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Nutrition in the elderly is a serious
topic, facing problems such as
poverty, ignorance, loneliness,
chronic diseases.



Dietary quality ratings of people age 45 and over, as measured by the
Healthy Eating Index, by age group and poverty status, 1999-2000

Poverty status among
Age group people age 65 and over
Rating 45-64 65 and over Below poverty Above poverty
Percent
Good 124 194 88 213
Meeds improvement 69.0 66.7 77.2 64.8
Poor 186 13.9 14.0 13.9

Mote: These data were collected between 1999 and 2000. Dietary quality was measured using the Healthy Eating Index (HEI).
The HEIl consists of 10 components, each representing a different aspact of a healthful diet based on the LS. Department of
Agriculture’s Food Guide Pyramid and the Dietary Guidelines for Americans. See http://www.enppusda.gov'healthyeating htmil.
Components 1-5 measure the degree to which a person's diet conforms to the Pyramid serving recommendations for the five
major food groups: grains, vegetables, fruits, milk, and meat/meat alternatives, Components 6-9 measure intake of fat, saturated
fat, cholesterol, and sodium. Component 10 measures the degree of variety in a person's diet. Scores for each component are
given equal weight and added to caloulate an overall HEl score with a maximum value of 100, An HEl score above 80 indicates

a good diet, an HEl score between 51 and 80 signals a diet that needs improvement, and an HEl score below 51 indicates a poor
diet. See Appendix L for the definition of poverty.

Reference population: These data refer to the civilian noninstitutionalized population.

Source: Centers for Disease Cantrol and Prevention, Mational Center for Health Statistics, National Health and Nutrition
Examination Survey.

(Older Americans 2004, Federal Interagency Forum on Aging Related
Statistics)



(Older Americans 2004,
Federal Interagency Forum
on Aging Related
Statistics)

Average scores on a scale from 1 to 10,
of people age 65 and over for components of the
Healthy Eating Index (HEI), 1999-2000

HEI component Average score
Grains 64
Vegetables 6.4
Fruits 5.5
M1ilk 5.9
Meat 6.4
Total fat 6.9
Saturated fat 6.9
Cholesterol g1
Sodium 7.1
Variety 8.2

Total HEI 67.6

Novte: These data wwere collected between 1999 arw] 2000, Dietary quality
weas measured using the Healthy Eating Indes (HEN. The HEI consists of

10 components, each representing a different aspect of a healthful diet
based on the LS, Department of Agriculture’s Food Guade Pyramid and the
Dietary Guidelines for Americans. Components 1-5 measure the degres to
wehich a person’s diet conforms to the Pyramid serving recommendations
for the five major Food groups: grams, vegetatles, fruits, rmalk, and meast’
mieat alternatives. Components 62 measure intake of fat, saturated fat,
cholestersd and sodium. Component 13 measures the degree of variety

in a persan's diet, Scores for each companent are given equal weight and
added to caloulate an overall HEl score with a maximum value of 100, An
HEl score abowve 80 indicates a good diet, an HEl score between 51 and 80
sigrals a diet that neseds improverment, and an HE score below 51 indicates
a poor dist,

Reference population: These data refer to the civilian noninstitutionalized
pepulation,

Source: Centers for Disease Caontral and Preventicn, National Center for
Health Statistics, Natkonal Health and Mutmtion Examination Sureey,



Low quality of food intake in the
elderly
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The Effect of the Presence of Others on
Caloric Intake in Homebound Older Adults

Julie L. Locher,"*” Caroline O. Robinson,’ David L. Roth,'***
Christine S. Ritchie,*’ and Kathryn L. Burgio'**

' Department of Medicine, Division of Gerontology and Geriatric Medicine, *Center for Aging, *Department of Sociology, and
*$choal of Public Health, Department of Biostatistics, University t:[ Alabama at Birmangham,
Bummgh.uml’.&llanla Vi Geriatrie Hescarch, I:du-l.ul:lnn and Clinical Center. ®Schools of Medicine and Dienfistry,
University of Louisville, Kentucky. "Louisville VA Medical Center, Kentucky.

Beckgromnd, Undernurmion in homebownd older adulis s a significant problem. The purpese of this study was o
investigate the effect of the presence of others, both within the houschald and during meals, on calonic intake in
homebound older adulis.

Methods, I|1-|,I-::F|II1 imterviews and three 24-hour distary recalls were obtnined from 50 older adults who were Tl..-u-e:'ruing
home health serveces, Descnpiive stalsics were wsed 1o chamclenze paicipanis, and hierarchecal linear modeling was
performed o evaluate prodiceors of calomc intake per meal

Results, Participants” mean age was 71, Females composed 65% amd African Americans compossd 42% of the sample,
Analyses ane hased on 555 meal observations. The majorily (B4%) ol parbcipants consumed all meals for each of the 3
clays of data collection; hweser, they consumed an average of only 1305 calomes per day. Fierarchical lmear modeling
amalysis indicated that persons who had others present during meals consumed an average of 1140 calones more per meal
than those who ate alone (p = 009 and that women consumed 76T fewer calories per meal than did men {p = (45). The
presence of others within the houschold had ne effect on calonic mtake,

Conclusion. This research suggests that o simple and inexpensive way o incresse calonic intake in homebound older
alulls & 10 make amangements Tor family members or camegivers 1o el wath them.



“Human aging may be defined as a complex
Interaction between an individual and the
environment over time. In relation to external
variables that affect aging, perhaps none is more
Important than nutrition. (...) Nutritional factors
have been shown to contribute substantively to
many diseases that occur in late life. With
advancing age, the risk of developing serious
nutritional deficiencies also increases because of
age-related reductions in total food intakes
combined with the presence of debilitating disease.
The presence of malnutrition increases functional
dependency, morbidity, mortality, and use of health
care resources’.

(Lipschitz DA. Nutrition. In: Geriatric Medicine. An Evidence-Based
Approach — 4° ed. Cassel CK et al, Springer 2003, pag. 1009-1021) 7



Some examples of negative
consequences of malnutrition
on health of the elderly.



Malnutrition and nosocomial
Infections



Multivariate zmnlyaisa of factors associated with the

development of an infection

_P

Intrinsic factors (personal)
Age 0.035
Weight 0.611
Albumin 0.027
PMN leukocytes 0.031
Sex 0.075
Extrinsic factors
Length of stay 0.009
Urinary catheter 0.005
Daily intake <(0.0001

OR [95% CI]

1.06 [1.003-1.12]
1.003 [0.98-1.03]
1.11 [1.01-1.21]
1.17 [1.01-1.36]
2.51 [0.91-6.94]

1.01 [1.002-1.01]
44.1 [3.2-611.7]
1.002 [1.001-1.002]

PMN polymorphonuclear

(Paillaud E et al., Age and Ageing 2005;34:619-625)
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Malnutrition and pressure ulcers
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The National Pressure Ulcer Long-Term Care Study: Outcomes
of Pressure Ulcer Treatments in Long-Term Care
Nancy Bergstrom, PhD, RN,™ Susan D. Horn, PhD,” Randall J. Smout, MS,” Stacy A. Bender, MS, RD,’

Maree L. Ferguson, PhD, RD," George Taler, MD,® Abby C. Sauer, MPH, RD,*
Siokban 8. Sharkey, MBA," and Anne Coble Voss, PhD, RD?

CONCLUSION: In this sample of nursing facility resi-
dents, use of moist dressings (Stage I, Stage IIl and I'V) and
adequate nutritional support (Stage III and 1V) are strong

predictors of PrU healing. ] Am Genatr Soc 53:1721-1729,
2005.
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Nutritional support is believed to be an important
element of PrU prevention and healing and is recommended
in the AHCPR,"? AMDA,?*? and Spinal Cord Injury?’
guidelines. The data demonstrate that nutritional support
of 30 kcal/kg of body weight or more during an episode of
care was associated with a decrease in PrU area of Stage 111
and IV PrUs. Only the most severely ill subjects did not
show a decrease in PrU area when provided with adequate
amounts of enteral feeding. These individuals were sicker
and more likely to be metabolically depleted, less able to use
the nutrients, and might have required more than 30 kcal/kg
to demonstrate a positive response.

JAGS  53:1721-1729, 2005

13



Frailty, malnutrition and mortality In
the elderly

14
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Relationship Between Functional Loss Before
Hospital Admission and Mortality in Elderly
Persons With Medical Illness

i s | v a ] . i . s ais ]
Renzo Rozzini,” Tony Sabatini,” Angela Cassinadri,” Stefano Bottell,
Marco Ferri,! Piera Barbisoni.! Giovanni B. Frisoni.” and Marco Trabucchi'
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Characteristics of 930 Non-Bedridden Hospitalized Elderdy Patients According o Decrements in Funcional Status as Assessed by
Banhel Index 2 Weeks Before and a1 Admission o Hospatal

Funazional Ssams Deficis

Minor Decrements Mujor Decrements
Tional Mo Decrements {5-30) 135+)
N = 950 N =TX N = 133 N =195
Chamcierisiic N (% ¥mean = £D N (% ymean = 5D N (% Wmean = 5D N (% ¥mean = 5D
Kex (lemabe ) G5% [63) 4HY (BT Th Y&y [ T4 4] T T3
Ape THI- RS 7.2 = 84 209 * 76 E2E 79
Barthel Imddex (2 wk before admision) BEEQ + |56 a0.6 + 14,7 ES52 + 16,7 EL.7T = 1I7.7
Beartlvel Ieelex (om admission ) Hl6* 248 0.7 * 4.7 GE 31 * LG 3.3 * 12
MMMSE A9 =6 250 = 52 o P el N | 9.1 = 89
Dementia (MMSE < 18) 150 15.8) #3(11.5) A (X2.5) IT (38
Gls* 5l = 3.6 49 * 3.6 58 + 36 58+ 1.8
Depressed (GO 5+ 41T 151.4) JE0 (58460 T (6T.3) I8 64.4)
APE L5 = 23 | e ] 20 =28 33 %= 40
APS (44 I57 (16.4) 93 (13,00 27 (M1.5) 3T (IRE)
Berum albamin 41 = LG 4.7 + L5 30 + 05 36+ 09
Serum albumin (=35 gidl) 156 14.3) sl 23(17.3) IZ(HT
Chard son score 6.2* 1.8 6.1 = |.8 65 = 19 72= 20
Chadson soore (84 165 [ 17.6) 0l (136 I8 (15.5) I5(31E)
Anemia BE (0N 42 o0} 24 (16.1) 18 (173
Canoer 148 (154 &5 (123 5 (X3.4) 28 (259
Hean failure (is:hemic/organic) LI {1 L&) T8 (112 I7{11.2) 16 {14.T)
Hean failure teximcarndiacy a0 (42 19 2.7 10 (6] 11 [13)
Pulmaonary diseass 197 (2.7 L4 (16.5) 39 (.0 24 (405
Chromic reml failure 32{34) &5 ER R & (6 AN
Length ol slay 6T * 3.2 O = 27 70 * 31 B3 * 54
f-month meorality 26 (%10 43 th.00) 1500013 28 (20.5)

Haore; "0n Bl patients with MMEE == 14 (648, 14, and 59, respectively).
A = standard deviabion, MMSE = Mim-Mental State Examunation; GIDS = Genatnie Depressson Scale; AFS = Acidle Phisilogy Scone.

(Rozzini R et al, J Gerontol: Med Sci, 60A: 1180-1183, 2005)



(Rozzini R et al, J Gerontol:
Med Sci, 60A: 1180-1183,
2005)

Crude and Adjusted Associations of Clinical Variables and
6-Month Mortality in 950 Hospitalized Elderly Patients

Unadjusted Adjusted RR

Vanahle NEvenis RR (95% CI) (95%: CI
Sex (male) 335061 1.6 (1L.0-29) 1.5 {0.9-2.5)
Age (>R0) 470478 1.5 {1.1-22) L0 0.8-1.1)
Change in functional status

No change BI0f5E 1.0 ireference) 1.0 ireference)

Minor change (5-25) 13024 1.8 (1.0-4.0) 1.3 {(L.6-3.00)

Major change (30+) 148/48 6.2 (3.5-11.5) 2.81(1.3-5.7)
Mini-Mental State

Examination (= 18) 16741 3.6 (2.0-64) 1.9{1.1-3.8)
Genatric Depression Scale (>=4) 547,71 .4 10.9-2.1) NS
Acute Physiology Score (>4 185/57 3.6 02.1-64) 2.31(1.34.3)
Serum albumin (<3.5 gfdl) 177/52 4.5 (2.6-8.0) 2.3 (1.3-4.6)
Charlson Index (3+) 199475 2.5 (1.3-4.8) NS
Anemia 9128 34 (1.7-6.4) 22(1.0-5.4)
Cancer 170/66 2.7 (1.8-53.5) M5
Hean failure (ischemic/organic) 123724 1.6 (0D.5-3.9) by
Hean failure (extracardiac) 4011 2.5 (09-7.0) NS
Pulmonary discase e L7 (1.0-32) N5
Chronie renal failure 155731 2.7 (0.9-8.9) NS

Newes: Unadjusted: computed in bivariate Cox regression models. Adjusted:
computed in a multivariate model where all the varables of the unadjusted
analysis were tested for independent association in a stepwise Cox model.

WS = variables failing to reach the threshold for inclusion (see Methods);

RR = relative nsk; Cl = confidence interval,



Hypoalbuminemia 3 Months After Hospital Discharge:
Significance for Long-Term Survival

Dennis H. Sullivan, MD,*" Paula K. Roberson, PhD," and Melinda M. Bopp, BS™

CONCLUSION: In older people, a low serum albumin 3
months after hospital discharge is associated with a poor
long-term prognosis. It is not known whether this repre-

sents ongoing inflammation or inadequate nutrition. ] Am
Geriatr Soc 53:1222-1226, 2005.
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Association Between 12-Month Mortality and Serum Cholesterol Values in Elderly Hospitalized Patients

Crude Analysis Adjusted Analysis’

Group Cholesterol Level Patients n Evenis n Relative Risk (95% Confidence Interval)
I - 265 37 6 1.8 (0.7-4.9) . 1.3(0.5-3.4)
I 210265 157 14 1.0 (refarenca) 1.0 (reference)
I 155209 243 28 1.7 (0.7-2.6) 1.0 (0.5~1.8)
v 130-154 54 10 2.3(1.0-52) 1.6 (0.7-3.7)
L =130 20 7 4.9 (1.8-12.2) 2.7 (1.1-7.2)

*Adjusted for age, sex, smoking habits, sympromaric diseases (ischemic or organic hear diseases, beart diseases other than ischemic or organic, respiratory dm:su:..
h'l'Er dl!ﬂ:!l Hﬂd. mﬂ.LE'D.IIH:IE!l dl.li!lllll'_r' ﬂﬂd SEMAT .1.||1|.:mm

(Rozzini R et al, JAGS 2004;52:469-471)
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Albuminemia and cholesterolemia
as markers of frailty (chronic
Inflammation? undernutrition?
unknown mechanisms?)

20



Undernutrition —» Frailty —» Loss of homeostatic —» T Mortality
capacity

21



Centralita degli aspetti nutrizionali
nella salute dell’anziano, in una
visione complessiva nella quale e
difficile distinguere fattori causali o
conseguenze.

22



Dementia and malnutrition
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Una serie di domande irrisolte

E’ possibile la prevenzione della malnutrizione nel
paziente con demenza? Esistono presidi e metodi che
permettono di evitare la perdita di peso? E’ corretto
utilizzare strumenti quali la nutrizione enterale attraverso
Il SNG (sondino naso-gastrico) o la PEG (Percutaneous
Endoscopic Gastrostomy), ed in quale fase di malattia?
Ed infine, le integrazioni nutrizionali migliorano la
prognosi quoad vitam e/o quoad valetudinem? |l dibattito
In letteratura e da tempo aperto al riguardo, e non sono
ancora presenti al momento linee guida standardizzate,
probabilmente a causa della complessita biologica e
clinica e dell’eterogeneita delle persone affette da
demenza, che necessitano di misure terapeutiche
individuali.

24



L'inappropriatezza delle cure, sia in eccesso
che in difetto, e ancora presente nella pratica
clinica, e risente della mancanza di evidenze
scientifiche e della non concettualizzazione
della demenza avanzata quale malattia
terminale. Spesso non vi e chiarezza sulla
linea terapeutica da scegliere nei diversi
tempi della malattia: se la fase iniziale e
moderata necessitano di diagnosi e terapia,
I’obiettivo della cura nelle fasi terminali e
rappresentato dal comfort.

25



L’esigenza difficile di un assessment
accurato.
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La disidratazione: come misurarla
oggettivamente, oltre 'osservazione
clinica?

27



La disidratazione: un fattore che
aumenta il rischio di mortalita nelle
persone affette da demenza e colpite
da una malattia acuta (polmonite).

28



La malnutrizione: multifattoriale

 Riduzione dell’apporto alimentare

Difficolta nella preparazione del cibo

Alterazioni dell'appetito e del gusto

Disturbi comportamentali (rifiuto del cibo, affaccendamento,
irritabilita e aggressivita)

Riduzione dell’attenzione e concentrazione, della memoria e
della prassia

Difficolta nella masticazione (stato dentale)

Disfagia (fase avanzata di malattia)

« Aumento del consumo energetico

Aumento dellattivita fisica (affaccendamento, agitazione,
insonnia)

Alterazioni metaboliche

Aumento del metabolismo basale

29



Intervento: multifattoriale

— Intervento sui disturbi comportamentali

— Preparazione e somministrazione del cibo
(caregiver)

— Intervento cognitivo (attenzione e concentrazione)

— Attenzione allo stato dentale

— Attenzione alle malattie somatiche

— Dieta per Disfagia (fase avanzata di malattia)

30



Flow chart alimentazione nel paziente demente:

Valutazione

ALIMENTAZICNE

INCOMPLETA
I
| |
sl NO
| |
I I I |
MODIFICAZICNI
DEL PESO NN FOLLOW UP FOLLOW UP
E/0 MODIFICAZ M ALIMENTARE COMPORTAMENTO
ALBUMINERIA

MO

MONITORAGGIO

ACEs
COMPORTAMENTO
PATOLOGIA DRALE

DEGLUTIZICNE

MOMNITORAGGID

(Tratto da: Bianchetti A, Boffelli S. Stato nutrizionale e demenza.

Demenze 2003;3(1/2):5-13)
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Flow Chart alimentazione nel paziente demente:
Intervento

DISTURE
COMPORTAMEMTALI

RIFILTO DEL CIBD IRRITABILITA AFFACCEMDAMEMNTOD
ACCGRESSMTA

ARSISTEMIA
COMNT ML TERAFLA
o SUPERYISIONE. COMPORTAMEMTALE
GENTLECARE

EFFICACLA | EFFICAC LA

MODIFICA PASTO
COMNSISTENZA
PALATABILITA
FPREFEREMZE

IME FFICAC LA:
WALUTAZIONE
PAT. SCRATICA
{infezioni, stipsi)

T pmlmm (Tratto da: Bianchetti A, Boffelli S.

T Stato nutrizionale e demenza.

RLUIMIRE

| Demenze 2003;3(1/2):5-13)

FPARZIALE EFFICAZA:
INTEGSRATORI
ALIMEN TARI
PASTO ALTERMAT WO




Changes in Nutritional Variables Afrer Intervention in Demented Patients Living in Special Care Unit, Mal-

nourished at Baseline (N = 19)

Baseline &-Month Follow-Up 18-Month Follow-Up
Varizblg Mean £ Standard Deviation
Waight 5865 = 11.7 57.7+11.2 61.1 125
Body mass index 227 3.2 228437 23.7 + 34
Albumnin, g/dL* 30+0R 3.5+ 0.3 34+0.3
Cholesterol, mg/dL 1854 + 48.0 2011 £ 448 1B5.7 £ 53.9
Hemaoglohin, g/dlL 11.56+ 1.8 120+ 1.4 11.7+ 1.6
Total iron binding capacity, pg/dl 218.0 + 45.9 231.0x 292 222 6 + 40.6

.

*F .05 (starigdical significance of the differcuce between means ar Stadent « test (paired)),

(Boffelli S et al, JAGS 2004;52:1216-1217)
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Alcuni interventi:
SUCCessSl| e Insuccessi
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Good Nutritional Oral Intake Is Associated with Equal
Survival in Demented and Nondemented Very Old Patients.

Simone Franzoni, MD,”* Giovanni B. Frisoni, MD," Stefano Boffelli, MD,™ Renzo Rozzini,
MD,™ and Marco Trabucchi, MD?

J Am Geriatr Soc 44:1366-1370, 1996.
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Mediterranean diet and Alzheimer

disease mortality

ABSTRACT

Background: We previously reported that the Maditerranean diet (MeDi) is related to lower risk for
Alzheimer diseasa (AD]. Whether MeDi is associated with subsequent AD course and outcomes
has not been investigated,

Objectives: To examine the association between MeDi and mortality in patients with AD.

Methods: A total of 192 community-based individuals in New York who were diagnosed with AD
were prospectively followed every 1.5 years. Adherence to the MeDi (0- to 9-peint scale with
higher scores indicating higher adherence) was the main predictor of mortality in Cox models that
ware adjusted for period of recruitment, age, gender, ethnicity, education, APOE genotype, ca-
loric intaka, smoking, and body mass indax.

Results: Eighty-five patients with AD (44%) died during the course of 4.4 (=36, 0.2 10 13.6)
years of follow-up. In unadjusted models, higher adherence to MeDi was associated with lower
martality risk (for each additional MeDi point hazard ratic 0.79; 95% C10.69t0 0.91;p = 0.001)
This result remained significant after controlling for all covariates (0.76; 0.65 to 0.89; p =
0.001). In adjusted models, as compared with AD patients at the lowest MeDi adherence tertile,
those at the middle tertile had lower mortality risk (0.65; 0.38 to 1.09; 1.33 years’ longer sur-
vival), whareas subjects at the highest tertile had an even lower risk (0.27; 0.10 w0 0.69; 3.91
years' longer survival, p for trend = 0.003).

Conclusion: Adherence to the Mediterranean diet (MeDil may affect not only risk for Alzheimer
disaase (AD) but also subsaquent disease coursa: Higher adherance to the MeDi is associated
with lower mortality in AD. The gradual reduction in mortality risk for higher MeDi adherence
tertiles suggests a possible dose-response effect. Neurology™ 2007:69:1084-10983

Mikolaos Scarmeas,
MD

Jose A. Luchsinger,
MD

Richard Mayeux, MD

Yaakov Stern, PhD
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The effect of walking and vitamin B supplementation on quality of life in
community-dwelling adults with mild cognitive impairment: a randomized,
controlled trial.

OBJECTIVES: To examine the effect of walking and vitamin B supplementation on
guality-of-life (QoL) in community-dwelling adults with mild cognitive impairment.
METHODS: One year, double-blind, placebo-controlled trial. Participants were
randomized to: (1) twice-weekly, group-based, moderate-intensity walking program
(n =77) or a light-intensity placebo activity program (n = 75); and (2) daily vitamin B
pills containing 5 mg folic acid, 0.4 mg B12, 50 mg B6 (n = 78) or placebo pills (n =
74). QoL was measured at baseline, after six and 12 months using the population-
specific Dementia Quality-of-Life (D-QoL) to assess overall QoL and the generic
Short-Form 12 mental and physical component scales (SF12-MCS and SF12-PCS) to
assess health-related QoL. RESULTS: Baseline levels of QoL were relatively high.
Modified intention-to-treat analyses revealed no positive main intervention effect of
walking or vitamin supplementation. In both men and women, ratings of D-QoL-
belonging and D-QoL-positive affect subscales improved with 0.003 (P = 0.04) and
0.002 points (P = 0.06) with each percent increase in attendance to the walking
program. Only in men, SF12-MCS increased with 0.03 points with each percent
increase in attendance (P = 0.08).

CONCLUSION: Several small but significant improvements in QoL were observed
with increasing attendance to the walking program. No effect of vitamin B
supplementation was observed.

(van Uffelen JGZ et al, Qual Life Res. 2007;16: 1137-1146) 37



Vi1 sono Iindicazionl In letteratura

secondo le quali un intervento precoce
Influenza lo stato nutrizionale e

modifica la sopravvivenza.
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A 6-Month Observational Study of the
Relationship Between We:ght Loss and

Behavioral Sym

ptoms in Institutionalized

Alzheimer’s Disease Subjects

Headi K. White, MD, Eleanor 5. McConnell, BN, PhD, Comnie W, Bales, PAIY, KD, and Mavagatha Kiuchibhata, PRID

Objective: Weight loss |s a commen occurrence in Alz-
heimer's disease (AD). This study was undertaken to
investigate the relationship betwesn weight loss and
behavioral symptoms in institutionalized AD subjects,

Dasign: Observational study.

setting: Twio facilities that included assisted living and
nuIrsing care.

Participants: Residents with probable ar powsible AD
(m = 32).

Measurements: Welght was measured monthly. At
baseline, month 3, and monith &, a knowledgeable staff
mamber provided information that included the Mewro-
paychiatric immntong: Mursing Home Version (MPI-NH, ie,
ameasure of behavioral symptoms) and a questionnaire
regarding eating habits, food imtake, and appetite.
Tweo-day calorie counts were dane and accelercmeters
were worn to monitor physical activity,

Reswlts: At baseline, the mean body mass index (BMI)
was 24.0 (standard deviation, 3.5) with 12 subjects ex-
hiliting a BMI <22, BMI was negatively associated with
the baseline NP-MH total score (Spearman Carrelation
Coefficient 0,52, P-<0,01), which indicates that subjects
with bow EMIs were more likely to have higher fre-
quency and severity of behavicral problems. Individual

behavior scores for agitation/aggression  (D.40, P
<0.05), depression (-0.31, P = 0.08), irritabilitylability
047, P <0.01), aberrant motar behavior (ie, pacing,
042, P<0.05), nighttinme behavior (0,37, F = 0.05), and
appetite’eating (48, P <0001) a1 baseline were nega-
tively correlated with basaline BRI, Behaviars not corre-
lated with BMI were delusions, hallucinations, elation,
apathy, and disinhibition. Although this was a small
sample followed for a relatively short time period,
change inspecific NPI-MH scares from baseline to month
6 were cormrelated with the change in weight over the
B-manth period. Both agitation/sggression {037, P -
0,05} and disinhibition {-0.45, 7 <0.05) showed negative
correlation with weight change, which indicates an as-
sodation between changes in these behaviors and
weight loss. There were no significant differences be-
tweeen those who lost weight {n = 13) and those whao
did not (n = 19) on baseline variabdes, which included
age, comorbidity, functional status, and NPI-NH, Hoe-
ever, those who lost weight had a sgnificantly higher
BMI at baseline than those who gained weight,

Conclusions: Thess preliminary results suggest that be-
havioral disturbances play a role in low body waight
and weight loss in AD subjects. (I Am Med Dir Assoc
2004; 5: 8B3-97)

Kewwords: Alzheimer's disease; nutrition; weight loss
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Clinical and Organizational Factors
Associated With Feeding Tube Use
Among Nursing Home Residents
With Advanced Cognitive Impairment

Susan L. Mitchell, MD, MPH
Joan M. Teno, MD, MS
Jason Roy, PhD

Glen Kabumoto, MPH
Vincent Mor, PhD

JAMA. 2003;290:73-80
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PEG: In assenza di certezze cliniche
viene utilizzata come strumento
“palliativo” (anche psicologico!).
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To PEG or not to PEG

A review of evidence for placing feeding tubes in
advanced dementia and the decision-making process

Frank A. Cervo, MD, CMD + Leslie Bryan, MD * Sharon Farber, MD, MPH

Percutaneous endoscopic gastrostomy (PEG) has evolved into a
common low-risk procedure in current medical practice. Clinical
evidence supporting the use of tube feedings in patients with advanced
dementia is clearly lacking, yet PEG procedures continue to be
performed in a large number of these cases. In fact, multiple studies
have shown that feeding tubes seldom are effective in improving
nutrition, maintaining skin integrity by increased protein intake,
preventing aspiration pneumonia, minimizing suffering, improving
functional status, or extending life. The decision-making process is
complicated, however, and involves the clinician considering such
Issues as advance directives, ethical considerations, legal/financial
concerns, emotional factors, cultural background, religious beliefs, and
the need for a family meeting incorporating all of these principles.
Cervo FA, Bryan L, Farber 5. Feeding tubas in patients with advanced dementia: The deci-
sion-making process. Gerlatries 2006; 61(May):30-35,

Key words: feeding tube + gastrostomy * dementla + decislon making
nutrition + quality of ife - ethical considerations 42



Le direttive anticipate e le scelte
cliniche nel paziente affetto da
demenza avanzata: incertezze
etiche e pratiche.
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L’approccio palliativo alla demenza
avanzata: incertezze suil tempi e sui modi
(il modello hospice e applicabile?).
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“Inappropriate” Treatment Near the End of Life

Conflict Between Religious Convictions and Clinical Judgment

Allan S. Brett, MD; Paul Jersild, ThD

Arch Intern Med. 2003;163:1645-1649
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Attitudes of relatives and nursing
staff toward tuboenteral feeding In
severely demented patients

Emilia Lubart, Arthur Leibovitz, and Beni Habot

Relatives and nurses call NET essential for
delivering food, but prolonges life suffering.

Nevertheless, most of them were resistant to
withdraw NET.

(Am J Alzh Dis & Other Dement, 2004;19:31-34)
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La nutrizione della persona affetta da
demenza: un problema complesso,
che puo essere affrontato solo
all’'interno di un progetto unitario di

cure.
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History remains a crucial component of thinking
intelligently about any complex issue. In the
coming decades, AD will continue to present us
not only with scientific puzzles but also with
daunting social and moral dilemmas. Alzheimer
himself recommended taking a historical
perspective on scientific work; researchers who
note how far we have come will not be
disheartened by the difficulties they still face in
trying to understand nature.

(Alzh Dis Assoc Disord 1999;13:130-131)
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