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Why Screening?

« To identify those that are affected by malnutrition
as well as those at risk

 To predict the probability of a better or worse
outcome due to nutritional factors

e To provide a systematic and structured approach

o To start therapy as early as possible



 Improvement or at least prevention of deterioration
In mental and physical function

 Accelerated recovery from disease and shortened
convalescence

« Reduced consumption of resources
( e.g. length of hospital stay and other prescriptions)
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Intervention

Monitoring

Examination of metabolic,
nutritional and functional

~ | variables by expert clinician,

dietitian or nutrition nurse.
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What Makes
a Good Screening Tool?

» Addressing precisely the issue in focus (validity)
* High reliability
« High practicability and applicability

 Focus on the relevant population
* Inexpensiveness

 High acceptance among health care professionals



The Mini Nutritional
Assessment — MNA®

The Established Nutrition
Screening Tool In
Older Persons

ERien

Mini Nutritional Assessment

e B
TNETITUTE MNA
Last name: First name :
S Age: Welght, kg: Hedght, cm: Date::
‘Comiplete the soreen by filling In the boxes with the appropriate numbers.
Add the rumbers for the screen. If score ks 11 or less, continue wath the assessment to gain 3 Malnutmtion Indicator Soore.
Screening 1 How many full meals does the patient eat daily?
A Hasfood intake dedined over the past 3 months due to loss of 0 = Tmeal
appetitz, dig chewing difficulties? 1 = Imeals m
0 = severedemease in food intake 1 = dmeks
1 = moderate decrease in food iIntake D K Select,edmumpﬁmnu‘beuhp(mnhlﬂe
2 = nodemeass infood intake .M:leastmsemrgnfdx?pmdmls
B Weight loss during the last 3 menths Tmtmmwm;p: ysO moO
- [WO O MOFe SeTVIngs of leguimes
111 ; mmmakgﬁblhﬁ or eqgs per week )‘BD no 01
2 = wesght loss batween 1 and 3 kg (2.2 and 6.5 lbs) Meat fshor pouftry everyday  yes L1 no [
3 = nowelghtloss D M_ tFoar 1yes
05 = Wf2yes
€ Mobiy W= W3yes 0o
0 = bedorchair bound L Consumes two or mare servings of frults or vegetables per day?
1 = abletogetout of bed/ chair but does not go out
2 = goesout O 0 = no 1 =y
D Has suffered psychalogical stress or acute disease M How mauch fluld peater, julce, coffee, tea, millk....) Is consumed per day?
In the past 3 months? 0 = less than 3 aups
_ _ 05 = 3t05oups
0=y t=m 0 10 = morethan 5 oups 0.0
E Meuropsychological problems N Mode of feeding
‘1' = m?denmlaudmmwn 0 = unabletoeatwithout assistance
- _ O 1 = self-fed with some difficulty
llie Pyt bk gt e 2 = selif-fed without any problem O
F  Buody Mass Index (BMI) (welght In kg) / thelght Inm* 0 Self view of nutrfoonal
‘1} - ::T‘an;ﬂgls:?nnn 0 = wiewsself as being malnourished
2 — EMIZ1tolessthan 33 1 = Isuncertainof nutritional state
3 - BMI 23 or greater D 2 = wviews salf as having no nutritional problem D

Screening score
{subtotal mad. 14 points) D D

12 points or greater:  Normal - not at sk - no nead to complete
assessment

11 pointsor below:  Possible malnutrition — continse assessment

Assessment

G Lives independantly (not in a nursing home or haspital)
1 = yes 0 = no

P Incomparison with other people of the same age, how does
the patient consider his/her health status?

H Takes more than 3 prescription drugs per day
0 = yes 1T = mo

| Pressure sores or skin ukcers
0 = yes 1 = mo O

Rall VoilasE, Vilars H, Abullan 5, ot a. Overview of the MAW™ fis Mistory ond Challmoes. | Nt
B'agrgm iy
RutorieinL ks )0, Schv & ok W .

Proie: Developing e Short-Form Mini Nufritioan!
.'nm S6A: MISEITT.

o Lindemusition in
(MHA-5F3. L Garont

G.?‘MT Aserment (ki ") Reviow of ihe Berature - What does if fel!
[ 1) Mﬁmhjlgm 10- 456487

© Mestil, 1904, Rovison 2006 NET200 1299 10M
Fof Mo INfoemation: WWe.maa-sideny.com

0 = ot asgood

05 =  does not know

10 = asgood

20 = better I:‘ D
Q Mid-arm circumference (MAC) in om

00 = MAC lessthan 21

05 = MACZImZ

10 = MAL 22 or greater D D
R Calf drosmference (OC) in cm

0 = (Clessthan31

1 = (OC310r greater
Assessment imax. 16 poants) an0o.d
Screening score a0o.ad
Total Assessment (max. 30 paints) ao.ad

Malnutrition Indicator Score

1710 235 points O
Less than 17 paints O

at risk of malmutrition
malnourished




The MNA®

A Reference Tool in Science and Practice

« > 400 Scientific Articles:
Available at the website of the
U.S. National Library of Medicine
via www.ncbi.nlm.nih.gov/pubmed

« Recommended by:
National & International Scientific Societies
- The European Society for Clinical Nutrition and Metabolism (ESPEN)
- The International Association of Gerontology and Geriatrics (IAGG)
- The International Academy for Nutrition in the Aged (IANA)



Focusing the population at risk
— The Older Individual

Applicability in all settings:
Hospital - Nursing home - Community — Rehabilitation

Essential component of the Comprehensive
Geriatric Assessment

....................
MAA




Absolute necessity for

Frail older people

Older people with chronic diseases

Older people depending on social services
or living in assisted living facilities

Older people in hospitals and nursing homes




@I”'E’_?t!é Mini Nutritional Assessment
IMSTITUTE MNA@

Last name: First name:

Sar Age: Walght, kg Height, emr Date”

Compiets the screan by THINgG In e DOXes Wt the Approprate NUMBErs. Total Me NUMbers for ihe INal SCreening SCore.

& Has food intake declined over the past 3 monthe due to loss of appstits, digestive problems, chewing or
Itiea?

2 - no decrease In Tood intake [l

Waight
1= det nat know
2 = weight loss bebwean 1 and 3 kg (2.2 and 6.5 Ibs)
The NEW i .

Mobility
0 = bed or chalr bound

Mini Nutritional e N— 0

D' Has suffered peychological stress or acute disazse In the past 3 montha?
0= yes 2=no O

Assessment "

1= mild demeniia

2 = no psychological problems O
— Short Form R g e )

0 - BMI less than 19

1= BMI 19 to less than 21

2 - BMI 21 to less than 23

3 = BMI 23 or greater O

M N l \ = S I IF BMI IS MOT AVAILABLE, REPLACE QUESTION F1 WITH QUESTION F2.

DO NOT ANSWER QUESTION F2 IF QUESTION F1 IS5 ALREADY COMPLETED.

F2 Calf circumfsrenca (CC) In em
0 - CC less than 31

3=CC 31 or graater O
Optimising an established tool (e 18 poirs) oo

For a more In-depth assessment, compiste the full MMA® which Is avaliabie at www. mina-slderty.com

Rel ‘ellas B, Willars H, Abellan G, oi al Cvansdew of e MNAE - B3 Fisfory and Chellanges. J Hulr Healih Sging Z00E; 100856455
Rusbensisin L7, Harksr 30, Baba A, Guiger ¥, Welias B Soreaning o Uindematifion in Sanaite Praciics Dewalondg Bie Shar-Foms i
Prifiona! Assessmant (TANA-SL J. Cerond 2000584 WOSE-ITT.

Cuigaz Y. Thas Mini-Nutntional Assesament (MAA") Resview of M Ll - Wt cos if fall sa? J Kty Healh Aging 2008, 100 456-457
B Socdé des Produis Hesihd, B4 vevey, Seitreriand, Trasdemark Dwhers
S M, 106, Rrwiion 2000 NET200 12399 10M

For mare Information: S mia-iderly.com
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The MNA®-SF (Short-Form)

A: Appetite loss 0-2pts.
B: Weight loss 0-3pts.
C: Mobility 0-2pts.
D: Acute disease 0-2pts.
E: Depression/Dementia 0-2pts.

& gV

BMI available CC available
F: BMI 0-3pts. R:CC  0-3pts.

12-14 pts. Well Nourished

7 -11 pts. At Risk

0 - 7 pts. Malnourished




Key features of the MNA®-SF

« Stand alone
nutrition screening tool

e Calf circumference
as an alternative to BMI

* Three categories
— Well Nourished
— At Risk
— Malnourished

G,v.,‘-'_%‘""'9_5’:"!E Mini Nutritional Assessment
INSTITUTE MNA:m

Last name: First name:

Sax Ages Welght, kg Height, o Date”

Compiete the screan by Tling in the DOXSE Wit the approprate NUMBbers. Total e NUMBerE for e ANal Geening SCore.

Screening

A Has food infake declined over the past 3 monthe due to loss of appstits, digestive problems, chewing or
Ities?

O

2 = welght Ioes Debween 1 and 3 kg (2.2 and 6.5 Ibs)
3 =N walght Iss

Mobllity

0 = bed or chalr bound

1 = abie tn get out of bed § chalr but does not go out
2 = goeg out

D' Has suffered paychological atress or acute disazse In the past 3 montha?
0=ya5 2=no

E MHeurcpeychologlcal probiems
1 = severe dementia of dapression
1 =mik demenila
2 = nio peychological probiemes

F1 Body Mass Inds:x (EMI) (welght In ky] / nelght in m®)
0 = BMI less than 19
1 = BMI 19 b0 Iess than 21
2 = BMI 21 o less than 23
3 = BMI 23 orgreater

IF BMI IE NOT AVAILAELE, REPLACE QUESTION F1 WITH QUESTION F2.

DO NOT ANSWER QUESTION F2 IF QUESTION F1 IS ALREADY COMPLETED.

F2 Calf gircumfsranca {CC) In cm
0 - CC less than 31

3=CC 3 or graater

Screening score
{miax. 14 points)
12-14 points: Normal nutritional status

8-11 points: At risk of malnutrition
0-T points: Malnourished

For a more In-depih assessmend, complete the ful MMA® which ks avalable at www.mina-slderty.com
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Conclusion

Nutrition screening is highly relevant for maintaining and improving
health in older people

A universal screening effort is necessary by all those involved in the
care of older people

Nutrition screening with the new MNA®-SF is easy
Takes less than 4 minutes

Due to the Specific Geriatric Focus, the MNA® should be
recommended as the basis for nutritional screening in older people

Successful screening will improve the nutritional status of the older
population



