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Malnutrition in older persons: underestimated, underdiagnosed and
undertreated
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The right of older persons to enjoy optimal health and live
in a dignified manner is protected in various international
documents and national legislation.1-4 The South African
government embraced this obligation by embedding
these socio-economic human rights in the Constitution of
the Republic of South Africa (1996).5 Cognisant of the poor
socio-economic status of individuals from various vulnerable
demographic groups, the South African government
implemented a social protection system to improve access to
food and provide for living expenses.6 It is possible that this
grant system contributed to the reported decrease in food
insecurity in the last decade,7 since social grants have been
reported to contribute to 42% of the household income for
poor families.8 Yet, single interventions such as cash transfers,
on their own, are not adequate to ameliorate malnutrition
amongst older persons and children.9 Furthermore, research
shows that South African older persons often act as heads of
households and their old age grants commonly contribute
to the general household income instead of taking care
of the beneficiaries’ own needs.10 In this regard, current
evidence indicates that a large proportion of older adults
are classified to be at nutritional risk.11,12 Malnutrition,
in otherwise healthy older persons, is classified as nondisease related, and has socioeconomic, psychological and
hunger related components.12 Associated micronutrient
deficiencies contribute to impaired bodily function which
may be less obvious but have been associated with increased
susceptibility to infections, for instance.12 Nutritional status
deteriorates as dependency and care needs grow,11,13 and it
is of special concern that only a mere third of older persons
in care facilities are reported to be well nourished.11 Thus,
multi-model interventions that target frail and pre-disabled
older persons could prevent or reverse dependency.14,15 For
instance, supplementation has led to small and consistent
weight gain, and a decrease in mortality in an undernourished
group of frail older persons.16 Preventive measures include an
increased protein intake,14,15,17-19 increasing energy intake,14,15
optimising fruit and vegetable intake,19 participating in
resistance exercise to increase muscle strength and physical
performance,14,15 reducing polypharmacy, and preventing
vitamin D deficiency by supplementation.14 The role of
pharmaco-therapy in the intervention domain remains
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limited.20 Malnutrition imposes an increased financial
burden on health care costs12 and efforts are being made
to curb expenses incurred by unwarranted hospitalisation
to mitigate the impact of the economic recession on health
systems.21 In this context, it is crucial to limit the development
of malnutrition in the increasing older population group, as
caring for the frail persons increases the burden on community
resources, hospital care costs and care facilities.14,22 Ideally, the
health care budget requires adjustment to make provision for
the rising costs of health care for the increasingly older and
vulnerable population.10 Measures for the early identification
and prevention of unintentional weight loss (UWL) – defined
as 5% body weight in one month/ 10% over 6 months –
are crucially important.12,20,23 Longitudinal studies have
documented that the clinical outcome of older persons with
UWL, who were followed up long-term, improved markedly,
therefore yearly follow-ups have been recommended.19,21
Furthermore, oral pathology has been reported to be the
strongest predictor of substantive UWL during the year prior
to hospital admissions.20 Systematic inspection of the oral
cavity is, therefore, crucial as a part of the medical history
and physical examination.21 As the latter has the greatest
potential for eliciting the causes of UWL, it is vital to obtain
information about functional limitations, dietary intake
issues, psychological dysfunction, reduced social activity,
financial constraints and the review of current medications.20
Malnutrition is a dynamic process complicated by multiple risk
factors leading to physical frailty and an 1,8–2,3 fold increased
risk of mortality.14,23 Malnutrition and frailty share common
pathways but the syndromes are not interchangeable17 as
available evidence indicates that although two thirds of
malnourished older persons are frail, only nine percent of the
frail are malnourished.17 Frailty “is a state of vulnerability and
non-resilience with limited reserve capacity in major organ
systems”12 and is difficult to reverse.18,24 The frailty syndrome
encompasses biological, clinical, social, behavioural and
environmental factors24,25 and can be reduced through the
early prevention of malnutrition18 and thus lower the risk of
negative health outcomes.24 The underlying mechanism(s)
of the frailty process includes a complex interaction of
undernutrition, weight loss, sarcopenia and decreased activity
levels.23 Sarcopenia is the “progressive and generalised loss
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of skeletal muscle mass, strength and performance with a
possible risk of adverse outcomes”12 which often precedes
the onset of frailty.12,15,26

multidisciplinary group to provide holistic care12,24 and to
adapt nutritional care policies of a given setting.13,24
Although relatively few studies have been conducted in
low and middle-income countries on older persons, the
available data suggest a higher prevalence of frailty in
these countries.24 In the community setting, long term
supplementation at home may not be cost effective.16
Dietary advice and frequent follow-up may be essential and
the use of recipes, fact sheets,19 text messages, phone calls
or home visits,16 as well as interactive demonstrations and
food workshops19 could lead to improved compliance and a
reduction of malnutrition.

Advanced aging may contribute to any form of
malnutrition12,17 which renders older persons vulnerable
to stressors25 such as trauma or disease, leading to
increased morbidity and mortality.12 An increased risk of
mortality with a BMI < 23 kg/m2,27 a higher prevalence of
frailty in women,24 older persons with an energy intake
< 21 kcal/kg15 as well as those living below the poverty level
and who have an elevated frailty score throughout life have
been reported.20,22,24 In this regard, the findings of the study
by Robb et al.28 in the current issue of the SAJCN, although
small in sample size and relative bias due to the self-reported
nature of the screening tool used, reports that malnutrition
was four times higher in the study’s long-term care facility in
the lower socio-economic area, and the risk of malnutrition
was threefold higher when compared with that of elderly
in the higher socio-economic area. Future research should
focus on a collaborative approach with various duty bearers
and with the specific goal of identifying the nutritional
needs of older persons, in urban and rural areas, living in
care facilities as well as free-living older persons, specifically
in the South African context.10,29 Evidence of increasing
prevalence of frailty with old age24 supports the current
recommendation that all older persons above 70 years and
those who show signs of weight loss due to chronic illness
need to be screened for frailty14 using appropriately validated
tools for its early detection as well as for assessing nutritional
status.12 The Mini Nutritional Assessment (MNA), as was used
in the study by Robb et al.,28 is a multidimensional approach
focussing on various features of frailty and malnutrition, and
has been developed specifically for older persons11 across
populations living in diverse settings.30,31 A limitation of
the MNA, however, is that several nutritional status related
factors such as the size of the institution, the food delivery
mode and a high staff to patient ratio are not included in the
assessment.13 Furthermore, the relevance of using BMI as an
indicator to measure the risk of malnutrition in older persons
is debatable19 as exemplified in the study by Robb et al.,28
in which the BMI of the two study groups was similar even
though older persons from the lower socio-economic area
were more at risk of malnutrition according to the final score
of the MNA.

Apart from government’s obligations, the next level of
duty bearers responsible for the realisation of the rights of
older persons are health professionals, caregivers, family
and friends. These duty bearers must be empowered to
detect signs of malnutrition and frailty.12,24 The caregivers
responsible for the majority of direct care often have the
least formal training and it is essential they are equipped
to report non-compliance with supplementation20,24,32 and
any adverse changes for comprehensive assessment of
underlying causes.24 Duties of community health workers can
be extended to assess older persons for further assessments24
as there is a glaring lack of state efforts to promote day care,
outreach services or residential care for older persons all of
which have the potential to bridge the gap between state
provision and family support.33A risk screening procedure
should be the first mandatory step to identify malnutrition
when following the systematic sequence of interrelated
steps of the nutritional care process.12,13,19,24 Yet, the current
literature identifies several barriers, such as nursing staff’s
limited knowledge about nutritional assessments and lack of
experience with nutrition screening, a situation that can be
improved with appropriate training.32,34 The latter should be
afforded the necessary priority, if the anticipated increase in
the future potential burden10 is to be addressed by the crucial
maintenance of the nutritional status of older persons. In
this regard, the findings of the study by Robb et al.,28 in the
current issue of the SAJCN, highlight the continued plight
of older persons and call for concerted efforts to integrate
nutrition care for older persons in the delivery of healthcare
at both national and community levels.19,33 The welfare of
older persons should be a priority in social development,
health and nutrition programmes to ensure quality care for
the aging population.33

It should also be borne in mind that nutritional care and
therapy for the elderly should include the evaluation of the
meal environment which should promote meal intake and
the necessary actions to encourage or assist older persons
to eat, an approach that is often all that is required.16,19,20
Older persons, family and caregivers need dietary advice
about food choices, preparation of tasty meals according
to the individual’s treatment plan12 and how to maximise
the nutrient density of meals.19 Furthermore, care facilities
require a nutrition steering committee consisting of a
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