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Jo Banner and Michaela Bowden were recently involved in the development of a new practical guide

‘Managing Malnutrition in COPD’ (www.malnutritionpathway.co.uk/copd), which was launched to assist

healthcare professionals in identifying and managing people with chronic obstructive pulmonary

disease (COPD) who are at risk of disease-related malnutrition. The guide has been developed

by a multi-professional panel, with expertise and an interest

in malnutrition and COPD, and is endorsed by 10 key

professional and patient organisations, including the British

Dietetic Association, the British Association for Parenteral

and Enteral Nutrition (BAPEN), the Association of Respiratory

Nurse Specialists, the British Lung Foundation, the Royal

College of Nursing and the Royal College of General

Practitioners.1 Based on clinical experience and evidence,

alongside accepted best practice, the guide includes a

pathway to support the appropriate use of oral nutritional

supplements (ONS) and is complemented by three colour

coded patient leaflets which provide practical advice

according to risk category.

Here they discuss the importance of integrating nutrition

into the care pathway of patients with COPD and the role

that the multi-disciplinary team can play in assessing the

nutritional status of patients.

Jo Banner, Senior Registered Dietitian, Community Respiratory Service, iCares
Directorate, Community and Therapies Clinical Group, Sandwell and West Birmingham
Hospitals NHS Trust, and Michaela Bowden, Lead Nurse Quality & Development
(Respiratory), Bolton NHS Foundation Trust
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The cost of malnutrition
in patients with COPD
Recent research has shown that the cost
of malnutrition in the UK is even greater
than initially thought, and it is now
estimated to cost £19.6 billion a year in
England alone.2 This research by Elia, on
behalf of the Malnutrition Action Group
of BAPEN and NIHR Southampton
Biomedical Research Centre, estimates
the cost of health and social care for
those with or at risk of malnutrition is
£7,408,2 which is over three times as
much as for a non-malnourished patient.

With this in mind it is imperative that
we begin to incorporate nutrition into the
care pathways of specific disease areas,
particularly where we know malnutrition is
potentially a major issue. One such area
is COPD, where 10-45% of outpatients and
30-60% of inpatients are thought to be
at risk of malnutrition,3 which may develop
following exacerbations or gradually over
several years. Patients with COPD are
susceptible to malnutrition because they
have increased nutritional requirements
due to both a high energy expenditure
caused by systematic inflammation, and an
increased requirement during breathing.
In addition to this, the physical factors of
the disease, such as dyspnoea, fatigue,
early satiety, and dysphagia, can often
lead to a decreased nutritional intake.

However, it is not only these physical
factors that affect patients, they can also
feel the effects of pharmacological factors
(e.g. dry mouth due to antimuscarinic
effects of medications, oral thrush and
taste changes), psychological factors
(e.g. anxiety, apathy, depression), social
factors (e.g. social isolation or the death
of a partner) and environmental factors
(e.g. their living conditions).

All of these factors need to be taken
into account when managing patients with
COPD and in assessing their malnutrition risk.

Clinical consequences
The implications of ignoring malnutrition in
COPD are immense. The consequences of
malnutrition in COPD include:4-11

• Increased mortality 
• Increased healthcare costs
• Longer hospital stays 
• More frequent readmissions 
• Reduced muscle strength 
• Reduced respiratory muscle function
• Decreased quality of life.

The importance of screening
In an ideal world all patients with COPD
would be assessed by a dietitian. However,

resources are such that easy access to
a dietitian is not always possible, so the
assessment of a patient’s nutritional status
is likely to fall to the nursing staff or other
members of the multi-disciplinary team
working in conjunction, where possible,
with dietetic colleagues.  

NICE recommends that routine

nutritional screening with a validated

screening tool (e.g. ‘The Malnutrition

Universal Screening Tool’ [‘MUST’]) should

be performed in all COPD patients across

settings, and that management options

should include dietary advice, assistance

with eating, texture modified diets and

ONS where appropriate.12 Dietary advice

should aim to increase intake of all

nutrients, including energy, protein and

micronutrients, and consideration should

be given to the physical, pharmacological,

psychological and social factors outlined

above when assessing the ability of the

patient to follow dietary advice.

There is no reason why a nutritional

review cannot form part of a routine

review of a patient with COPD and this

should not be seen as an extra, isolated

aspect of care. The first principle

of managing malnutrition has to be

assessment. By performing an assessment

we can plan, implement and evaluate

care. This assessment can take place at

first point of contact or at a regular

review – NICE recommends that patients

with COPD have body mass index (BMI)

recorded at their usual review (annually

for patients with mild, moderate or severe

disease and 6 monthly for very severe

disease), at a post exacerbation review,

or when completing a referral for

pulmonary rehabilitation.13

Identification
and management
The aim of the recently launched
‘Managing Malnutrition in COPD’ guidance,
which replaces the Respiratory Healthcare
Professional’s Nutritional Guideline for
COPD patients of 2011, is to give
healthcare professionals the tools to
identify and assess the level of malnutrition
risk in patients and to manage them
appropriately. The guidelines provide
healthcare professionals with an up-to-date
consensus of evidence and expert opinion
in identifying and managing patients
with COPD who are at risk of malnutrition. 

The easy to follow flowchart guides
the user through a 5-step approach to
assessing and managing those who may
be malnourished or at risk of malnutrition. 

“Patients with COPD
are susceptible to
malnutrition because
they have increased
nutritional requirements
due to both a high
energy expenditure
caused by systematic
inflammation, and an
increased requirement
during breathing.”
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Steps 1-5 use ‘MUST’ to make a simple
calculation based on BMI, unplanned
weight loss and acute disease affecting
the patient’s ability to eat for five days or
more. These formulate a score between
0-6 identifying the level of risk to the
patient; patients are assessed as ‘low’,
‘medium’ or ‘high’ risk and advice on
nutritional care is given according to the
assigned risk category. The greater the
risk the greater the level of intervention
required and the potential for referring on

for more specialist assessment and advice
from a dietitian where required.

In addition to the advice provided for each
risk category, a pathway for the appropriate
use of oral nutritional supplements (ONS)
for those with a low BMI (<20kg/m2),
or at high risk of malnutrition, is included.
ONS have been shown to significantly
improve outcomes including respiratory
muscle strength,14 hand grip strength,15, 16

exercise performance16 and quality of life14, 16

in COPD. This pathway includes guidance

on when to both start and stop an ONS
prescription and when to seek further
dietetic advice if goals have not been met.

Along with the guidance there are
colour coded patient leaflets which correlate
with the level of risk (green – low risk,
yellow – medium risk, red – high risk). This
provides patients and carers with practical
advice on managing their nutritional status,
as well as tips on managing common
symptoms that effect nutritional intake
such as managing breathlessness.

Big Story  |  COPD
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Goal setting
and interventions
’Managing Malnutrition in COPD’ also gives

advice on goal setting and interventions.

Goal setting is a partnership between the

patient and healthcare professional where

a consensus can be agreed, for example,

to prevent further weight loss, maintain a

stable weight or increase weight. Amongst

malnourished individuals a 2 kg increase

is suggested as a threshold at which

functional improvements are seen;15-18

timescales for such a weight increase

depend on the individuals condition and

circumstances. 
The patient’s goal may be something

as simple as to be able to prepare and
enjoy a meal. Goals need to be achieved
collaboratively based on malnutrition risk
and patient preferences, taking into
account the physical, pharmacological,
psychological, social and environmental
factors already outlined.

Smoking cessation is also an important
factor in the management of malnutrition
as it may increase appetite and support
weight gain.19, 20 In addition, the patient’s
sense of smell and taste may be enhanced
if smoking is stopped, thus making food
more pleasurable.

Pulmonary rehabilitation is a
recommended part of management of
individuals with COPD and nutrition

intervention is likely to support the
effectiveness of exercise programmes in
malnourished COPD patients,13, 16, 21-23 as
energy requirements may increase with
increased physical activity. In those at
risk of malnutrition dietary advice and
ONS should therefore be considered.
Physiotherapists are another important
member of the multi-disciplinary team
who can advise patients on the benefits
of nutrition, and they can refer patients
on to a dietitian for further dietary advice
as required when they are undertaking a
pulmonary rehabilitation programme.

Conclusion
Every member of the multi-disciplinary
team plays a key role in the nutritional
assessment of patients with COPD.
Incorporating nutritional assessment and
appropriate nutritional care plans into the
care pathway of patients with COPD will
have positive effects on their overall
care and quality of life. To support this,
‘Managing Malnutrition in COPD’ can be
integrated into existing pathways and will
help to ensure that patients are effectively
screened, and those who are at high
risk are given the appropriate nutritional
intervention.  

Copies of the ‘Managing Malnutrition in
COPD’ document and supporting patient
materials are available free to download via:
www.malnutritionpathway.co.uk/copd.
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Managing Malnutrition
in COPD
This guide supports some
of the recommendations on
identification and management
of malnutrition in the NICE
guideline on nutrition support
in adults and chronic obstructive
pulmonary disease in over 16s.
It also supports the statements
about identifying and managing
malnutrition in the NICE quality
standard for nutrition support
in adults. 

This resource is intended for
use with adults and not children. 
National Institute for Health and
Care Excellence August 2016.
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