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It is well documented that hospital malnutrition and inadequate food intake are very common, and many patients lose weight during admission. Rapid
weight loss may have adverse effects on the outcome of illness and increase mortality and total costs of treatment. In 1999 the Council of Europe established
a Commission of Experts to collect information regarding nutrition programmes in hospitals.The aim was to review the current practice in Europe regarding
food provision and to issue guidelines to improve the nutritional care and support of hospitalized patients. Five major barriers for proper nutritional care
in European hospitals were defined: (1) Lack of clearly defined responsibilities in planning and managing nutritional care; (2) Lack of sufficient education
with regard to nutrition among all staff groups; (3) Lack of influence of patients; (4) Lack of cooperation between different staff groups; and (5) Lack of
involvement of hospital administration. To solve the problem of hospital malnutrition, a combined team—effort is needed from national authorities and all staff

involved in the nutritional care and support, including hospital managers.

INTRODUCTION

Undernutrition which can be defined as a condition
in which there is a specific deficiency in energy, protein
or any other nutrient, leading to changes in body func-
tion and composition is a major worldwide pubic health
problem. The existence of disease-related undernutrition
among patients in the European hospitals is a well estab-
lished fact [Beck et al., 2001]. If Body Mass Index (BMI)
is used as an indicator of the nutritional status the preva-
lence of underweight (BMI <20 kg/m?) has been found to be
20-30% in Denmark [Kondrup & Ovesen, 1997], Germany
[Schauder et al., in press], Norway [Mowe ef al., 1994], Swe-
den [Sjoberg et al., 1992], Switzerland [Miihlethaler et al.,
1995], United Kingdom [McWhirter & Pennington, 1994],
and Poland [Dzieniszewski ef al., 2005].

Disease-related malnutrition is an independent factor in the
worsening of illness, which prolongs recovery, causes immuno-
depression, increases the risk of serious complications of illness
and mortality, prolongs the average length of hospital stay and
increases the costs of hospital care [Beck ef al., 2001].

Despite many attempts to improve the situation, the
success has been meagre. Although there is a growing
awareness that undernutrition in association with disease
is a significant problem and several studies demonstrated
more rapid recovery, reduced hospital stay and in some
cases reduced mortality, following nutritional support,
hospital malnutrition resulting from insufficient nutri-
tional care is still present in almost all hospitals in Europe
[Fiirst, 2001].

UNDERNUTRITION IN HOSPITALS

Regardless of the methods used to assess the nutritional
status of the patients in European hospitals conclusion is the
same: undernutrition is present at admission in up to 50% of
patients and in 70% of them their nutritional status is wors-
ening during the first ten days in hospital. At the same time
undernutrition develops in 30% of patients well nourished at
admission to hospitals [Fiirst, 2001; Weinsier, 1979; Rhoads
& Alexander, 1955].

CONSEQUENCES OF UNDERNUTRITION

There are many adverse consequences of undernutriton.
The patient becomes apathetic and depressed and this may
lead to loss of will to recover. Weakened respiratory muscles
function is impaired. Reduced mobility is delaying recovery
and predisposes to thromboembolism and bedsores. The in-
hibitory effect of undernutrition on the immune function has
been described in a Brazilian study [Waitzberg et al., 2001].
The incidence of complications in the undernourished group
was 27% versus 16.8% in the well nourished. The mortality
rate was almost threefold higher in the undernourished in com-
parison with the well nourished patients (12.4% vs. 4.7%).

HOW TO PREVENT HOSPITAL MALNUTRITION
Taking into consideration the negative effects of under-

nutrition on the results of treatment, in 1999 the Council of
Europe decided to establish a European network consisting
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of national experts in nutrition chaired by Denmark.

The aims of the network were: (1) To review the cur-
rent practice in Europe regarding hospital food provision to
patients prone to develop or suffering from disease-related
undernutrition; (2) To issue guidelines which ensure that
assessment of nutritional status and requirements, hospital
food and nutritional support and monitoring are regarded as
important components of patient care; and (3) To consider
how national authorities, food services and health care per-
sonnel might work together to improve the nutritional care
of hospitalized patients.

The current practice in eight countries in Europe was re-
viewed on the basis of the answers to the specially prepared
questionnaire [Beck ef al., 2001]. A brief summary of the
guidelines in the report is given below.

COMMON MAJOR BARRIERS IN PROPER
NUTRITIONAL CARE IN HOSPITAL

Five major barriers to proper nutritional care in European
hospitals were defined by members of the network: (1) Lack
of clearly defined responsibilities in planning and manag-
ing nutritional care; (2) Lack of sufficient education with
regard to nutrition among all staff groups; (3) Lack of influ-
ence of patients; (4) Lack of cooperation between different
staff groups; and (5) Lack of involvement from the hospital
administration.

Lack of clearly defined responsibilities in planning and
managing nutritional care

The responsibilities of different staff categories with
respect to nutritional care seem unclear in most European
hospitals. Routine nutritional risk screening and assessment
in generally not performed. When it is performed weight,
weight loss and BMI are used most frequently [McWhirt-
er & Pennington, 1994; Thorsdottir et al., 1999; Wheatley,
1992].

Guidelines: Standards for assessing and monitoring nutri-
tional status of the patient should be developed at a national
level and the responsibility of each task clearly assigned.

Lack of sufficient education with regard to nutrition
among all staff groups

Education of physicians involves only few lessons about
nutrition related topics. As a consequence physicians who
use nutritional support only occasionally do not know how
to provide optimal nutritional support for individual patients
[Payne-James et al., 1995]. Also nurses have a lot of dif-
ficulties with identification of patients at risk, setting up
nutritional treatment plans and morning nutritional support
[Rasmussen et al., 1999]. Better situation is with clinical di-
etitians who receive up-to-date training nutrition support but
in daily practice their influence on the level of hospital nutri-
tion is very low [Howard et al., 1999].

Guidelines: An improvement in the education in general
nutrition and techniques of nutritional support for all staff
members involved in the nutritional care of patients is neces-
sary. In every hospital the plan of education and training in
the field of nutrition should be established and realized.

Lack of influence of the patients

In most European hospitals the patients have a choice be-
tween menus. Although information given to the patients re-
garding a proper menu is sparse and inconsistent. Also there
is seldom a good description of the menus offered.

Additional factors such as the hours of meal service and
disturbances during mealtime such as rounds by the medical
personnel seem to affect consumption of food [Beck ef al.,
2001; McGlone et al., 1995].

Guidelines: The provision of meals should be flexible,
and all patients should have the possibility to order food and
extra food. Also patients should be involved in planning their
meals.

Lack of cooperation between different staff group

Disease-related anorexia is probably the main reason of
hospital malnutrition.

Generally the simplest way to provide adequate nutri-
tional support is close cooperation between the patient and
the medical nursing, dietetic, and food service staff. How-
ever in practice such cooperation seldom functions [Beck et
al.,2001].

Guidelines: The hospital managers, physicians, nurses,
dietitians, and food service staff should work together toward
the common goal: optimal nutritional patient care. Also, con-
tact between the hospital and the primary health care should
be established.

Lack of involvement from the hospital management

Management does not consider food service to play im-
portant role in treatment of patients. Food service depart-
ments are usually grouped with general facilities rather than
patients treatment services.

The general trend is that food service is administrated
through contract. If the management is unable to describe
what the food service should include the performance of the
out-sourced service is going to be poor.

Guidelines: The provision of meals should be regarded
an essential part of the treatment of patients and not such as
a hotel service. The hospital management assessing the cost
of food service should take account of the cost of the com-
plications and prolonged hospital stay due to undernutrition
[Beck et al., 2001].

RESOLUTION ON FOOD AND NUTRITIONAL
CARE IN HOSPITALS

In 2003 the committee of Ministers of the Council of
Europe accepted resolution on Food and Nutritional Care
in Hospitals which contains the following important state-
ments addressed to the governments of the member states:
(a) Access to safe and healthy variety of food is fundamental
human right; (b) Proper food service and nutritional care in
hospitals has beneficial effects on recovery of patients and
their quality of life; and (c) The number of the undernour-
ished hospitals patients in Europe is unacceptable, prolonged
rehabilitation, diminished, quality of life and unnecessary
cost of health care [Council of Europe, Committee of Minis-
ters Resolution ResAP, 2003; Kondrup, 2004].
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Therefore this resolution recommends to the governments
of the members states to: (a) Drew up implement national
recommendations on food and nutritional care in hospitals;
(b) Promote the implementation of the principles contained
in the appendix to this resolutions which contains about 100
specific recommendations in a number of categories: nutri-
tional assessment and treatment educations, hospital food
and food service, and health economics; and (c) Ensure the
widest dissemination of this resolution among public au-
thorities, hospital staff, primary health care sector and non-
governmental organizations active in the feed [Council of
Europe, Committee of Ministers Resolution ResAP, 2003;
Kondrup, 2004].

Some of the key recommendations at the level of gov-
ernment are: (1) Standards for assessing and monitoring
nutritional risk should be developed; (2) The definition of
disease-related undernutrition should be universally ac-
cepted and used as a clinical diagnosis and treated as such;
(3) The intake of ordinary food by the patients should be
documented; (4) Standards of practice for initiation monitor-
ing and termination of all artificial nutritional support should
be developed; (5) Nutritional risk screening assessment and
monitoring should be included in the accreditation standards
for hospital; (6) A continuous postgraduate education pro-
gramme for all staff should be supplemented [Beck et al.,
2001; Council of Europe, Committee of Ministers Resolu-
tion ResAP, 2003; Kondrup, 2004].

CONCLUSIONS

1. All patients have the right to expect that their nutritional
needs will be fulfilled during their hospital stay.

2. Identification of nutritional risk of patients should be fol-
lowed by a treatment plan including dietary goals, moni-
toring of food intake and body weight.

3. The national guidelines for hospital food provision and
nutritional care and support should be established to pre-
vent undernutrition in the hospitals.
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NIEDOZYWIENIE U PACJENTOW HOSPITALIZOWANYCH W EUROPIE I POLSCE
— WYKLAD PLENARNY

Bruno Szczygiel

Zaktad Zywienia Czlowieka, Akademia Medyczna, Warszawa

Niedozywienie szpitalne dotyczy wigkszosci chorych leczonych w szpitalach. Pogorszenie stanu odzywienia ma negatywny wpltyw
na wyniki leczenia: zwigksza czgsto$¢ powiktan, smiertelno$¢ i koszty leczenia. Dlatego w roku 1999 Rada Europy powotata Komitet
Ekspertow w celu zebrania informacji o zywieniu w szpitalach w Europie. Zdaniem ekspertow, gldownymi przyczynami niedozywienia
szpitalnego sa: brak scisle okreslonej odpowiedzialnosci za organizacjg i dostarczanie pozywienia; brak wiedzy w$rdd personelu na temat
znaczenia zywieni a w leczeniu chordb; brak wptywu pacjentow; brak wspotpracy pomigdzy grupami pracownikow szpitala i brak zain-
teresowania administracji zywieniem w szpitalu, jako elementem leczenia. W celu rozwigzania problemu niedozywienia szpitalnego ko-
nieczne s3 zorganizowane dziatania administracji rzagdowej, organizacji pozarzadowych oraz lekarzy i pielegniarek.



