Malnutrition Clinical History Oropharyngeal
;J dysphagia

A 4 A 4
How to
v . v Phases implement Y : Y
Malnutrition Related Aggression (incident) — isnvlllilll\?e\’:zg Dysphagia: difficulty in
with Diseases neuroendocrine response muscle arouns swallowing
g (corticoids, adrenaline, GH, IR) + TablZs — must be fast, easy, group (syndrome not disease)
Y inflammatory response (cytokines) is 2. Physical examination 3. Complementary tests screenin cheap a.nd.appllcable 0 \ 4
” . N the majority of people
Definition: nutrient X - - — ; ; - L — v - - ~N
deficiencies (chronic v anthropometric data Weight (direct - indirect) Biochemical / analytical p ED—) elderly, ictus, Parkinson's Prebisphagia: in the
L L ) v revalence A ' o
or acute) ) Energetic expenditure variation also variation of it assessment pT——— oral (salivation, chewing) Alzheimer's, ALS, local cancer elderly due to ageing
+ Catabolism symptoms Height (direct - indirect) albumin 20 days [ no Gold-Standard ] > > g
(1glycemia, 1TG) T pharyngeal (passage of the P Towi I 5
usual medication BMI (>65 y/o 25-29) g & transferrin 10 days v bolus into the oesophagus) S Vt regl?%?t;?iv(\)l?], gmg?\i:;ziring also change of
\ 4 v v L ) o9 . NRS-2002, ~ CIPA (control of esophageal (bolus to stomach) ymploms swallowing, weight loss, food in the eating habits
) medication allergies Blood pressure 'S g prealbumin 2 days MUST. MNA intake, protein and L mouth. drooling )
Causes Types Risk Groups ’ anthropometry) 2 :
) ) ) personal and family Heartrate RBP 10 hours | v
Lower intake/absorption Caloric — Marasm history v \ 4 snicflcctivences: on safety: —
¢ ¢ skinfolds (Jusage) Cholesterol, lymphocytes, . ) ensure safety and Complications »|  malnutrition, aspiration, deterioration of
Higher losses Proteic — Kwashiorkor . Dietary history vitamins and minerals GLIM: to standardise efficacy at all stages dehydration respiratory quality of life
3rd World Developed countries s i screenings pneumonia
. . creenin
Higher requirements Mixed — Caquexia _— — S— n° of meals per day Y Somatic Proteins: Creatinine
(physiology o pathology) S S : infants, elderly, gestationa - — Leading symptom m— , v v v , — fl\féév%enipg;]EﬁT-Lo't 3'.dinstrudmental:
ancer Caquexia - unger & satiety unctional assessmen o ; ; Hapia. . suspecting it: -V (atwhatand a videoendosco
Isolated / alcoholic people ( Hospitals — risky . phenotypic criteria: etiological criteria: Diagnosis risk art,holo 0 or what vogume) GUSS (fiberscope) oF:'y
, 5| freatimeris —slora fask Analytics Iweight, |BMI, lintake, |inflammation g SKp ay na » GV . P
Deficit Status - - il ) g fasting food preferences muscular strength i clinical predictors (vigilance, coughing, videofluorescence (more
Sick Chronic people period — Malnutrition dynamomet |muscle mass Ivad{aggression) dus llowi i diological
Chest X-ray (dy ry) to disease \_ swallowing) precise, radiological)
food allergies ;
LBMI, |welight people ¢ 9 - walking test (6m |speed |
tgrade hospitals = chewing disorders Bleodin steel ffalls 1.36m/s to escape A postural measures dietary measures
. - Adaath) o
Acute Pathologies tpatient malnutrition - Treatment (head forward, no (texture of the diet, nutritional supplements
i Female— mammography shart battery of physical Ipport : ) teral/ teral (to avoid malnutrition)
dysphagia performance syringes, no straws) enteral/parenteral)
iti nutritional value foods (eggs
supplements Male— prostate Body con_1p03|t|on ! (e9g2) ¢
techniques oral supplements (e.g. protein enriched [thickeners: starch-based (no Ionger'used) and gum-based]
appetite Abdominal echo Bioimpedance, dexa scan food) (colourless, tasteless, resist amylase)
‘ '; ull Enteral nutrition or Parenteral nutrition
HEALTH Y focus when eating, eating avoid double textures (noodle
ecommendations with the family, brushin soups, liquid-releasing fruits),
4 B NUTRITION: 1B [R dat ith the family, brushing ps, liquid-releasing fruits)
= S when finished, etc. lots of fibre, sticky foods
JNUTRITIONAL STATE T Y
VALORATION
‘ @ N € v N
‘ " oropharyngeal dysphagia is very prevalent
@—) and under-diagnosed, as well as being

associated with multiple pathologies.



PN
| 4

[Types of nutritional]

support
v Ll
you musthave a Enteral -----------------ooimoooooo .
clinical condition ey _Nutrltlon. ‘ '
+ parenteral
\ 4 : v
Important Map (applicable in all areas) ways of accessing the [ Formulas for patients ]3L
circulation
\ 4 \ 4 ¢
1. ndiatonof s e [ Formutas for patins | | catouato kot ond) [ 25-30kcalig - 1q Phg
FTISIEE RO ¢ ¢ macros depending 30-35kcal/kg - 1,2-1,5g P/kg
> ->
v ) 4 central peripheral on stress levels 35kcal/kg - >1,5g P/kg
nasal > oropharyngeal (no reflux) Patient’s condition \
nasogastric > gastrostomy - . n .
normal 1kcal/ml - tKcal - tprotein: [chlld.r.en. (—[subclavian] EVERYTHING IN white envelope
l | standard (fibre/tkcal/tprotein) umbilical ) MONOMERS — aa's, contains lipids
¢ ¢ - - - - \n glucose, lipid emulsions, and differs from
[2. Gastrointestinal tube available? probes: nasoenteric catheter: gastrostomy gas:'r;jomtistllr;al fu:\(?tlonal disorder: NO Fibre the serum.
and nasogastric and jejunostomy peptide (fkcal/protein) short duration Only when short
specific metabolic needs: for <30 days term, |Kcal, A4
v diabetes, kidngys, lungs, liver, with jugular |Proteins and Avoid TG and Glycemia raise. “Arginine
PVC thin pipe 8-14 stomia = hole. for pharmaco-nutrients subclavian central Glutamine conditionally omega 3-6-9
Yes contraindications essential
e suficient/ FR, 1FR=1/3mm, long term, lower
contraindicated no reflux, worst risk of aspiration femoral
case scenario: it Controls and 3| Drum (peripheral A 4
3. Preserved may enter the lung complications g to central) Only for people with blood
swallowing? | stability and life expectancy
B — h 4 v v medium duration 2-3 22imonths
i arentera Fo. E — - ] months: PICCs
mitition [ Iavact:lr: 2-3 ?;ytS, prgbes 2th3 ] clinical, analytical and complications: food s (peripheral to central)
/ oS cacIciSIoINONTIS nursing controls quantities intolerance, notthnaliad -
infections, formula nursing controls, x-rays, central venous pressure,
Controls and Albumin as control

complications

osmolarity, drugs, fibre

> Enteral ( : A 4
nutrition / bolus feeding, semi-continuous Long duration
o y’ or continuous (pump) r‘ >3 months mechanical, metabolic and infectious complications
Household PN — catheter-related sepsis (central PN)
‘\ diarrhoea, abdominal distention, T led
T e et A constipation, bronchoaspiration, unnefle
Evaluate stress levels and calculate metabolic complications
kcal and macros accordingly

,:Nutrition:
+ parenteral




Refeeding
syndrome

Treatment

Y
prevent — early
identification of the
patient at risk

Bioethics

y

Eaic, applied, intermediary,]

procedural

!

Principles: autonomy,
beneficence, non-
maleficence, justice

A

A

Definition Physiopathology Diagnosis

Y \ 4 v
metabolic and electrolyte starvation (| nutrients) — /amorexia nervosa\
disturbances due to the maintaining plasma levels q ’

P s mental disorders,
reinstitution of nutrition lcoholi B1
after absence b (1B1),
bariatric surgery,
v Potassium K hypokalaemia malsbsorption

|

distinguishing mark:
hypophosphatemia

Y

[ Minnesota experiment]

insulin — Na/K pump — loss of K

|Kloss — arrhythmias — weakness

Mg — worsens hypokalaemia

syndrome, hunger
strikes, competitive
athletes, military,

\critically ill patientS/

A

A

important clinical
criteria — specific

insulin — glucose phosphorylation

monitor — water balance
(P, K, Mg), daily weightand
cardiovascular balance

Y
supply — 25-50% estimated
needs (10kcal/kg/day),
correct P, K, Mg and give
300mg thiamine per day

!

Functions: bioethics committees —
decision making (clinical research,
health care ethics)

Informed consent: patient-

healthcare contract (applies to
everything)

Advance directives: what you want
them to do with you when you are

unconscious

anthropometric data
— lower P sheets

|P — affects heart and lungs Y ¢
Nutrition: rightand treatment [You have to be Competent and]

|P — 2,3-bisphosphoglycerate [First micros, then calories]

(thaemoglobin) — | O2 to tissues depending on the individual itis signed by a notary public

(beliefs and bioethics)

Y

tthiamine (B1) requirements. deficiency
leads to Wernicke's encephalopathy and
Korsakoff's psychosis, oculomotor
abnormalities, | myocardial contractility
and hydrosaline retention

Bioethics and diseases

Dementia: no artificial nutrition, treat pain and
constipation, no matter the quality of the diet.

Parkinson: 20% with dementia, often have
dysphagia — right to euthanasia

ALS: respiratory failure and dysphagia — ventilator
and gastrostomy

Oncology: |ingestion — supplementation fprotein.
autonomy? IC and/or AD

ED: anorexia nervosa — mental disorder (principle of
beneficence overcomes autonomy)
They don't know they are sick

Voluntary fasting: terrorist who does not want to eat
(respectable as long as itis not life-threatening).

Depends on the country, you are ready to die?
nrobes




Nutrition in the
elderly

Y

patients with
malnutrition

\ 4
old people:
Imuscle mass 1fat
|bone |water

v

loss of senses: )
lsight, |hearing,
|olfate, |taste

sensitivities

Ve

Y

Slowing down of digestive
processes, loss of teeth,
dysphagia, xerostomia

Y

Assessment

Nutritional Status ]

Screening
I v
[Si_mpliﬂed MNA] sARCF |
A\ 4 v
also GLIM evaluates
and MUST sarcopenia

intake <75% — supplements
intake <50% — enteral

J

appendicular

skeletal mass:

<20kg, <15kg

Nutritional

assessment

BMI >65:
25-30

\ 4
calves <35,
3 albumin <3g,

cholesterol <180mg,
and lymphocytes
<2000

analytical:

dynamometry:
strength

Y

[Nutritional treatment}

—

30 kcal/kg/day

Y
 EE—

spread over
several meals
~— _—

Y.
‘ nutrition if I

L4
[>1 g protein/kg/day ]

High Quality

Y

WHEY + Casein
(Tquality + tabsorption)

~

Y
mTor — anabolic way

N

— muscle construction
J

Nutrition in
children

y

[ tneeds + immaturity — ]

vulnerability

l

Goal: growth and development
without diseases

v

[ Diet by location, culture, age, J

sex and genetics

[ no deficits and no excess ]

Y
[ promote breastfeeding J

A 4
[cow's milk has a high ]

kidney solute load

- Water: age + kcal + losses
- Carbs: complex (<10% refined)
- Fibre: 5g + age/day

- Protein: 10-15%

- Fat: sat<10%, mono10-20%, poli7-10%, |trans

v

[use of artificial nutrition ]

Y
[ only when there's

malnutrition

Y A 4

malnutrition

[Marasm: canricJ [ Kwashiorkor:
p

roteic malnutrition

J

Y
general recommendations
(pyramid) — bread, milk, whole
grains, fruits and veggies on a daily
basis

no juices, processed food,
sweets, limit red and
processed meat. prioritise
legumes, fish, olive oil, nuts...

| |
v

{Treatment: properJ

refeeding




Nutrition in pregnancy,

breastfeeding and
menopause

THE STAGES

\ 4
Menopause: loss of
menstruation and
lestrogen levels

elevated risk of
osteoporosis with
hip fracture

\ 4

Ve

15%Proteins, 20-35%Fats

&

~
Diet consists of -5%Kcal,

55-60%Carbs, 10-

v

v

~

foods and mostimportant:

-

~
Increase protein quality

Calcium and Vit.D
y,

Eating
disorders

Y
A DIETOTHERAPY:

THE THERAPEUTIC
PATIENT

v

( Rk N\
Anorexia nervosa,
Bulimia nervosa and
\Binge eating disorder)

Y
e ™
Diagnosis:
ICD-10 and DSM-5
(& J
A 4 h 4 \ 4
Nutritional Complications inpatignt (hospital) and
assessment outpatient (ambulatory)
management
v v v |
Medical from purgative behaviours psychiatric
Hospital Ambulatory
Zlﬁlf#’lrlllz” endocrine-metabolic (GH-IGF1, self-induction of vomiting affective disorders:
adrenal, thyroid, insulin, gonadal depression, social v v

lhormones, neurohypophysis)

bone: osteopenia, osteoporosis

dental complications

withdrawal, |self-esteem

gastrointestinal: hepatocyte
autophagy and/or constipation

salivary gland involvement

oral bleeding

anxiety disorders:
agoraphobia, panic,
social phobia

cardiovascular: cardiac atrophy,
bradycardia, hypotension

oesophagus and stomach
disturbances

substance abuse: can
affect up to 10%.

1. nutritional rehabilitation

2. set weight goal

3. most appropriate feeding
route

4. avoidance of refeeding
syndrome

5. monitoring

1. nutrition education program
2. initial assessment
3. monitoring

hematological: anaemia,
leukopenia

cardiac complications

neurological: cerebral atrophy,
neuropathies

pulmonary: respiratory muscle
weakness and pneumothorax

abuse of laxatives and diuretics:
renal, gastrointestinal, cardiac,
musculo-skeletal

dermatological: dryness of the skin,
acne, bruises, stretch marks




.
Cancer Diabetes
o ] =3

clinical operations

v

[ in the gastrointestinal ]

tube — malnutrition

Y

types: Diagnosis:

Treatment:

o

hyperglycemia thatglters - type 1 (!nsul!n dependent) basal glycemia 2126mg/.dl focused on the patient,
the whole metabolism. - type 2 (insulin resistance) venous plasma glycaemia . L
: . long term complications - gestational >200mg/dl Avoid complications and
Causes Consequences i i i
9 Pisgriosis Tresiment - others (monogenic, secondary) prediabetes: 100-125mg/dI improve life quality
v \ 4 v I 2
" . ; i i Screening iti ; > Nutritional thera
Tumour localisation: surgery: metabolic Caquexia Malnutrition MUST Nutrition Pharmaconutrients >» py y v
stomhach - eagly sit'et_y alteratli)nrs] and S OkGalad HbA1C < 7mg/dl, Type 1: basal bolus therapy, Non-pharmacological treatment:
esopI agus — Iysp agia structural changes v v cal/kg/day continuous glucose multiple doses, continuous nutritional therapy, physical exercise,
colon — occlusives - : e Raad ) . . itori insulin infusion system i i
" weight loss >5% miiscle mass High risk: head, . enriched in fnutritional thera oals: monitoring. Insu r— therapeutic education
pancreas — pancreatitis v in 6 months rlnalabsorption’ neck, stomach, 1,2-2g protein/kg/day arginine, omega-3s 1 individual goalr;y g (automated — bionic pancreas)
radiotherapy: intestinal Lrespiration, throat.. ) 30ml water/kg 1ml/kcal and nucleotides 2. nutritional education
mucosa inflammation, p Y § Lheart contraction isocaloric= 80% free water 3. gastronomic pleasure
Y dysgeusia, trismus, |BMI <20 and sarcopenia A 4 hipercaloric= 30-50% F.W. 4. psychosomatic improvement _
inflammatory response: enterytis (>2% weight loss) Gastrointestinal o micros supplementation Glutamine anabolic \5 functional capacity and quality of life
cytokines PIF and LMF ~ Lcellular immunity tube cancer + PP B-HMB increases Y
v v bone marrow muscle synthesis H . . e
- - - — N transplantation patterns (stick to your type of diet): sweeteners:
v chemiotherapy: Oncologic, nu_trltlonal and ] ] - mediterranean diet pattern (predimed) - sucrose is fine if adjusted, but not recommended.
- - nausea and vomits pharmacologic treatment v caloric needs: calculation - vegetarian (recommended) - artificial caloric (not recommended): fructose (lipid profile
metabolic al_teratlons | (megestrol 300mg) | ( goal ) with Harris-Benedict - vegan (not to be missed) problem), polyols (osmotic diarrhoea)
(Tcaqf:e.X'a)' TJDEE v Linflammation formula x exercise - - intermittent fasting (recommended) S acaloric artificial are recommended (don't abuse though)
rotein synthesis, ’ i i
Tglucose ¥urnover biological therapy: Tmetabolism — (sEuction aceorcing toBAY |
reverse in malnutrition Iower tOXiCity aVOId maantntlon (
\ 2 Myths: there are no foods for diabetics, alcohol is not prohibited in moderate Incretins — GIP and GLP-1 (Jhunger
but you can take meal replacements amounts but is not recommended levels) — used to treat diabetes obesity

artificial nutrition if macronutrient distribution:
needed there is no ideal percentage

|

[Gestational diabetes '«

(Carbs ~40-65%, low portion count — only in type 1 glycaemic index: : N
»| carb can also work exchange diet — type 2 (6 food 0 low 55 medium 1/6 women affected in the 24th week.
(<130g/day) groups, 1 portion = 10g of carbs) 70 high 100 hormonal system set to accumulate

(insulin resistance) )

A - screening: O'Sullivan test (no fasting)\

»| Proteins ~15-20%, plants > animals, restriction only in renal problems afeneOminelS0mgidli ) continue=
lean meat & fish > red meat y P Oral glucose overload fasted 8-14h,

\ after 60 min 190mg/dl (+) )
=

‘ \rFat ~20-35%, non spedific [ complication_s: big fetus_(maybe
| recommendations premature), possible type 2 in the future)

S
‘ ' [Insulin if needed, Treatment: 5-6 meals/day, no fasting,

no metformin >2000kcal, 50%C, 30%F, 20%P.




Cardiovascular

risk

!

Dyslipidaemias

v

no correct cholesterol
levels (<10 LDL — death)

v

definition: elevated blood
fats 1Cho 1TG or |HDL

v v v

hypercholesterolaemia mixed hypertriglyceridemias
dyslipidaemias
1TG 1Cho
v Y

xanthomas, retinal

lipaemia, milky serum

indicators: xanthomas,
xanthelasma, corneal ar

indicators: eruptive
c

v

- primary type: genetic
- secondary type: treatable
and normalisable

™,

metabolic

syndrome

insulin resistance
risk disease

Indicators

blood glucose >100

Lipid profile: variation of fasting

blood pressure >130/85

TG 12h, daily fluctuations...
lipoprotein Avalues.

TG>150

Y

HDL <404 <509

LDL cholesterol is calculated with
Friedewald's formula and VLDL is

waist >1023 and >88 @

\ 4

High Blood
Pressure

mmHg
depending on the

author and

Y

types:
primary or genetic
secondary or treatable

v

TG/5 — concept of "NO HDL".

|
v

v

blood pressure variation (in the clinic
and at home):

normotension

Drugs Non-drug changes

white coat hypertension (1 in the clinic)

Statins Lifestyle: healthy habits

masked hypertension (tat home)

Cholesterol absorption
inhibitors (ezetimibe)

Diet: general recommendations (sat.
cho. alcohol...).

Predimed

real hypertension (both)

Anion exchange resins

|weight: TG lowered a bit

Bempedoic acid

physical exercise: little | TG

Anti-PCSK9 phytosterols: lower cholesterol
monoclonal antibodies absorption
Fibrates soy protein (instead of animal protein)

omega-3 fatty acids (to

fibre: low cholesterol absorption

replace dietary TG)

Inclisiran (MRNA)

red yeastrice:

similar to statins

berberine

other compounds: policosainoids and

A 4

Treatment:

- diet

- salt control <5g/day

- lifestyle changes

- no smoking

- no alcohol

- physical exercise

- lweight (overweight, obese)

CNS Pathology

no blood to the
brain (necrosis of
affected area)

fibrinolysis to
stop stroke

1st cause of adult disability
2nd cause of dementia

trisk of malnutrition: dysphagia
and aspiration pneumonia.

|

v v

Y
risk of weight loss due to
malnutrition (not eating due
to dysphagia, forgetfulness,
confusion, incapacity)

Y
caregiver syndrome
problem

Y

pneumonia and urinary tract infections

(sepsis), dietary evaluation and

nutritional management (watch out for

medication and food viscosity).

screening, diagnosis
and special cases

dysphagia: efficacy
and safety

I 7 I
Treatment: adapted oral
diet (textured), enteral,
supplemented oral diet

Y
Rehabilitation: re-educate the
patient and talk to the family
(posture and eating habits).

\ 4

initial phases — normal diets
(nutritional quality)

\
advanced dementia — nutritional
support questions (advance
directives - talk to family)

l

Epilepsy

brain activity
alteration that

causes seizures

Y

Ketogenic diet
1fat ~protein |carbs

MCT>LCT

Classic 4:1 90%fat
Classic 3:1 87 %fat

Keto drastically
reduces seizures

50% to half

1/3 lowered by |90%

3-10% no seizures at
all

not recommended
when the fat cannot be
metabolised




Y
a disease (not yet understood)
that creates adipose and
cerebral dysfunction

Y
(The BMI >29,9 is not enough
v L to determine obesity

Muscle weighs more
than fat... The Rock 1BMI

(jacked not obese) A 4
' Phenotyping obesity: abdominal

adiposity, bioimpedance, defining
co-morbidities

Y

Correlated with
Metabolic Syndrome

1st cause of
preventable death
after smoking

¢ Y

obesity lweight10% = . .ta!k about ]
associated with |death rate and galnln"g hgalth ,
cancer comorbidities not "losing
weight"

Obesity
A 4 Y
Y Diagnosis treatment
[ physiopathology ]

physical activity
and exercise

genes and
environment

polygenic obesity: human obesity
monogenic obesity: single gene mutation
pleiotropic/dysmorphic syndromes:

physical and developmental abnormalities}

v

leptin (satiety hormone) —
d ty

eficiency associated with obesi

environment — fromundeveloped to
epigenetic Changes developed countries

v

White Adipose Tissue vs
Brown Adipose Tissue
(mitochondria)

r—
dietary habits
and composition
~————o

BMI

Waist circumference

Body composition

Comorbidities

Evaluate concomitant
medication

stigmata of classical
endocrinopathy or obesity
+ osteoporosis = study

\ 4
p

antidiabetic weight gaining drugs —
insulin, sulfonylureas and glitazones
\. J

v

N

analytical

y

p
GLP-1 (incretins) — anorexigenic

Y\ [TGs are the most responsive |

to dietary treatment

lhunger (glucagon like peptide 1) ~
. J

\ 4

s N

fatty liver: tprobability of heart attack

\ J

\

e - — —
albumin/creatinine ratio

>30 is pathological —

\cardiovascular risk markerJ

always ask for it

in obese people

2 phases:

1. initial weightloss (6m) 1
2. maintenance of lost weight

physical activity
and exercise

genes and dietary habits and
environment

composition

pharmaceuticals

do notwork on their
own, not funded, safety
and efficacy doubts

diet

hypocaloric, mixed,
VLCD

v

no gold standard
macros distribution

|

v

’

(not with current ones)

Diets

mounjaro GLP-1

dual agonistdrug

Mediterranean diet
(predimed)

DASH diet

A 4
liraglutide (saxenda)
and semaglutide

Meal replacement
shakes

(ozempic)

Keto diets: Atkins,
Pronokal and Dunkan

\ 4

keto and IF improve fa
loss, keep insulin low

J

N
microbiota in obesity:

tfirmicutes,
|bacteroidetes

v

~N
change microbiota

using probiotics and
prebiotics

v

™,

» bariatric surgery

reduces comorbidities,
reduces use of drugs and
improves life expectancy

\ 4

recommended in BMI >40
or >35 with comorbidities

|
v

v

[ restrictive techniques ] [

mixed techniques ]

(early satiety) (+ malabsorption)
A 4 Y
sleeve gastroplasty, gastric bypass, bile-
gastric banding (gastric pancreatic diversion

fundus ring), vertical
gastroplasty

\_¢

|perioperative mortality (max 1%)
percentage overweight lost at 5
years -50% or -30% total weight

After surgery

adaptive liquid diet, then progressive

intolerance to certain foods (difficulty
in digestion)

A 4

invasive methods: POSE, gastric
balloon, endo-sleeve (do not work)

6 months up to one and a half years
— vitamin supplementation

control B12, B9, Ca
(postmenopause), and Iron

Inramannnaiica)




Digestive track
diseases

[hepatic cirrhosis]

[ cholecystitis ]

Difficult to assess

nutritionally:

no protein parameters,
no anthropometric
data, no radiographs.

use of branched amino
acids to help them

N,

Gall bladder
stones

removal or
conservative
treatment with

antibiotics

Y

Absolute diet
(parenteral if

necessary) —
no gallbladder,
low-fat diet

Pacreatitis

acute

therapeutic
approach

depending
on severity

Enteral with
nasogastric or
nasojejunal (to
bypass the
pancreas)

chronic

A
alcoholic or
biliary (due to
gallstones)
——

A
PR
tprevalence of
malnutrition
(70-80%)
~— "~

Y

hypercaloric,
polymeric or

peptide formulas

Fractionated, low-fat
diet to reduce
pancreatic
stimulation

Y

Oral supplements
if necessary

Inflammatory

bowel disease

Crohn's ulcerf':l.tlve
colitis
Y y
depends on what] depending
is affected: on extent and
location
Y

tinflammation,
diarrhoea, mucus,
blood, |weight, fever,
anorexia, |eating,
restriction —
malnutrition

stenotic (closing of
the gastrointestinal
tract) — bloating,
fistulae: ileocecal >
colonic >
oesophageal and
gastric (rare)

blood and
mucus in
stool, fever,
vomiting,
urge to
defecate all
the time.

Diet: Healthy,
with fibre and
fruit could
prevent...

Whenever possible:

Oral > nutritional

supplements > EN > NP

to do with the
appearance

Y

Diarrhoea

A

Y

Acute <14 days
for infections and
self-limited.

Y

Treatment: hydration,

antibiotics, diet
adjustment.

Ultra-processed
foods have a lot

trisk of lactose

intolerance, no insoluble
fibres, intolerances
reversible over time

tvariable calorie
and protein

. . \
no specific diet, no

restrictive if not
necessary

4 N\
Chronic >30 days
due to irritable
bowel syndrome
and other diseases

Treatment:
hydration, adjust
dietand drugs

requirements
-

according to origin.
— = =

Y

Constipation

Y

Idiopathic causes,
sedentary lifestyle,
pharmacological
causes, low fibre,
poor hydration...

Treatment: adjusting
diet 20-40g of fibre
per day, good
hydration, laxative

drugs and movement,

A

4

A

short bowel
syndrome

Inability to ma

intain protein-
energy, water-electrolyte or
micronutrient balance

A

Intestinal failure when
disability is permanent
tmorbimortality |quality of
life thealthcare costs

4

Types

enterostomy

jejuno-colic

best)

jejuno-ileo-colic (the

\ 4

Phases

1. Acute: water-electrolyte losses
— maintain nutritional status

2. Adaptation: intestine learns to
absorb nutrients from removed
parts — hyperphagia — increased
absorption surface area

3. Maintenance:

3.1. good adaptation: specific diet,
supplements, possible EN.

3.2. chronic intestinal insufficiency:
home parenteral, intestinal
transplantation and drugs.

A

y

Most frequent cause: palliative
neoplasia (they manage the central
line themselves). Have a minimum life
expectancy of 2-3 months...




Dietary code and

perioperative care

Asetof diets available in a
hospital centre, adapted to the
pathophysiological situation.

!

Types

Basal (10) all other diets are based on this

one. 2200-2400Kcal (55%C - 30%F -
204D\

Diabetes

Easy chewing (60)

Dysphagia (41)

Digestive pathology: astringent,
lresiduous, Tresiduous, gluten-free...

Renal insufficiency: |K", |proteins,
haemodialysis

Post-operative tolerance: liquid,
semi-liquid, semi-soft, easily digestible.

|salty, not eating as usual: 2 NO rule
(maximum 2 foods you don't like),
standardised menu, mediocre quality
due to different tastes.

Y
abdominal
surgery

Y

better to wait
10-14 days...

malnutrition —
complications

Y

Parameters

| weight>10% in 6 months

BMI<18.5

Subjective global
assessment grade C

albumin <3g/dI

fast track

ERAS -
Multimodal
rehabilitation:

Y

v

Phased diet after
abdominal surgery

Hydric — water

liquid (20 phase 1) — broths

perioperative oral nutrition,

carb overloading (no fasting
anymore), no nasogastric
tubes (fed immediately).

semi-liquid (20 phase 2) —
still without prots.

semi-soft (20 phase 3) —
with protests butincomplete

'

easily digested (90) —
complete

Improvements: |thirst,
lhunger, |immunoresistance
lanxiety — multiple benefits.

Y

gastrectomies

y
Removal of part
of the stomach

Y
nutritional deficiency, satiety
nausea, iron and vitamin B12
anemia, exocrine pancreatic
insufficiency.

Y
Dumping

v v

you swim in the pool after takes a little while —
eating", pallor, dizziness, palpitations, sweating,

early. "Cut of digestion when late. Due to hypoglycemia,
malaise, hausea weakness, finsulin.

bariatric
surgery

Y%weight loss Possible indications |Complications
Restrictive or tubular |25-30% BMI<45 gastric leakage,
(sleeve) reflux disease
(esophageal cancer)
Mixed or gastric 30-35% BMI 35-55. No Gastrojejunal
bypass (BPG) snacking. Reflux, stenosis, marginal
metabolic syndrome |ulcer, micronutrient
and DM2. deficits
Malabsorptive or 35-45% BMI>45 Malabsorption (fat-
DBP and DBP-CD (in soluble 1vit.),
disuse) denutrition, liver
disease

v

v

7
Recommendations
after bariatric surgery

>

Post-surgical follow-u p]

A

~

mquids in lamounts,
protein foods, no

alcohol, no sugary

drinks, chew slowly.

monitoring of nutritional

deficiencies, bone status,
evolution of comorbidities,

monitoring of regain.

\ 4

due to eating too fast
(accumulation of
blood in the area).

\ 4

Recommendations: eat slowly, no liquid

with meals, no sugars (cause Dumping),

acarbose (old drug for diabetes, but gives
flatulence and gas).

v

Bread, meat and milk are
not well tolerated.

progressive

lleus = intestine,
stomia = hole

liquid with nutrients
comes out.

Y

High debit to watch: dehydration —

renal failure, hypokalemia,

hypomagnesemia, hypocalcemia,
hyponatremia (|Na, Ca, and Mg, P).

Y
diverticulitis

Outward excretions
from the colon

(polyps are inward).

Y
a lot of outward
excretions +
inflammation
- -

. " .
If it explodes it can
even create

Y
[Malabsorption (bile salts,]

1B12, liquid stool).

Y

peritonitis

Y Y

Uncomplicated:
bowel rest, fluid

Diet: separate liquids from solids, eat
slowly, no coffee, no spicy, no insoluble
fiber (soluble helps), no condiments.

therapy, dietary
progression.

Complicated
(fistulas and
peritonitis):
parenteral.

intestinal
fistulae

v

- N
Rupture of the bowel wall
due to chron's disease,
tumors and so on.

A
e 3 N
May be into the vagina or
into the bladder (poop
L through the urethra). )

location: high
duodenal, mid-
jejuno-ileum (worst),
low jejuno-colon

debit: high

>500ml - medium
-low <200ml.

enterocutaneous —
one of the worst

Nutritional
management

Y
(medium fistula — Parenteral,\
replenish whatis being lost by
L vein until fistula is repaired )

\ 4

( 1\
high fistula — nasojejunal tube
(duodenal bypass)

.

Y
e 2
low fistula — oral or enteral

with nasojejunal tube

(nasogastric tube) )

\ 4

if < 100% of requirements are
met — mixed with parenteral

|




