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Abstract

Malnutrition is observed in around one in three hospital inpatients; this harmful 
ICD10-AM-coded disease is a strong independent predictor of adverse older 
adult and healthcare outcomes, mortality, and treatment costs globally, particu-
larly in multimorbid, older adults. Despite recognition of malnutrition as a dis-
ease, nutrition support prescriptions are often not valued as the medicine to treat 
it. This chapter is devoted to the common nutrition support prescriptions for 
treating malnutrition: (1) protein- and energy-dense and/or fortified foods, fluids, 
and menus (HPHE support); (2) oral nutrition supplements; (3) enteral tube feed-
ing; and (4) parenteral nutrition.
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Learning Objectives
By the end of this chapter, you will be able to:

•	 Describe the rationale for shared decision-making and informed consent.
•	 List key questions for older adults and teams to consider prior to commencing, 

changing, or ceasing nutrition support.
•	 Apply a systematic approach to nutrition support in older adults.
•	 Justify the rationale for prescribing HPHE support, oral nutrition supplements, 

enteral, and parenteral nutrition.
•	 Value nutrition support actions as medicines prescribed for malnutrition, a harm-

ful, life-limiting disease in older adults.
•	 Value the need for the involvement of relatives and/or interdisciplinary teams to 

support nutrition prescriptions in older adults.

5.1	 �Nutrition Support in Older Adults: A Hard Edge Best 
Balanced by Shared Decision-Making, Informed 
Consent, and Ethical Insight

Nutrition support (or artificial nutrition) definitions consider care processes pro-
vided when unassisted oral intake of food and liquids fails to provide adequate 
nutrients to meet an individual’s estimated requirements [1, 2]. Nutrition support 
considers prescription of protein- and energy-dense and/or fortified foods, drinks, 
and menus (HPHE support), oral nutrition supplements (ONS), enteral tube feeding 
(hereafter enteral nutrition), and parenteral nutrition (PN).

According to the European Society for Clinical Nutrition and Metabolism 
(ESPEN), artificial nutrition and hydration are a medical intervention; as such these 
require an indication, a therapeutic goal, the will of the older adult, and consent of 
the competent older adult or alternative decision-maker [1]. Whether to commence, 
continue, or withdraw artificial nutrition support in older adults is often a difficult 
decision. Such decisions should not be made in isolation by a single team member, 
neither should this be a burden placed on a single older adult or their carer, and may 
require advice from experts or guiding literature (Chap. 21) [1].

Many guidelines, recommendations, and algorithms for nutrition support exist 
[1–8]. These often require clinical judgment to apply in real-world individuals 
across treatment contexts that may be different from where recommendations were 
developed or considered to be applied. Nutrition support processes can improve 
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outcomes for older adults, and their service providers and funders, and are recom-
mended across many settings [4, 8, 9]. However, a balanced approach also should 
consider the inconsistency of evidence for nutrition support [10, 11]. There are risks 
associated with nutrition support, particularly where prescriptions are required to 
deliver all nutrient and fluid needs; these can be associated with under- or overpre-
scription and/or complications associated with invasive delivery devices that require 
skilled insertion and careful management. Potential complications associated with 
the provision of nutrition support are often poorly reported, with a high degree of 
bias demonstrated across many studies [4, 10].

Not surprisingly, given these complexities, interdisciplinary team management 
of nutrition support is considered best practice. Teams are able to provide expert 
advice across nutrition care processes, for example, regarding the appropriateness 
of nutrition support modalities, and recommendations for when it may be appropri-
ate to transition across one or more feeding modalities (Chaps. 6 and 11–13) [4, 12].

What is most important, however, is to include the older adult, or their decision-
maker, in these processes [13]. Shared decision-making is the pinnacle of patient-
centered care; Table  5.1 highlights key questions for older adults and teams to 
consider prior to commencing, changing, or ceasing nutrition support [1, 4, 
9, 13–15].

Table 5.1  An example nutrition support checklist

• Is there an indication for nutrition support, a therapeutic goal, and informed consent?
• What clinical conditions/comorbidities will influence outcomes?
• Is the older adult actually at risk of refeeding syndrome? If so what do I need to do?
• Is the proposed goal(s) and treatment(s) feasible and realistic?
• Are treating team capabilities and professional and ethical boundaries secured?
• Does this represent ethically appropriate, transparently allocated resources?
• What are the alternative options?
• What is the expected duration and treatment intent of nutrition support?
• What are the risks, burdens, and benefits of the treatment versus no-treatment options?
• How will these influence quality of life or health-related quality of life?
• Is it worth a trial of treatment?
• �What are the review timeframes, options, and processes for ongoing care, clinical handover, or 

discontinuation?
• What are the older adult’s treatment preferences and refusal rights?
• What is the older adult’s nutrition status and diagnosis(es)?
• Are there any cultural, religious, or legal considerations?
• Does the older adult have adequate health literacy to make an informed consent decision?
• Is it the will of the older adult to proceed?
• �Does the older adult have close relatives or carers who are, with consent, informed and 

encouraged to support nutrition care?
• Are shared goals, decisions, and informed consent processes considered and documented?
• �Are nutrition assessment and reassessments, diagnoses, goals, interventions, and monitoring 

processes appropriately undertaken and documented in line with locally endorsed 
recommendations, procedures, and/or guidelines?

• Is an interdisciplinary care team organized to support nutrition care across the continuum?
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5.2	 �Applying a Systematic Approach to Nutrition Support 
in Older Adults

Systematic nutrition care processes should guide delivery of nutrition support. 
Building on previous chapters and international models, we propose a SIMPLER 
approach to nutrition support (Table 5.2) [3, 6, 7, 16]. We also strongly recommend 
nutrition support is administered and governed by locally endorsed recommenda-
tions, guidelines, and procedures, overseen by nutrition support teams and/or 
specialists.

5.3	 �Protein- and Energy-Dense and/or Fortified Foods, 
Fluids, and Menus

Regardless of setting, there is strong consensus that older persons with or at risk of 
malnutrition should be offered energy- and protein-dense foods and fluids and/or 
fortified foods; we refer to these as high-protein/high-energy (HPHE) support 
opportunities. What these look like across global settings are understatedly diverse. 
These should be texture-modified where oropharyngeal dysphagia and/or chewing 
problems are evident (Chap. 18) [4]. Additional finger foods or snacks should also 
be available and offered [4].

A crucial element for HPHE support is accessibility for both the individual and 
for the care staff that offer them. It is of essential importance that, for example, 
nutritional drinks and snacks are stored close to the patient and are able to be offered 
outside of set mealtimes and that these products are cooled or easily heated and 
completely ready for serving. For people with reduced appetite and dietary intake, 
it is also important that the portion size is minimized. This may limit the amount of 
vegetables and fiber consumed. Offering a multivitamin tablet is therefore often 
necessary for patients who receive “energy- and protein-dense foods,” so that the 
vitamin and mineral needs are optimally covered (Chaps. 2–4). In some care set-
tings, the size of a “small portion” is not implied, and therefore portion sizes may 
need to be described in detail.

Processes and system opportunities must be leveraged so that the consistency 
and composition of the diet can be tailored to deliver nutritional needs, both at 

Table 5.2  SIMPLER nutrition support processes [3, 6, 7, 16]

Screen for relevant nutrition diagnoses
Investigate and assess using an ABCDEF approach: anthropometry, biochemistry, clinical, diet 
and drugs, environment and estimated requirements, function
Make the nutrition diagnosis(es)
Plan with the patient including shared goal setting, informed consent discussion regarding 
treatment versus no-treatment options, and risks versus benefits implement interventions 
including nutrition support, education, care integration, and clinical handover
Evaluate continuously; ongoing reassessment, monitoring and reviewing of individual patients
Review practice through nutrition care process and policy reforms, recommendations, and 
research
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patient population and individual levels accounting for medical, psychosocial, cul-
tural, and environmental factors. Standards and accreditation processes, quality 
assurance and risk management, policies, funding and resource allocation, industry 
and political lobbying, and educational, professional, technological, and research 
processes should all be engaged to ensure high-quality HPHE food choices are read-
ily available to older adults at risk of malnutrition, across the continuum of care. We 
especially encourage facility administrators to consider the growing evidence base 
that demonstrates that high-quality menus and foodservice systems improve nutri-
tional intake, the proportion of patients meeting nutritional requirements, and 
patient satisfaction, while simultaneously reducing food waste and cost [17].

Most importantly, we implore older adults and interdisciplinary teams to identify 
malnutrition as a harmful disease and value HPHE foods and fluids as the primary 
medicine to treat it [18].

5.4	 �Oral Nutrition Supplements

Despite dedicated efforts, achieving an adequate protein intake and energy intake 
through HPHE support alone is not possible, particularly in multimorbid older 
adults [11]. Where requirements are unlikely to be met, older adults with malnutri-
tion, or those at risk of malnutrition and with chronic conditions, should also be 
offered ONS, in order to improve dietary intake and body weight and to lower the 
risk of complications and readmission [4].

ONS are available in different flavors and are energy and protein rich; most also 
provide additional micronutrients. These drinks routinely have a long shelf life and 
so can be consumed as a snack when off the ward or out of the house. Where ONS 
are offered, there is strong consensus that these provide at least 400 kcal/day, includ-
ing 30 g or more of protein/day, and continue for 4 weeks or more [4]. When ONS 
are offered to an older person, recommendations support continuing for at least 
1 month, with ongoing monthly assessment of efficacy and expected benefit [4].

At times older adults may be unable to meet their protein and energy require-
ments despite HPHE support and ONS prescription, due to the reduced desire or 
ability to consume or absorb nutrients and/or increased requirements of acute or 
chronic conditions. In such cases enteral or parenteral tube feeding may be indi-
cated [1].

5.5	 �Artificial Tube Feeding

Nutrition support, in particular EN and PN, are considered as medical treatments 
rather than basic cares. Consequently, these should only be applied in situations 
where there is a realistic chance of improving or maintaining the older adult’s 
condition and quality of life [1, 4]. In older adults with inadequate nutritional 
intake in the terminal or palliative phase of illness, comfort feeding should be 
offered [4]. Other circumstances, for example, where risks are considered to 
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outweigh the expected benefits, will demand interdisciplinary assessment and 
clinical judgment, and determining older adult wishes and realistic treatment 
goals, noting that sometimes trials of tube feeding may be appropriate to consider 
[1, 4]. In the following sections, we provide an overview of EN and PN. However, 
we refer the reader to locally endorsed policies, procedures, and guidelines that 
must be enacted and audited to adequately govern artificial tube feeding in 
older adults.

5.5.1	 �Enteral Nutrition

In older persons with active treatment goals, enteral tube feeding (enteral nutrition 
(EN)) should be considered where oral intake is expected to be below half of energy 
requirements for more than 1 week, or absent for more than 3 days, despite attention 
to promote oral intake adequacy [4]. Where EN aligns with shared treatment goals, 
this should be initiated without delay [4]. The ongoing benefits and potential risks 
of EN require regular assessment, reassessment, and monitoring processes directed 
by locally endorsed procedures and guidelines. A review should also be undertaken 
whenever there is a change in condition or treatment planning [4]. Wherever possi-
ble and safe to do so, oral intake should still be encouraged throughout the dura-
tion of EN.

5.5.1.1	 �Feeding Tube Types
Depending on physiological, physical, environmental, and personal factors, feeding 
tubes can be via nasogastric, nasojejunal, orogastric, orojejunal, gastrostomy, or 
jejunal routes. The most common are the nasogastric tubes (NGT) and PEG (percu-
taneous endoscopic gastrostomy), both of which feed directly into the stomach. 
With lifelong tube feeding, a low-profile balloon gastrostomy, or PEG button, may 
be used, which is less obtrusive to the older adult. The button probe also empties 
into the stomach. In addition, there are also probes that empty further into the intes-
tine, for example, PEGJ probes (PEG with jejunal tube extension). Alternatively, a 
tube may be entered directly through the abdomen at the jejunum (e.g., surgical 
jejunostomy). A typical course is to start with the insertion of a nasogastric feeding 
tube through the nose, and later, if the need for prolonged tube feeding is assessed, 
a longer-term feeding device is implanted.

5.5.1.2	 �Tube Placement
Installation of naso-enteral feeding tubes should be performed by those trained in 
the procedure; this is usually a nurse or medical professional. Preparation and 
involvement of the older adult, good time, and a calm environment are important. 
Complications to placement due at times occur, for example, malpositioning into 
the lungs or accidental removal. In many settings, X-ray control is prescribed, where 
the guide wire in the nasal probe clarifies the location of the probe. There may be 
local agreements regarding control of location, where X-ray control is deselected, 
for example, in very restless patients/cerebrally affected patients.
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The PEJ catheter or the PEGJ probe can be inserted in connection with a surgical 
operation. PEG, PEGJ, and button probe insertions require a scopic procedure when 
tube feeding is needed over a longer period of time, i.e., more than 3 months. There 
is a small risk of intestinal perforation or other complications during construction; 
although rare, these may have life-threating or ending consequences [19]. These 
should be inserted by appropriate trained specialists.

It is necessary for the nurse to make sure that the written prescriptions are in 
place and that the location of the probe after construction has been seen and approved 
by the medical professional before starting the nutrition.

5.5.1.3	 �Tube Considerations and Care Requirements
There are many considerations regarding tube care and requirements; institutions 
must have local guidelines/procedures and access to experts who may assist or give 
advice regarding management and care requirements for tubes [20]. It is important 
that the nurse, dietitian, or other accountable healthcare provider is aware of these 
local procedures for identifying the type of probe, the site of insertion and the place 
of discharge, and management processes. For example, PEG versus PEGJ tubes 
may look similar. However, while bolus feeding via PEGs is generally acceptable, 
PEGJs should not be used for bolus administration of tube feeding as it empties into 
the middle of the small intestine and not into the ventricle. Similarly, when “exercis-
ing” probes as part of good practice management, some probes, for example, PEGs, 
may require rotating, while rotating PEGJs is routinely not recommended. Leaving 
nasogastric tubes in situ for extended periods without appropriate management 
practices may lead to a pressure injury. Similarly, gastrostomy insertion sites should 
be observed for signs of infection; older adults should be provided with manage-
ment education where appropriate.

5.5.1.4	 �Checking Placement
Before each administration of nutrition, fluid or medicine, ensure the probe is posi-
tioned correctly in line with local standards or recommendations. Commonly rec-
ommended methods to check positioning include reading the markings on the probe 
at the insertion site and/or pH values of aspirates. In many settings it is suggested to 
start with slow administration, for example, with 20–30  mL of water, where no 
resistance may be experienced; the patient should be observed for signs of mis-
placement, such as cough, nausea, and respiratory effects.

5.5.1.5	 �Flushing Tubes
Tubes should be flushed regularly. Local guidelines and fluid and medication 
requirements will all need to be considered when determining individual flush vol-
umes and frequencies, for example, four hourly flushes for continuous feeds with at 
least 30 mL, flushes of water before and after medication, before and after intermit-
tent or bolus feedings, and when pump feeds are commenced or stopped. Flushing 
the tube promptly after gastric aspiration for pH testing, but not before, is often 
recommended. It may be appropriate to provide increased or additional water 
flushes or to meet fluid requirements. It is commonly recommended for continuous 
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pump feeds to use the Y port on the feeding tube when flushing to maintain a closed 
system. Disconnecting the feeds to flush is not recommended. Where a tube is not 
actively being used for feeding purposes, for example, during trials of oral intake, or 
is being used for alternative purposes, local guidelines for flushing should be 
considered.

5.5.1.6	 �Feeding Regimens and Modality
Dependent on settings, dietitians or medical staff prepare an individual tube feeding 
plan, which is usually prescribed and documented in the medical record. Several 
sections of hospitals have also prepared guiding nutritional instructions, which con-
tain a standard start-up of tube nutrition. In this way, the nurses can ensure the 
patient a faster start-up of tube feeding, which can later be adapted by a dietitian or 
medical nutrition specialist. For patients in need of enteral nutrition, several differ-
ent types of feeding tubes can be constructed.

The choice feeding modality should consider the older adult’s individual needs 
and preferences with the aim to provide safe enteral nutrition and hydration appro-
priate to the clinical status, in addition to functional and quality of life issues [15]. 
Optimal feeding times and modality remain inconclusive; we would recommend 
considering local, national, and/or disease-specific recommendations when choos-
ing feeding modality. Options include, for example, pump versus gravity feeding or 
bolus, continuous, intermittent, or overnight feeding approaches. Which method 
chosen should consider the advantages and disadvantages of each mode of feeding, 
interdisciplinary team recommendations, clinical judgment, treatment goals, addi-
tional therapies and medications, and what matters to the older adult.

There are a broad variety of enteral tube feeding preparations available globally; 
product-specific recommendations are beyond the remit of this text. The final prod-
uct prescribed is guided by individual requirements, evidence-based recommenda-
tions for macro- and micronutrients, costs, logistics, tube feeding hardware (e.g., 
pumps, giving sets), care provider contracts, and purchasing agreements.

5.5.1.7	 �Formula Handling and Management
When setting up and dismantling, local hygiene measures must always be observed, 
as tube feeding must be considered as a food that can be contaminated by improper 
handling. The manufacturer’s product instructions should always be observed. All 
feeds should be cross-checked according to local prescribing practices and visually 
inspected, and the use by date noted prior to administration. Aseptic technique 
should always be applied when handling feeds. Medications, water, dye, or pancre-
atic/biliary fluids should not be added enteral nutrition formulas. Hang times should 
be governed by both the product description and local practice requirements. Local 
practices should also be in place for what is required when breaking ready-to-hang, 
“closed” systems.

5.5.2	 �Parenteral Nutrition (PN)

PN is a form of nutrition support administered through an intravenous (iv) approach. 
Where aligned with treatment goals and expected benefit, recommendations support 
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offering older adults PN where combined oral and enteral tube intake is expected to 
be impossible for more than 3 days or below half of energy requirements for more 
than 1 week.

Parenteral nutrition is a prescription drug. The nutrition plan is often planned by 
the medical professional in consultation with the dietitian and nurse, with consider-
ation to the individual’s fluid, macronutrient (energy, protein, fat, carbohydrate), 
and micronutrient requirements. Addition of vitamins and minerals must be per-
formed under aseptic conditions or provided separately.

Parenteral nutrition often has a slow administration time of 10–16 h. Setup time 
should ideally be planned accounting for the patient’s daily rhythm and other treat-
ment requirements. Administration of parenteral nutrition can be given briefly, as 
full or supplementary nutrition, or for some older adults for life, for example, for 
those with short bowel syndrome. While central iv accesses are predominantly 
applied in most settings, for short durations or where central access is not an option, 
parenteral nutrition can also be set up using peripheral access. There is generally a 
difference in the concentration of preparations for use via central and peripheral 
routes; these are routinely highlighted on the products for administration. In case of 
lifelong administration, the parenteral nutrition can be given at home under the 
guidance and control of nutrition support teams or services. Other patient groups 
with gastrointestinal obstruction may also be discharged with parenteral nutrition to 
the home for longer or shorter periods, but routinely with a requirement for hospital 
or specialist outpatient review. Knowledge of the work around parenteral nutrition 
has also become a relevant area for the nurse specialists in addition to dietitians and 
medical professionals.

While interdisciplinary management of PN is globally considered best practice, 
how this “looks,” what will be prescribed, who will prescribe it, and how this will 
be monitored will vary according to health service resources and infrastructure, 
specialist staff availability, patient populations and treatment settings, clinical and 
professional governance, and sociocultural factors. We strongly recommend that PN 
is administered and audited in line with locally endorsed policies, procedures, and 
guidelines that must be in place to govern safe, effective parenteral nutrition.

5.6	 �Preventing and/or Managing Nutrition 
Support Complications

5.6.1	 �Medications

Medications, whether ONS, EN, PN, or other medications and pharmaceutical 
products, should always be administered according to local guidelines and 
medication-specific recommendations. These should account for food-drug and 
drug-nutrient interaction (Chap. 20). Many medicines, in addition to prescribed 
tube feeds, can be administered through EFT devices. However, the administering 
healthcare professional must always check what is appropriate to administer via EN 
or PN tubes, for example, whether current tablets are appropriate to be crushed and 
given via an NGT. We recommend discussion with local pharmacist and treating 
medical professional and setting specific recommendations.
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5.6.2	 �Aspiration

Underlying illnesses, acute complications, procedures, medications, changing lev-
els of consciousness, feeding tube (mis)placement, and feeding positions are all risk 
factors for aspiration. Interdisciplinary teams should screen for dysphagia and 
implement safe swallowing strategies and modified diets where indicated and 
appropriate (Chap. 18). Dedicated attention to oral hygiene and mouthcares may 
reduce the risk of aspiration pneumonia. For patients receiving enteral tube feeding, 
a check should be undertaken to confirm that the feeding tube is in the proper posi-
tion before initiating feedings. Elevating the head of bed for individuals on bedrest 
should be considered, both during and for a period after feeding, ensuring position-
ing and supported to prevent sliding down in bed and creating shear forces [12]. 
Although evidence is limited, avoiding excessive feeding tube rates or bolus vol-
umes and considering continuous pump feeding over bolus feeding where patients 
have demonstrated intolerance to gastric bolus feeding may be appropriate [12, 
21–23]. Where high risk of aspiration, demonstrated intolerance to gastric feeding 
or in older adults with demonstrated reflux and aspiration of gastric contents, jejunal 
feeding should be considered [12]. Recent consensus guidelines also suggest avoid-
ing supplementary overnight tube feeding in older adults with a hip fracture due to 
lack of beneficial effects, patient burden, and poor tolerance [4]. All efforts should 
be made to minimise use of sedation and prevent delirium [4, 12] the administration 
of gastric enteral feedings. The relative risks and benefits of promotility agents 
should also be considered [12].

5.6.3	 �Gastrointestinal Upset

Diverse factors influence gastrointestinal status. Patients receiving nutrition support 
are often observed to experience constipation, diarrhea, or gastrointestinal obstruc-
tion; in many cases these are independent of the nutrition support approach pre-
scribed, for example, underlying illness or disease, infections (e.g., Clostridium 
difficile), antibiotics, and other medications. Medication review should consider 
both potential causes (e.g., antibiotics, magnesium, laxatives) and prescription of 
antiemetics (vomiting) or medications to manage diarrhea. For patients with ongo-
ing vomiting, a reduced pump feeding rate or change to continuous feeding may be 
appropriate if the patient is receiving bolus feeding. For patients with bolus feeding, 
it should be confirmed that the feeding device is in the gastric ventricle. For all 
patients with severe or prolonged gastrointestinal upset, it is important to assess 
whether the patient is receiving adequate fluid to maintain fluid balance.

5.6.4	 �Delayed Gastric Emptying or Gastroparesis

Numerous medications impair gastric emptying, particularly opiates, some antide-
pressants, and dopamine. Again, the relative risks and advantages of gastric empty-
ing agents/prokinetics should be considered. Post-pyloric feeding should also be 
considered where ongoing. Although recommendations and practices for 
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monitoring gastric residual volumes vary widely, recommendations support avoid-
ing withholding EN for gastric residual volumes (GRVs) <500 mL in the absence of 
other signs of intolerance and implementing measures to reduce risk of aspiration 
for volumes between 250 and 500 mL [12].

5.6.5	 �Hyperglycemia

Where hyperglycemia is observed, medical staff should be informed prior to chang-
ing nutrition support prescriptions. Hyperglycemia is commonly observed in acutely 
unwell, multimorbid older adults; opportunities for medical management, rather 
than restricting dietary or tube feeding intake, should be carefully considered by the 
treating team particularly in older adults with demonstrated inadequate intake or 
malnutrition. This approach is supported by recent guidelines strongly recommend-
ing that in older patients with diabetes mellitus, malnutrition and risk of malnutri-
tion shall be managed according to recommendations for malnourished older 
persons without diabetes mellitus [4].

5.6.6	 �Refeeding Syndrome

There is limited consensus regarding the diagnosis and management strategies for 
refeeding syndrome [12, 24]. Recent consensus guidelines recommend starting early 
and gradually increasing EN or PN in malnourished older adults in 3 days, supplement-
ing thiamine even in the case of suspected mild deficiency, while monitoring and cor-
recting blood levels of phosphate, magnesium, and potassium and glucose [4, 12]. We 
recommend referring to locally endorsed guidelines for refeeding management.

5.7	 �Summary

Nutrition support in older adults is often complex and is best overseen by interdis-
ciplinary nutrition support teams. However, the daily work of delivering nutrition 
support is routinely undertaken by the older adults themselves, family and friends, 
nurses, and other interdisciplinary healthcare providers. Shared goal setting and 
decision-making is the pinnacle of patient-centered care. We implore healthcare 
providers to work together with older adults to identify malnutrition as a harmful, 
life-limited disease that may be treated with nutrition support, wherever this aligns 
with what matters to the older adult.

Take-Home Points

•	 Artificial nutrition and hydration are a medical intervention; as such these require 
an indication, a therapeutic goal, the will of the patient, and consent of the com-
petent patient or alternative decision-maker.

•	 Patients and interdisciplinary teams must identify malnutrition as a harmful dis-
ease and value HPHE foods and fluids as the primary medicine to treat it.
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•	 Where requirements are unlikely to be met, older adults with malnutrition, or 
those at risk of malnutrition and with chronic conditions, should be offered ONS.

•	 In older persons with active treatment goals, enteral tube feeding should be con-
sidered where oral intake is expected to be below half of energy requirements for 
more than 1 week or absent for more than 3 days.

•	 Where aligned with treatment goals and expected benefit, older adults should be 
offered PN where combined oral and enteral tube intake is expected to be impossible 
for more than 3 days or below half of energy requirements for more than 1 week.
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