenditure at rest, such as moderate to severe
chronic cardiopulmonary, hepatic, or renal illness. (Go to Step 9.)

� Hyperphagia. If a patient consumes all of his or her meals and seeks additional food, the most
likely causes are a diet that provides inadequate quantities of food for a person who is larger or
more active than average, a hypermetabolic state such as hyperthyroidism, or a malabsorption
syndrome (see Table 7). (Go to Step 9.)

S T E P  6
For patients whose food intake is inadequate: Screen for functional impairments. 
� Observe the patient while he or she is eating. Pay attention to ability to grasp the eating utensils

and lift them to the mouth, ataxia, body positioning, conditions that limit mobility, joint pain,
signs of upper-extremity weakness, and tremors.

� Evaluate the patient for oral pain caused by tooth decay, poorly fitting dentures, or gum pathol-
ogy. Is the food of a consistency that the patient can chew and swallow?

� Observe the patient’s swallowing ability. Assess tongue strength and movement, the presence of
coughing and other signs of dysphagia (see Table 3) while eating, ability to differentiate tastes,
and sensitivity to hot and cold foods.

� Evaluate whether adequate feeding assistance is available and whether the time set aside for
meals is sufficient for patients who eat slowly.

S T E P  7
For patients whose food intake is inadequate: Screen for social and environmental factors, dietary
restrictions, and food preferences. 
� Reassess the patient’s food preferences. Provide the patient with choices at meals and between-

meal snacks. Ask the patient’s family to bring in foods the patient likes. Individualize the pa-
tient’s meal plan. (See Step 17.)
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� Review the necessity for any dietary restrictions. Therapeutic diets are often unpalatable and
poorly tolerated by older persons, leading to weight loss.43 Diabetic diets appear to have no ef-
fect on diabetic control in the LTC setting.45 The use of therapeutic diets should be minimized in
the LTC setting.

� Evaluate the environment in the room where patients are served their meals. The physical dining
environment should be attractive and functional, and the room should be as homelike as possi-
ble. Noise, bad odor, and distractions may deter some patients from eating an adequate amount
of food. Conversely, eating alone may adversely affect mood and contribute to anorexia.

� Evaluate time of meals and portion sizes and consider changes such as more frequent offerings
in smaller quantities to promote adequate daily nutrient intake and open dining to give patients
choices about when to eat or to enable them to adhere to their pre-LTC routine. 

S T E P 8
For patients whose food intake is inadequate: Screen for medical conditions associated with 
anorexia or dehydration.
� Consider fluid and electrolyte imbalance. Dehydration is common and, when clinically sympto-

matic, constitutes a medical emergency. (See the PALTmed CPG Dehydration and Fluid Maintenance.c) �
Look for and evaluate any changes in the patient’s mood or behavior. (See the PALTmed CPGs

Depressiond and Dementia.e) Consider using structured evaluations such as the Geriatric
Depression Scale46 for patients who are verbal or the Cornell Scale for Depression in Dementia,47

which is more behaviorally based.
� Comprehensively review all medications. Many medications may be directly or indirectly asso-

ciated with ANS (see Table 5 above).
� Consider the presence of infections. Common infection sites are the urinary tract (chronic cysti-

tis, prostatitis, and pyelonephritis) and respiratory tract (bronchitis, pneumonia, and sinusitis).
Pressure ulcers are a potential site for chronic inflammation, especially when associated with os-
teomyelitis.

� Consider gastrointestinal pathology and motility disorders. Diarrhea resulting from C. difficile in-
fection is a common problem. Other common gastrointestinal conditions include cholecystitis,
constipation, fecal impaction, gastroesophageal reflux, and peptic ulcer disease.

� Order a chest x‑ray and a panel of laboratory tests (Table 6), if indicated, to screen for occult phys-
ical illness. Results of the history and physical examination may suggest additional laboratory
and radiographic studies. 

S T E P 9
For patients who lose weight despite normal intake: Screen for a malabsorption syndrome and for 
conditions that increase nutritional needs. Patients who lose weight despite normal intake general-
ly fall into one of three categories: those receiving inadequate servings of food, those whose meta-
bolic need is greater than their usual level of food consumption, and those with a malabsorption dis-
order: 

c Post-Acute and Long-Term Care Medical Association. Dehydration and Fluid Maintenance. Clinical Practice Guideline. Columbia, MD.

d Post-Acute and Long-Term Care Medical Association. Depression. Clinical Practice Guideline. Columbia, MD.
e Post-Acute and Long-Term Care Medical Association. Dementia. Clinical Practice Guideline. Columbia, MD.
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TA B L E  6

Tier I Assessment—Baseline Laboratory Tests 

The following laboratory values are the most readily available to support the findings of a diagnosis resulting in ANS: 

� Appropriate drug levels
� Complete blood count with differential
� Comprehensive metabolic panel (or similar panel including albumin, calcium and phosphorus, cholesterol, and liver

enzymes)
� Hemoccult
� Stool studies (e.g., C. difficile assay) 
� Malabsorption syndromes
� Thyroid-stimulating hormone
� Urinalysis and culture if urinalysis is positive

The diagnosis of malnutrition cannot be made solely on the basis of either laboratory tests or anthropometric measure-
ments. Test results and measurements must be correlated with clinical findings and recent medical history.

� Inadequate caloric intake. Patients who weigh more than 175 lb may need more than the stan-
dard 2000 kcal/d as a basal diet. Patients who wander or fidget or suffer from chronic movement
disorders may need additional food to compensate for the energy expended in those activities.

� Increased metabolic need. Persistent infections; advanced illness, such as heart failure, chronic
bronchitis or emphysema, or liver or renal failure; and the presence of large pressure ulcers in-
crease metabolic demands more than the patient’s activity level might suggest.

� Malabsorption. This condition is usually but not always associated with diarrhea. Causes may
include pancreatic insufficiency, dumping syndrome related to bacterial overgrowth in the small
intestine, lactose intolerance, celiac disease (gluten enteropathy),48 or a protein‑losing enteropa-
thy.

S T E P  1 0
Screen patients who gain weight for conditions related to fluid retention. Fluid retention is associ-
ated with deteriorating function of the heart, kidneys, liver, and lungs and obstruction of venous
blood return from the lower extremities. Because 1 to 2 L of fluid (approximately equivalent to 2 to 5
lb in weight) can infiltrate lower‑extremity tissues before edema is evident, weight is a more sensitive
measure. The earliest physical sign of fluid retention is puffiness in a crescent below the malleoli. In
bed-bound patients, however, fluid may collect at the sacrum or elbows. 

Patients suffering from advanced organ system disease have increased metabolic demands and
are often anorexic. As they gain weight from fluid retention, they may lose muscle and visceral pro-
tein, which is sacrificed for energy. Those losses, however, are masked by the weight of increasing
edema. Evaluation of patients returning from the hospital after aggressive IV therapy should also be
made, because they may have weight changes related to fluid changes.
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T i e r  I I  A s s e s s m e n t
Most patients with an unexpected and unintended change in weight should undergo the Tier I
assessment described in Steps 4–10, as appropriate, with exceptions clearly documented. If this
assessment fails to identify a likely cause of the weight change, a search for less common and less
obvious causes (e.g., malignancy) should be pursued if doing so is consistent with the patient’s and
family’s goals. A Tier II assessment may take longer than a Tier I assessment, depending on the
patient’s situation. Tier II assessments must be individualized to the complexity of the patient’s nutri-
tional status and comorbidities and may involve special tests, procedures, and consultants. Those
factors, along with the patient’s and caregiver’s desires and the life expectancy of the patient, will
determine the degree and extent of patient workup.

S T E P  1 1
For patients who have lost weight: Evaluate whether a continued search for the cause of weight
loss is appropriate. The Tier II assessment for patients who have lost weight is more likely than the
Tier I assessment to conclude with the discovery of an irreversible or terminal diagnosis. Important
examples include AIDS; cancer; progressive dementia or other degenerative neurologic conditions;
and end-stage cardiac, hepatic, pulmonary, and renal illnesses. Unremitting weight loss in the con-
text of these conditions should be considered evidence of a terminal disease, and progressive weight
loss should be considered unavoidable. (See Step 13.)

When no terminal condition can be clearly identified, the patient’s care goals and willingness to
undergo more intensive medical evaluation must be considered in determining whether a continued
search for the cause of weight loss is appropriate. If it is decided to continue, the interdisciplinary
team should take the following measures:

� Repeat the patient’s history and physical examination in light of the recent weight change. 
� Order additional laboratory and radiologic studies on the basis of any new findings in the “sec-

ond-look” history and physical examination. 

Table 7 lists additional causes that might be considered. It is not an exhaustive list of all possi-
bilities but a compilation of unusual conditions with several distinct characteristics. Each condition
has a primary or secondary peak incidence among the elderly, presents with vague constitutional or
poorly localizing symptoms (including weight loss), and is not likely to be recognized unless pur-
sued through specific testing.

If it is decided to halt further testing, document the decision in the patient’s record. Some patients
and their families may wish to forego further testing for personal reasons; those wishes should be
respected. 

In some cases, the practitioner may determine that further testing would not substantially change
the treatment or outcome. In this circumstance, documentation of a second opinion by a corroborat-
ing practitioner or the medical director of the facility is strongly recommended. The patient or other
responsible party should be notified; if there is disagreement, the case should be presented to an
ethics committee (if one is available in the facility). Empiric oral supplementation and assistance with
oral intake (i.e., staff assistance with feeding) may be tried, if indicated (see Steps 19 and 20), but if
the patient’s weight fails to stabilize despite those efforts, additional weight loss should be consid-
ered unavoidable and documented as such by the physician. (See Step 13.)
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S T E P  1 2
For patients who have gained weight: Evaluate whether a continued search for the cause of weight
gain is appropriate. A Tier II assessment is indicated for a patient who has gained weight in the fol-
lowing cases:

� To determine whether the cause of weight gain is fluid retention.
� To determine whether the weight gain has negatively affected function, quality of life, or the man-

agement of comorbid conditions (e.g., diabetes). Such patients should be evaluated for metabol-
ic conditions associated with weight gain (e.g., hypothyroidism), and their medications should be
reviewed for possible drugs that can cause weight gain (e.g., antipsychotics). Psychological eval-
uation may be indicated to evaluate for a possible psychological cause for the weight gain (e.g.,
depression). 

TA B L E  7

Partial List of Unusual Causes of Altered Nutritional Status

Condition Underlying ANS Cause

Endocrinopathies Addison’s disease
Hyper- or hypoadrenalism 
Hyperparathyroidism

Gastrointestinal disorders Achalasia
Celiac disease (gluten intolerance)
Chronic active hepatitis B or C
Chronic cholecystitis
Crohn’s disease, ulcerative colitis
Hemochromatosis
Intermittent intussusception, sigmoid volvulus
Ischemic bowel syndrome
Lactose intolerance
Pancreatic insufficiency

Hematologic abnormalities and malignancies Chronic myelogenous or lymphocytic leukemia
Macro- or cryoglobulinemia
Multiple myeloma
Myelophthistic anemia
Polycythemia vera

Inflammatory and rheumatologic conditions Amyloidosis 
Giant cell arthritis
Late-onset systemic lupus erythematosus
Polymyalgia rheumatica

Occult infections AIDS
Primary osteomyelitis (vertebral body, femoral head)
Pyometrium
Retroperitoneal, perinephritic, or perirectal abscess
Tertiary syphilis

Occult solid tumors All tumors
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S T E P  1 3
Identify and document unavoidable ANS. Assessment and treatment of a nutritional diagnosis
must be consistent with the patient’s individual care goals and must offer a benefit to the patient.
Review the patient’s advance directives. 

A change in weight is considered unavoidable when one or more of the following conditions
applies after a Tier II Assessment has been completed and documented or after a decision not to pro-
ceed with a Tier II Assessment has been documented.

� The assessment has identified no remediable cause for the patient’s change in weight. 
� Although the cause of the change in weight has been identified, the patient has not responded to

therapeutic interventions. (See Steps 15–20.) Such patients may include, for example, patients
with cytokine-induced chachexia49 and patients with malabsorption syndromes. 

� Further intervention may harm the patient or offers no reasonable expectation of benefit.

Additional diagnostic or therapeutic interventions are against the patient’s or family’s wishes.

S T E P  1 4  
Summarize the results of the assessment of the patient’s ANS. This summary should provide the
following information:

� Documentation of ANS, indicating the extent of the weight loss or gain. 
� A description of all identified or probable conditions contributing to ANS. 
� A projection of the patient’s prognosis and likely clinical course.
� Updates to the patient’s care plan to indicate all palliative care interventions, with concurrent

documentation in a progress note to evaluate their effectiveness.

T R E AT M E N T

The assessment process described above is intended—to the extent that is reasonable and practical
and has the patient’s consent—to identify all treatable conditions and diagnose all remediable ill-
nesses. Treatment is defined in this guideline as any intervention that offers a reasonable expectation
of benefit for the patient. Treatment may include making changes in the dining environment, offer-
ing rehabilitation for functional disabilities, offering choices in food and fluids, offering choices in
dining alternatives, and controlling or mitigating the effects of medical conditions associated with
ANS.

Treatment may be considered successful when the patient’s weight has stabilized, even if it sta-
bilizes at a level below baseline. The patient does not have to regain the weight lost. Older adults tend
not to return to their previous weight after an illness or temporary nutrient and fluid deficiency.50

S T E P  1 5
Address each identified risk factor and potential cause of ANS identified in the Recognition and
Assessment phases (see Steps 1–13). The nutrition, medical, functional, and nursing care plans
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should address identified risk factors and the associated causes identified in the diagnostic assess-
ment. For each identified risk factor, establish a planned intervention. 

� Treat depression. Many antidepressants (e.g., selective serotonin reuptake inhibitors) suppress
appetite and cause weight loss in the short term. However, relief of the patient’s depression is the
major reason for improved food intake following initiation of antidepressant therapy. Short-term
weight loss may be offset by long-term weight gain.

� Reassess all medications for continued indications, potential side effects, and interactions that
may affect nutritional status.

� Evaluate the patient’s activity level and ability to exercise (exercise can stimulate appetite).
� For a verified swallowing problem, consider the underlying causes and patient prognosis and de-

termine whether the patient is a candidate for rehabilitation. A practitioner should help the in-
terdisciplinary team weigh the risks and benefits of allowing someone to eat a less restricted diet.
After a thorough evaluation, a speech pathologist may recommend appropriate food textures and
consistency; improve body positioning; and teach the patient specialized swallowing techniques,
such as a chin-tuck swallow and double swallowing. It may be concluded that no restrictions are
appropriate because it is preferable to allow the patient to eat despite aspiration risks if the pa-
tient chooses to do so.

S T E P  1 6
Address issues that may affect the eating environment in the LTC facility.

� Ensure that the environment where meals are served is pleasant and conducive to eating. For ex-
ample, try to reduce noise and distractions. 

� Make every effort to ensure that all foods offered are attractive and palatable. Use garnishes, sea-
sonings, and sweets, as appropriate, to enhance the appearance and taste of dishes.

� Consider having more than one meal sitting. Multiple sittings for smaller groups are preferable
to separate sittings for independent and nonindependent diners. Patients who are alert and can
eat independently may be asked to help patients who need verbal cues to encourage them to eat.

� Adopt a flexible staffing pattern that enables nursing staff to move to floors or units where more
patients need assistance during meals.

� Use non-nursing staff and volunteers at mealtimes to help set up trays and enhance socialization.
This approach frees nursing staff to assist patients who need the most help with dining as well as
patients who can feed themselves if they receive verbal cues. Training of family members to help
feed selected patients is encouraged. (PALTmed strongly supports the development of

certificate feeding-assistance programs for family, volunteers, and nonprofessional staff in 
accordance with state and federal guidelines.) Only certified nursing assistants and other 
properly trained staff, however, should feed patients with dysphagia and other swallowing 
disorders.

� Consider having a happy hour before dinner, when patients may congregate and have an alco-
holic beverage or sweets before their meal.

� Try using the smell of freshly cooked food to stimulate appetite. Examples include warming food
(e.g., an aromatic soup or stew) in a crock pot or operating a bread‑making machine in the area
in which the patients congregate. 
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S T E P  1 7
Tailor meals and foods to individual preferences. Each patient has a lifetime of eating habits and
food preferences that are based on ethnic, regional, and personal tastes. By adopting a flexible
approach to food service and presentation, facilities can meet the challenge of satisfying individual
preferences in an institutional setting.

� Individualize each patient’s meal plan. Offer the option of small, standard, and large portions at
each meal. Patients may have a preferred time to eat their main meal of the day, especially break-
fast or lunch, at which they are likely to consume a larger portion. 

� Permit flexibility in the times at which meals are served. Scheduling meals and snacks at ap-
proximately 3-hour intervals between 6 a.m. and 9 p.m. allows patients to eat at the times they
prefer. Flexible meal scheduling also has the effect of staggering throughout the day the number
of patients who need help with eating.

� Permit patients to eat at their own pace. If a patient has stopped eating, do not immediately re-
move the tray. Ask the patient if he or she has finished eating. Encourage patients at risk for ANS
to eat a few more bites. Offer substitutions for foods and fluids not consumed. It may also help
to serve items individually from the tray: many geriatric patients can exhibit loss of appetite
when multiple items are placed in front of them because they are overwhelmed. This is particu-
larly true when a patient has dementia and is unable or too confused to make decisions; in this
case, not eating becomes the easiest choice.

� Invite the patient’s family members to bring in foods they know the patient likes to eat (unless
the patient’s diet is restricted because of medical conditions; see Step 18).

� Offer foods that satisfy patients’ ethnic, regional, and personal preferences as well as their pref-
erences for sweet, salty, or spicy foods. 

� Provide foods of a consistency and texture that allow comfortable chewing and swallowing. For
example, a patient who has difficulty swallowing may reject pureed or artificially thickened
foods but may eat foods that are naturally of a pureed consistency, such as ice cream, mashed po-
tatoes, oatmeal, peach nectar, pear nectar, puddings, tomato juice, and yogurt. 

� Provide adaptive devices that promote independent eating and encourage patients who need
help with feeding to use them. Adaptive devices include bowls with a large distal lip, plates with
an inner lip, rocker knives, swivel spoons, and utensils with thick handles. 

� For patients who cannot use utensils, offer finger foods, for example, carrot sticks instead of a
salad, French fries instead of mashed potatoes, meat and protein items served as sandwiches, and
nuggets instead of filets.

S T E P  1 8
Reconsider any dietary restrictions. Routine dietary restrictions are usually unnecessary and can be
counterproductive in the LTC setting. Special diets for diabetes,45 hypertension and heart failure,51

and hypercholesterolemia52 have not been shown to improve control or affect symptoms. When a
patient is at risk for or has unintended weight loss, the presence of one of these diagnoses alone is
insufficient justification for continuing dietary restrictions. The reasons for any dietary restrictions
that are ordered should be clearly stated in the patient’s record.

Late-stage renal insufficiency is an exception to this general rule; protein restriction in patients
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with late-stage renal insufficiency may delay the onset of dialysis. Protein need not be restricted,
however, in patients on dialysis.53 Dietary restrictions may need to be removed gradually to avoid
medication side effects. For example, for patients taking lithium, easing restrictions on dietary sodi-
um may reduce lithium levels and exacerbate the underlying illness. These patients require closer
monitoring during the transition. 

Diets of altered consistency (especially purees) are often unpalatable and visually unappealing,
and patients may reject them. To the extent possible, tailor changes in food consistency to patients’
preferences and tolerance; finely chopped foods may retain their flavor and be equally well handled. 

S T E P  1 9
Consider ways to supplement the patient’s diet. If the patient does not consume sufficient food or
fluids, consider options for supplementation in roughly the following order:

� Increase the nutrient density of foods. Increase protein content by adding egg whites, milk pow-
der, tofu (a bland, soy-based food), or whey protein.54 Increase fat content by adding butter or oil
during food preparation and providing sauces or gravy at meals. The same options can be used
when intake of portions is adequate but increased protein consumption is desired.

� Offer snacks as part of a defined between-meal snack program, for example, during or after a
group activity.

� Consider giving a dietary supplement as a daily multivitamin and mineral supplement (prefer-
ably in a liquid form) to patients.

� Distribute liquid nutritional supplements during the medication pass. Evidence suggests that a
liquid nutritional supplement given approximately 60 minutes before a meal does not reduce
food consumption.55 For example, 2 to 4 oz of a 2 kcal/mL formula given 4 times daily with the
medication pass provides 500 to 1000 kcal/d.

S T E P  2 0
Consider the use of appetite stimulants on an individual basis. Increased exercise may be an appro-
priate, nonpharmacologic approach to appetite stimulation in some patients. The use of medications
to stimulate appetite in LTC patients is controversial. In general, such medications have not been ade-
quately studied and are not part of the routine evaluation and treatment of weight loss in the LTC
setting. However, their use may be considered on an individual basis.

Several medications have been suggested for the treatment of anorexia and weight loss in older
persons. Megestrol acetate has been used successfully to stimulate appetite and promote weight gain
in patients with AIDS and cancer. Administration of megestrol acetate to elderly malnourished LTC
patients resulted in mild weight gain but was associated with a variety of side effects, including con-
gestive heart failure, delirium, deep venous thrombosis, edema, and megacolon.56 In a more recent
trial, the use of megestrol acetate at doses of 400 mg and 800 mg increased prealbumin levels in older
persons with impaired appetite after hospitalization but did not improve other nutritional or clinical
outcomes.57

Oxandrolone, an oral anabolic steroid with potent anabolic activity and minimal androgenic
activity, was shown to have a positive impact on weight gain in patients with AIDS58 and alcoholic
hepatitis.59 Nandrolone, another anabolic steroid, improved nutritional status in patients with renal
failure.60
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Metoclopramide, a prokinetic agent, has been used to treat early satiation and anorexia. It was
also found to stimulate appetite in patients with anorexia caused by the cancer-associated dyspepsia
syndrome.61 Its use, however, may result in dystonic reactions and worsening of parkinsonian symp-
toms. Cyproheptadine, an antiserotonergic agent, has been shown to have a mild positive effect on
appetite in malnourished adults.62 Dronabinol (tetrahydrocannabinol) is an antiemetic that promotes
food intake. It has been shown to promote mild weight gain in patients with cancer or AIDS and to
stimulate weight gain when administered to patients with Alzheimer’s disease.63 Adverse effects
include euphoria, fatigue, and somnolence. Mirtazapine was shown to increase weight in LTC
patients with depression with or without dementia.64-66

S T E P  2 1
Evaluate the risks and benefits of artificially administered nutrition and hydration by tube feed-
ing. Questions about advance health care directives and attitudes about tube feeding may be includ-
ed in the patient’s admission evaluation. (See Step 1.) Record this information in the patient’s chart
so that it is available to guide later decision making. Because the patient may be incapable of express-
ing a choice when the need arises, appointment of an advocate for health care decision making is the
best means of ensuring that the patient’s wishes are honored in the future.

Tube feeding may be clinically appropriate in certain circumstances (Table 8), but it should not be
an automatic next step when other feeding strategies have failed. Table 9 provides the federal sur-
veyors’ guidelines on the use of feeding tubes. Before deciding to initiate tube feeding, the interdis-
ciplinary care team should meet with the patient and family to carefully consider the risks and ben-
efits of tube feeding and the patient’s preferences. In general, tube feeding may be appropriate when:

� There is a clear clinical indication for its use,
� It provides a benefit that is not outweighed by risks, and
� It is consistent with the known values and preferences of the patient and family.

TA B L E  8

Potential Indications for Use of a Feeding Tube

� Choking prevents ingestion of a meal (aphagia)
� Difficulty swallowing prevents oral intake of adequate calories (dysphagia) 
� Patient has stroke or other neurologic disorders
� Patient is recovering from head and neck surgery
� Patient has esophageal obstruction
� Patient has discontinuous gastrointestinal tract
� Patient is severely underweight and requires supplemental feeding

Consideration of the risks and benefits of tube feeding is complicated by misconceptions about
the dying process that may be held by both family members and health care providers. For example,
family members frequently feel obliged to initiate tube feeding because they believe that without
such measures, their loved one will starve to death. Observational studies have shown, however, that
most dying patients do not experience hunger and are satisfied with small amounts of food or liq-
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uids. Contrary to what many people think, tube feeding does not ensure the patient’s comfort or
reduce suffering; it may cause diarrhea, abdominal pain, and local complications and may increase
the risk of aspiration.67

The following questions may help to guide discussions with family members about the risks and
benefits of tube feeding:

� Is this nutritional intervention likely to have a significant impact on the patient’s underlying con-
ditions or overall status?

� Has the patient expressed a preference concerning the use of tube feeding and other life-prolong-
ing measures in an advance directive or other document? If the patient could express his or her
wishes, would he or she want to have a feeding tube inserted?

� What does the patient or family expect to achieve by initiating tube feeding?
The decision to place a feeding tube must be well informed and based on accurate information,

the condition of the patient, and realistic expectations. Take into account the patient’s comorbidities,
the wishes of the patient and family or substitute decision maker, advance directives, and life
expectancy. These considerations are especially critical in patients with advanced dementia, in whom
placement of a nasogastric (NG) or percutaneous gastric (PEG) tube did not result in less risk of aspi-
ration, longer life span, better chance of healing wounds, or better quality of life.67,68

Access to the gut is achieved by an NG or nasointestinal tube or by a PEG or percutaneous intes-
tinal tube. Aspiration of gastric contents is the most serious complication of feeding tubes and is com-
mon, even with aspiration precautions. As many as 40% of deaths related to tube feeding result from
aspiration pneumonia; aspiration occurs in 44% of patients with NG tubes and in 56% of patients with
PEG tubes in LTC settings.69 In a study of 1,386 nursing home patients with cognitive impairment and
malnutrition, Mitchell et al found no evidence that tube feeding prolonged survival.70 In addition,
Weaver et al found no improvement in the quality of life or morbidity in tube-fed patients.71 When
counseling patients and their family, be sure that they understand what the research on tube feeding
has actually shown.

A decision to initiate tube feeding requires careful reconsideration of the patient’s caloric and
hydration needs. The dietary prescription is based on ideal or usual body weight with adjustments

TA B L E  9

Selection and Administration of Tube Feeding

Federal regulations (42 CFR §§ 483.25(i), 483.15) outline the following criteria for selection and administration of tube
feeding:

� The tube-feeding care plan reflects the wishes and advance directives of the patient and family 
� Decisions about the appropriateness of tube feeding for a patient are developed with the patient or his or her family,

surrogate, or representative as part of determining the care plan
� Care and services, including comfort measures, are provided on the basis of the patient’s choices and a pertinent nutri-

tional assessment
� The patient and his or her family, surrogate, or representative understand that decreased appetite and altered hydra-

tion are common at the end-of-life and that patients do not require interventions other than for comfort
� Patients’ rights to privacy and dignity are respected 
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to prevent overly rapid weight loss in very obese patients. The choice of type and quantity of formula
should be based on recommendations by a registered dietitian after an evaluation of nutrition needs
and clinical condition. In general, patients who are in stable health and are sedentary should receive
at least 25 kcal/kg/d. Most active patients and those with multiple comorbidities under active treat-
ment should receive 30 to 35 kcal/kg/d. Patients experiencing great physiologic stress, such as those
with acute onset pneumonia, extensive pressure ulcers, or urosepsis, may need additional calories.
Calories may be increased or decreased according to individual needs.

The recommended daily allowance for protein is a minimum of 0.8 g/kg/d if kidney disease is
not present. Patients with pressure ulcers require 1.2 to 1.5 g/kg/d, and those under physiologic
stress may need up to 1.5 to 2.0 g/kg/d of protein (adjusted according to renal tolerance). Fluids
should be supplemented to provide 1 mL/calorie. Patients consuming high levels of protein may
require increased fluids. Tube-feeding formulas usually provide 80% to 85% free water (which should
be included in the calculation); the remainder is given as flushes at regular intervals and after med-
ications. Vitamin and mineral supplementation may be considered.

Intermittent feedings under gravity approximate the normal pattern of eating, but some patients
are intolerant of the bolus load and require continuous feeding via a pump. Intermittent feedings
may be scheduled to enable the patient to participate in opportunities for socialization and activities
without the presence of the tube-feeding apparatus. Although a wide range of formulas is available,
little research has been done to justify variations in macronutrient balance to target specific disease
states or to demonstrate the benefits of added fiber or neutralizing osmolarity. 

If a patient who has an end-stage condition or is in a persistent vegetative state continues to lose
weight while being tube fed, the most likely reasons are a diet with insufficient calories, mechanical
problems in administering the feedings, an occult malabsorption syndrome, or ineffective nutrient
utilization in an end-of-life situation.

S T E P  2 2
Summarize the results of treatment interventions on the patient’s ANS. Weight stabilization is the
primary endpoint. Individual interventions may need to be tried for up to 2 to 3 months before their
effectiveness can be determined. Patient characteristics, the type of intervention, and the method
used (e.g., albumin levels, weight) are among the factors that play a role in ascertaining treatment
effectiveness. During therapeutic trials, progress notes should briefly describe the following:

� The treatment plan and the patient’s compliance with it.
� Complications or side effects of interventions.
� Trends in weight lost or gained.
� The strategy for monitoring the patient’s response to the intervention and adjusting the inter-

vention as necessary.
� The patient’s prognosis and likely clinical course.

� Document the resolution of the ANS episode. Ultimately, either the patient’s weight will stabi-
lize or the lack of response will indicate an unavoidable condition. (See Step 13.) The progress
note or discharge summary should include a synopsis of the assessment, treatment plan, and out-
come. If the patient’s weight stabilizes at a level not considered to be a healthy body weight, sub-
sequent interventions may be considered but are not part of this guideline.



M O N I T O R I N G

The steps involved in recognizing, assessing, and treating ANS may take place over several months.
For this reason, it is recommended that one practitioner, such as a registered dietitian, dietetic tech-
nician, or registered nurse, be responsible for tracking the process and its resolution for each patient
who triggers an ANS evaluation. At the facility level, the quality assurance (QA) committee or an
ANS oversight committee should be responsible for ensuring the continuity of the recognition,
assessment, treatment, and monitoring phases through a program of continuous quality improve-
ment.

S T E P  2 3
Monitor the effectiveness of treatment interventions. Weight stabilization is the primary endpoint.
If ANS persists, reconsideration of the treatment plan should be documented at least monthly. When
the ANS episode is resolved, the causes, interventions, and outcome should be summarized in the
patient’s record.

S T E P  2 4
Monitor all patients regularly to identify ANS as early as possible. Document the findings of peri-
odic re-evaluations in the patient’s chart.

� Following the admission evaluation, weigh the patient weekly for the first 4 weeks. If weight is
stable, weigh at least monthly thereafter. For the most accurate results, always weigh the patient
on the same scale, at the same time of day (preferably in the morning before breakfast), and with
lightweight clothing or shoes. (See Step 1.)

� Implement ongoing surveillance for the ANS criteria. (See Step 3.)
� If MDS data are used as a monitoring tool, complete the MDS quarterly and with every change

in condition, and record the findings in the patient’s chart as a distinct entry.
� Review advance directives annually as well as whenever a patient’s clinical status changes to a

degree sufficient to prompt an MDS re-evaluation. In discussions with patients and families
about advance directives, ensure that preferences concerning nutritional interventions are ad-
dressed and that the care plan is updated to reflect such changes.

� If baseline laboratory values (e.g., albumin) would be helpful in monitoring or setting care goals,
consider checking those values annually or on a predetermined schedule of a different frequen-
cy that is supported by the practitioner in his or her progress note documentation.

S T E P  2 5
Monitor to ensure that each ANS risk factor identified in the admission evaluation is addressed
(see Step 2). An ANS oversight committee or similar facility-wide oversight body should establish
mechanisms for tracking the risk factors identified in the admission evaluation. Each risk factor
should be linked to a planned intervention. Both the implementation of the care plan by the inter-
disciplinary team and the effectiveness of the interventions should then be monitored as part of a
continuous quality improvement program. 
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S T E P  2 6
Monitor the incidence and prevalence of ANS in the facility. The frequency with which the ANS
criteria in Step 3 initiate an assessment can be used as an indicator of both the severity of illness
among recent admissions and the quality of the facility’s ANS prevention program. The criteria are
as follows:

� Weight change of 5% in 1 month or 10% in 6 months.
� Decline in the patient’s food intake over several days (not to exceed 7 days). (An abrupt change,

such as refusal of food for two or more successive meals, usually indicates a medication side ef-
fect or the presence of an acute illness rather than a nutritional problem.) 

� BMI drifting down and approaching the underweight range. (Establish whether this is a normal
state for the patient or whether he or she has slowly lost weight. People who are constitutional-
ly thin may need closer monitoring, even though they are within their normal weight range, be-
cause their physiologic reserves are low.)

� Unexpected and unintended weight loss that persists for 3 consecutive months.
� Abnormal laboratory values.

S T E P  2 7
Monitor the assessment process (see Steps 4–14). The ANS oversight or QA committee should
establish a mechanism for tracking the assessment process when a patient triggers an evaluation for
ANS. Compliance with Steps 4 and 5 is easily monitored and should be verified before the interdis-
ciplinary team proceeds with subsequent steps. Compliance with the Tier I assessment (Steps 4–10)
may be most readily tracked by a sign-off mechanism for each discipline represented on the inter-
disciplinary team. If desired, each discipline can develop a worksheet to track completion of the ele-
ments for which it is responsible. Verify that each discipline has fulfilled its responsibilities before
proceeding to the Tier II assessment.

See the appendix for a weight-loss evaluation and intervention checklist.
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A P P E N D I X  

Weight Loss Evaluation and Intervention Checklist

Patient Name ____________________________________________________________ Room __________________

Assessment Action Plan

Involuntary weight loss in 30 days of 5% or more Monitor weight weekly 

Involuntary weight loss in 180 days of 10% or more Monitor weight weekly

Quality Indicators 

Fecal impaction in past 7 days Implement bowel program

UTI, respiratory infections,  gastroenteritis in past 7 days Document impact of illness on intake 

Tube feeding Contact dietitian for assessment

Functional decline  OT/PT assessment
 Complete nursing assessment

Presence of pressure ulcer Implement skin assessment and treatment

Patient consumed less than 1500 cc/d of fluid past 7 days Develop systematic plan to ensure adequate fluid intake 

Available Labwork Completed in the Past 30 Days

Sodium ________________ Nitrites __________________ Notify physician of values if abnormal
Potassium ______________ Leuk. esterase ____________
Glucose ________________ TSH ______________________
BUN __________________ Hgb ____________________
Creatinine ______________ WBC ____________________

Physical and Functional Problems

Pressure ulcer Implement skin assessment and treatment

Presence of fever (2° above baseline) Complete nursing assessment and contact physician 

Presence of diarrhea Contact physician re: evaluation 

Presence of constipation Constipation assessment and management

Presence of pain Evaluate and notify physician

Loss of usual appetite Medication review, depression screen

Presence of nausea or vomiting  Contact physician re: assessment
 Contact pharmacy consultant for drug review

Presence of dysphagia or choking  ST evaluation
 Contact dietitian about downgrading diet

Ill-fitting dentures, missing teeth, periodontal disease  Contact dentist or dental technician
 Staff assistance with oral hygiene

Functional capacities OT assessment for ability to feed self 

Chewing or swallowing difficulties ST evaluation

Patient has motor agitation, tremors, or wanders OT/ PT evaluation

Impaired visual acuity  Speech therapy evaluation
 Glasses at mealtimes

Impaired hearing Ensure that hearing aid is in place and working 
at mealtime
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A P P E N D I X  c o n t i n u e d  

Weight Loss Evaluation and Intervention Checklist

Assessment Action Plan

Psychological and Cognitive Problems 

Symptoms of depression or anxiety Evaluate for depression and anxiety
Cornell score ____________________ 

Cognitive decline Assess for dementia severity
MMSE ____ 

Social isolation  Eat in company or with assistance
 Encourage family involvement in feeding

Food considerations  Review likes and dislikes with patient
 Review likes and dislikes with family

Not satisfied with food currently offered (e.g., ethnic  Discontinue therapeutic diets
preferences)  Eliminate dietary restrictions

Low food or fluid intake  Consultation by dietitian
 Contact pharmacy consultant for drug review
 Offer finger foods
 Offer high-energy and nutritionally dense supplements or

add fats and oils to usual foods

Patient cannot tolerate current food consistency Contact dietitian for texture screen

Diminished smell, taste  Food palatability (consider taste enhancers)
 Contact pharmacy consultant for drug review

Poor appetite Snacks (between meals and at bedtime)

Supplements are given at meals Give at least 1 hour before meals

Patient needs mealtime assistance Implement dining program

Patient needs 30 to 60 minutes to eat  Provide timely, polite assistance during dining
 OT, PT evaluation
 Cognitive evaluation

Environmental Considerations

Presence of environmental distractions or mealtime environment  Minimize environmental distractions
concerns  Provide compatible dining companions

 Evaluate location in dining room

Problem list completed. Contact physician, dietitian, and pharmacist as 
appropriate with suggested action plan

Source: W. Smucker, MD (with modifications). Used with permission.
MMSE: Mini-Mental State Exam; OT: occupational therapy; PT: physical therapy; ST: speech therapy; UTI: urinary tract infection.

Completed by: ________________________________________ Date: ________________________
Family notification: ____________________________________ Date/time: ____________________
Advance care plan updated __________________________ Date: ________________________
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N O T E S



A L T E R E D  N U T R I T I O N A L  S T A T U S  I N  T H E  L O N G - T E R M  C A R E  S E T T I N G

35

This is the altered nutritional status in the long-term care setting algorithm to be used in con-
junction with the written text of this clinical practice guideline. The numbers next to the dif-
ferent components of the algorithm correspond with the steps in the text.
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